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Abstract

Social workers are increasingly bcing called upon to work \\;th clients who wish
to have a child but are unable to do so \\;thout medical intervention. This study. a
cross-sectional survey design. examines the anitudes ofcouples !owards donor
insemination (DI). in \;tro fertilization (IVF). contractual pregnancy. adoption and living
child free. A random sample of 200 names was drawn !Tom the membcrship of the
Infertilil)' Awareness Association ofCanada. Toronto Chapter. Sun'cys \Vere complctcd
by 74 participants (37 couples). Participants were generally weil educated. atl1uent and
rangcd in age !Tom 26 to 63 years. Women were one third more likcly to report feeling
pressure to have children than were men. The source of this pressure was most often
reportcd to be externallinterpersonal relationships (e.g.• friends. tamily. panner). Women
were significant1y more likely to strongly agree that they would use DI or IVF ifthey
were infertile; whereas., men were more likely to only agree when considering DI. and to
be unsure or neutral when considering IVF. The pcssibilil)' ofiiving child free was an
alternative that very few particip!Ults had seriously considercd. as many were still
pursuing one or more reproductive alternative. Although significant differences were
found within couples for DI, IVF and li\ing child free in the \ignenes. unexpectedly an
overall theme ofagreement between women and men was found as weil. In addition.
participants revealed a desire for support in their consideration of. and decision making
regarding. the reproductive alternatives they may pursue. Clearly. the findings point to
the need participants have to receive counselling. and/or follow-up to help them cope
with their infertilil)' and the possibilil)' that they may not be able to have children.

:
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Résumé

Les travailleurs sociaux sont de plus en plus appelés à travailler avec des gens qui
souhaitent avoir un enfant mais qui en sont incapables sans intervention médicale. Cette
recherche. un sondage transversal. porte sur l'attitude des couples face à l'insémination
artificielle. à la fertilisation in vitro. au phénomène des mères porteuses. à l'adoption et à
l'éventualité de vivre sans enfant. Un échantillon de 200 personnes a été créé à l'aide de la
liste des membres du chapitre torontois de l'In/ertility Awareness Association o/Canada.
Les répondants ont été choisis au hasard parmi les membres inscrits sur la liste. Un total

de 74 répondants (37 couples) ont accepté de réponcir<: à un questionnaire. Les
participants. âgés de 26 à 63 ans. avaient dans l'ensemble un haut niveau de scolarisation
et étaient à l'aise financièrement. Les femmes ont indiqué. et ee dans une proportion 30%
plus élevée que les hommes. qu'elles ressentaient une pression sociale d'avoir des enfants.
Celte pression sociale provenait dans la majorité des cas de membres de leur entourage

(parents. ami(e)s. conjoint. etc.). Les femmes étaient beaucoup plus enclines à se
prononcer "totalement en faveur" d'un recours à l'insémination artificielle ou à la
lèrtilisation in vitro en cas d'infertilité. Par contre. les hommes étaienT plu:; enclins à se
prononcer "en faveur" d'un recours à l'insémination artificielle et à se dire "incertain"
quant à un recours à la fertilisation in vitro. Vivre sans enfant n'était pas une option que
la majorité des couples envisageaient sérieusement. la grande partie d'entre eu:\( ayant déjà
entrepris des démarches pour devenir parents. Bien que des opinions différentes aient été
exprimées par des membres d'un même couple quant à l'insémination artificielle. à la
fertilisation in vitro et à l'éventualité de vivre sans enfant. il ressort de notre recherche que
les hommes et les femmes partagent plusieurs opinions sur les questions liées à
l'infertilité. Les répondants ont également manifesté un désir profond d'appui et
d'ao;sistance dans leurs démarches respectives. II ressort en effet de notre recherche que
les participants souhaitent non seulement être encadrés et suivis lorsqu'ils tentent d'avoir
des enfants mais aussi lorsque leurs tentatives n'aboutissent à rien.

ü
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··Conception. as it occurs today. has itsclfbcen transfonned at the same time as it

is transfonning our values and be1iefs- (Basen. Eichler. Lippman. 1993. p. 26). ln the

past 15 years human reproduction has becn signiticantly impacted by t,:chnological

developments in the area of new reproductive technologies (NRTs). From the birth of

Louise Brown. the first test-tube baby. in 1978 (Basen. 1992; Feders. 1994: Ho1brook.

1990) to the deve10pment ofprocedures that allow doctors to fertilize a human egg with

spenn that have. on their own. becn unable to penetrate the egg membrane (Feders.

1994). reproduction has continued to increase in medical sophistication. The medical.

ethical and social complexities ofeach ofthe new reproductive technologies and

reproductive alternatives avai1able have becn weIl documented (Baran & Pannor. 1989:

Basen. Eich1er & Lippman. 1993 & 1994: Corea. 1985: Daniels. 1986 & 1993: Holbrook,

1989: Mial1. 1989; Overall. 1987; Raymond. 1990 & 1993: Rowland. 1984; Sherwin.

1992). At the present time. there is no reason to believe that the move toward greater

biomedical sophistication in the area ofreproduction will decrease in the future (Basen,

Eichler & Lippman. 1993 & 1994; Corea. 1985; Mial1, 1989; Overall. J987; Raymond.

1990 & 1993; Sherwin. 1992 Walther & Young, 1992). One result of this biomedical

advancement has been the emergence ofwide-ranging debates surrounding the moral and

ethical justifiabi1ity and desirability ofnew reproductive technologies (Corea. 1985;

1
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Over:l1l. 1987: Raymond. 1990 & 1993: Rowland. 1'.084: Shcrwin. 1992: Wajcman.

1991 ).

RegardIcss of one's position within the ethical debates surrounding NRTs and the

reproductive alternatives available. the consequences of thcse procedures are ofparticular

relevancc to the social work profession. Social workers are increasingly being called

upon to work with clients who wish to have a child but aI': unable to do so without

medical intervention. The social work profession can offer a wholistic approach to

infertility by considering the diverse psychosocial issues involved: responding to the

emotional needs of the client both personally and socially; working with social networks:

acting as an advocate: educator and counsellor. organizing and utilizing self-help and

support groups: linking the client with the appropriate counselling services; actively

participating within a multi-<!isciplinary team approach: contributing to the scholarly

debates surrounding NRTs and the reproductive alternatives available; conducting

research; and contributing to the developrnent ofsound social policy in this area (Daniels.

1993). In addition. as is the case in adoption. the role of the social worker must include

working to serve the best interests ofthe children involved (Baran & PaItnor, 1989; Bell,

1986: Daniels. 1986: Edwards. 1991; Sanschagrin. Humber, Speirs, & Duder. 1993;

Sokoloff. 1987). This is particularly important in the area ofNRTs and the resulting

reproductive alternatives. because as Sokoloff(1987) states, "the literat'Jre is replete with

the technological advances in this field, but questions are seldom raised about the well­

being of the children so conceived" (p. Il). In fuel, Sokoloff(1987) specifically
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comments on the "paucity of information" Ip. 11) regarding the wdl-l'Cing of .:hildrcn

conceived employing NRTs and vmous repmdn.:tiv.: altcrnativcs. In this regard. Bdl

(1986) states that "genetic social workers could assisl 'ncw reprodu.:tions· parents in

preparing for the differcnt family roles and expc.:tations..:· Ip. ·B4\. Sodal workers

could endcavour to assist newly forming familks in the proccss of individuali7.ing their

chiIdren and in the recognition that the lx'St inten.'Sts ofthcir childrcn arc ofprimary

concern (Bell. 1986).

In order to \\"ork more effectivcly with infertile clients considering their use of

various reproductive alternatives. it is necessary to examine thcir anitudcs towards these

alternatives. thus facilitating an appreciation of ho\\" these anitudes arc shaped and

impacted by social and cultural expcctations regarding family creation. infertility and

reproduction. Using this premisc as a starting point. the framework for this study is based

on the following questions. First. what arc the salient demographic factors that describe

this sample? Second. arc therc any gender differences with regard to pressure felt to have

childrcn? Thire!. to what extent arc various types ofreproductive alternatives ~"lJpponed

or opposed by those considering their use? Fourth. do panicipants feel adequately

informed about reproductive alternatives? Fifth.. do participants believe that a child

conceived using a reproductive alternative should have aceess to information about

herlhis birthlgenetic parents? Sixth.. which reproductive alternatives would participants

use, or consider using, and which reproductive alternatives have participants a1ready

tried? Seventh, ifparticipants bave pursued a reproductive alternative wbat was the
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outcome? Finally. what are the attitudes and beliefs of participants towards the

possibility of living child free?

1begin my thesis by discussing the social context within which reproductive

alternatives have developed. 1, first. examine ofthe social creation ofthe ideal family

and the resulting impact this family ideal bas on female and male expectations with

respect to family creation and having children. Next the issue of infertility, resulting in

the inability to attain the family ideal, is explored. This is followed by a briefoverview

ofa range ofthe possible responses to infertility. This overview includes an analysis of

the salient historical, technical, ethical, and psychosocial aspects ofdonor insemination

(DI), in vitro fertilization (IVF), contraetual pregnancy, adoption and living child free. A

discussion ofthe methodology follows, after which, the findings are presented and

analyzed, along with an outline ofthe key findings and limitations ofthe study. Finally,I

consider a number ofthe implications ofthese findings for further research, social work

education, practice and social policy development.



• 1.

A.

Setting the Stage

Creating the Idealized Family

5

•

•

Traditionally in North America. the nuclear family. consisting ofa sole male

breadwinner with a stay-at-home wife who devotes her energy to caring for her husband

and children. bas been considered the ideal family form (Anderson. 1991; Baker. 1984;

Ferree, 1990; Mackie. 1991; Rich. 1986; Richardson. 1993; Rothman. 1989; Spallone.

1989). In fuct, Mackie (1991) and Anderson (1991) use the term "monolithic" to more

accurately convey the inherent ail encompassing assumptions embodied within the

nuclear family ideal. In North America, the idealized family as it is usually constructed is

very race- and c1ass-based (Lippman, 1996).

The establishment of the nuclear family as the ideal family structure is indicative

ofpatriarchy; "the traditional form offamily organization in which men are dominant

over women" (Mackie, 1991, p. 225). Rich (1986) theorizes that the nuclear family is at

the core ofpatriarchy, and came about as a result ofthe "idea ofproperty and the desire to

see one's property transmitted to one's biologica1 dependents" (pp. 60-61).

Over the years the nuclear family has been idealized "as the only normal, healthy

famiIy arrangement" (Mackie, 1991, p. 281). In explanation ofthis premise, Baker

(1984) states that, "certainly there bas never been one type offamily, but in the North

American literature there bas not been enough effort uotil recentIy 10 delineate the variety
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offamily structures" (p. 3). Baker (1984) gocs on ta state that. "although cultural

variation has been discussed in previous textbooks,...these ethnic families are often

compared ta some idealized notion ofthe Canadian family" (pp. 3-4). These

comparisons have, by and large, resulted in the negation ofthe significance, legitimacy,

and viability ofculturally and ethnically diverse family fonns. Until recently researchers

did not acknowledge, much less attempt ta examine, family fonns which did not match

the idealized family.

The research indicates that the nuclear family is not the nonn for ail, or even most

Canadians (Anderson, 1991; Baker, 1984; Mackie, 1991). In fact, Mackie (1991) reports

that in North America only about 7% ofthe population aetually lives in a traditional

nuclear family. In spite ofthis fact, the nuclear family ideal is deeply woven into the

social fabric ofour socicty, as a result; this idealized family fonn significantly impacts

female and male expectations regarding desirable family structure (Mackie, 1991).

In order to better understand the influence ofthe nuclear family on women and

men, it is necessary to make explicit the implicit assumptions embodied within this

idealized family fonn. First, the nuclear family assumes that in order for a woman to be

part ofa family shc must be in a married heterosexual relationsbip. Richardson (1993)

states that "in our society, women's emotional and psychological dependence on men is

strongly encouraged by the faet that not having a man, and not having bis cbild, are bath

seen as representing a failure of 'femininity'" (pp. 26-7). The importance ofhaving a

man is reflected in socicty's reaction to women who choose not to have a man in their
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lives (Richardson. 1993). For example, an examination ofthe treatrncnt oflesbian and

gay families by British law, "Mth reference to the Human Fertilization & Embryology

Act (1990):' reveals the privileged position heterosexuality oecupies in society (Cooper

& Hennan. 1991, p. 41).

A second assumption embedded within the nuclear family ideal is that children

will result. This assumption has a two-fold in.plication for women and men. First. it

takes for granted the role ofparenthood for the couple, the meaning ofwhich is

particularly relevant for women. Richardson (1993) clearly articulates this point.

Motherhood is a central fact ofmany women's lives. It shapes their relationship
with other people, their opportunities for paid employment, their leisure activities,
and their individual identities.... That women should have babies and provide
childcare is generally regarded as the nonn in our society. It is 'what women do' 0

It is regarded as natural: the expression ofa maternai instinct to want and care for
children which ail 'nonnal' women are deemed to possesso (p. ix)

Moreil (1994) points out that the "dominant culture naturalizes motherhood" through

beliefs and values that collapse "woman" and "mother" (po 2). Consequently, as

Richardson (1993) states, "it is perhaps not difficult to understand why women should

'choose' motherhood in a society in which the efforts to socialize girls into wanting

babies are so pervasive" (po xi). At the same time, it is instructive to note that "the social

role ofmother provides women very positive opportunities for loving relationships and

social contributions" (Moreil, 1994, pp. 5-6); and that although, there is significant social

pressure on women to become mothers, that social pressure "operates on women to

varying degrees" (Richardson, 1993, p. ix)o Richardson (1993) states that "the
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opportunities and constraints conceming motherhood will differ according to 'race,'

c1ass. and sexuality. as weil as the vagaries of individual upbringing" (p. ix).

The second implication ofthe taken for granted presence ofchildren within the

nuclear family is that ofa biological relationship hetween parents and their children

(Miall, 1989). Kirk (1964), in his ground breaking research into adoption, found that

"while age and socio-economic status ofrespondents influenced their replies, adoptive

kinship was generally regarded as inferior to consanguineal kinship, a 'second best'

decided on last" (p. 22-23). Almost three decades later, Daly and Sohol (1992) found

that, "Canadian culture continues to place a strong emphasis on 'blood ties' for defining

families. As a result, adoptive parenthood is often experienced as 'second best", (p. 6).

ln addition, Williams' (1992) research into the actions and attitudes ofcouples seeking in

vitro fertilization found that, "Iike most people, the chiidiess couples in this study

preferred to have their own biological child rather than adopt This preference was

especially strong in the husbands" (p. 110). At the same lime, WilIiams (1992)

acknowledges the dynamic nature ofthe process involved. WilIiams (1992) states that

"their infertility fc.lCed these couples to constantly evaluate, usually over a period of

severa! years, an ever-changing spectrum ofparenthood options, each with its own set of

rewards and costs" (p. 110). Although it may he commonly argued by sorne researehers

and child experts that adoption is perceived to he a "second best" parenting alternative, it

is important to remember that the children who are adopted are not, nor should they he

considered, second best
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Nevertheless. the biologica1 relationship between parents and their childrcn is

regarded as quite important in our society. Furthermore. given thc advances being made

in the area ofNRTs. giving birth to a child no longer guarantees a biologica1 relationship.

For example. in the case ofIVF or contractual pregnancy using donated eggs. the birth

mother will not be biologica1ly related to the child she givcs birth to. Consequently. cven

though NRTs and the resulting reproductive alternatives enablc medical specialists to

manipulate the union ofsperm and egg in such a way as to removc and/or confuse the

biologica1 relationship between mother and child. one should not conc1ude that this

arrangement is inherently unproblematic. It is important to remember that reproductive

technologies and their subsequent use are not neutra1 (Basen. 1992). Baran and Pannor

(1989) succinctly point li..:t that "because science shows us that a new direction is

possible, it does not mean that this direction should be taken" (p. 164). or even that this

direction is right.

Moreover, social acceptance ofthe absence ofa biologica1 relationship between

parents and their children, as in the case of IVF and contractual pregnancy or adoption,

fostering and step-parenting, is partially dependent upon the degree to which the

traditional family structure remains unchaIlenged by the new family arrangement, while

also remaining a function the social meaning ascribed to the actual form ofparenting

undertaken. For example, Richardson (1993) summarizes the dynamics and expectations

ofthe biologica1 relationship when the traditional family structure is chaIlenged.

Generally speaking, women who adopt or foster a child or who become a
'stepmother' through marrying someone who already bas children are socially
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accepted and recognised as 'mothers'. Ûther non-biologica1 mothers, however,
are not. This especially applies where a women is involved in mothering another
women's child outside marriage (the collective household, for example) or
without the involvement ofa man (the lesbian couple, for example). What this
shows is a concem with maintaining a certain type of family form rather than the
biologica1 ties of kinship. Clearly, certain forms ofnon-biologica1 motherhood
challenge traditional assumptions about the family. It also demonstrates that the
person who cares for the child need not be the persan who went through the
pregnancy and birth. (p. 17)

Although the nuclear family ideal assumes a biologica1 relationship between parents and

children, it is apparent that in sorne cases the actua1 family structure supersedes the

biologica1 relationship in importance in maintaining the status-quo. In many ways,

Richardson's (1993) summary demonstrates the inherent contradiction ofthe nuclear

family and begins to shed light on altemate parenting arrangements and sorne ofthe

dynamics involved. At the same time, Richardson's anaIysis is focused on one end ofthe

continuum regarding deviation from the ideal family. It is instructive to note that these

parenting arrangements are not stigmatized in parallel ways.

Despite the contradictions of the nuclear family, this ideal "continues to exert a

powerful influence on commonsense ideas about what is normal, as weIl as on the

construction ofsocial policy" (Richardson, 1993, p. 27). As will be made clear

throughout this discussion, the reproductive choices and alternatives available to women

and men are very much determined and defined within a taken for granted understanding

ofwhat the ideal family should look like. As Anderson (1991) cogently points out, "in

the face ofstructurai changes, the traditional family ideal no longer describes actua1

family experiences if, indeed, it ever did. Yet, data on the beliefs and behaviour indicate
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that people still hold to the ideal. though changing family values arc neither unifonn nor

consistent"" (p. 236).

B. Unable to Attaïn The Famïly Ideal

The celebration of parcnthood and encouragement to reproducc arc fundamental

cultural values in Western societies. "particularly as a valued role for women" (Miall.

1989, p. 44). As a result, most people assume that when they decide to have children

they will be able to do so without any type of medical intervention (Pannor & Baran.

1984; Richardson, 1993). Unfortunately. this is not true for everyone. ln facto Dulberg

and Stephens (1989) estimate that "the current prevalence of infertility among married or

cohabiting Canadian women aged 18-44 was 8.5% over the previous year" (p. 84). and if

ail individuals who have undergone sterilization procedures arc excluded from the

analysis the one year infertility rate increases to 15.4% which supports the widely

reported one in six incidence ofinfertility among couples (Baker, 1994; Bell, 1986;

Dulberg & Stephens, 1989; Matthews & Matthews, 1986; Sokoloff, 1987; Zimmerman,

1982). Infertility is most commonly defined "as the inability or failure to conceive within

12 months with regular sexual intercourse" (Baker, 1994, p. 783; Clamar, 1989;

Holbrook, 1990).

Herz (1989) states that "in the public eye, the onus [to reproduce and have

children] still rests predominantly with the woman" (p. 117). Clamar (1989) states that
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"until recently the major emphasis on fertility researeh has been on detecting and

correcting abnormaiities in women" (p. 112) which has resulted in women being held

principaily responsible when infertility is diagnosed (Miail. 1989). This is true even

though researeh indicates that maie infertility contributes to 30-40% of ail infertility

problems (Baker, 1994; Clamar, 1989; Conseil du statut de la femme. 1989; Herz, 1989;

Richardson. 1993), and that a "combination ofmaie and femaie subfertility" (Hen, 1989,

p. 117) accounts for 15-20% of infertility problems (Conseil du statut de la femme.

1989).

C. Reproductive Alternatives as Soeially Construeted Choiee

Although a number ofreproductive alternatives exist that can be used to

circumvent infertility, the actua1 availability of these alternatives is dependent on severa!

factors beyond the basic desire to have a child (financial and social resources, sexual

orientation, socially deemed suitability for parenthood, and flexibility oftime, for

example).

Social expectations play an important role in shaping the types ofreproductive

alternatives that are developed, and made available; social expecfations also play a IOle in

determining to whom reproductive technologies are made available. Sherwin (1992)

states that "unless wc recognize that a person's desires, needs and beliefs are formed only

within human society, wc may mistaken1y imagine ourselves and or interests to be
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independent from others and their interests" (p. 53). The reproductive alternatives

available are very much linked to fundamental societal assumptions about what is

appropriate and acceptable when creating a family. This in tum. has significant

impli·.:ations for women and men who are infertile and are considering the reproductive

alternatives available to them. Wajcman (1991) c1early arliculates this point.

Indeed. the emphasis placed on women's right to use these technologies to
their own ends tends to obscure the way in which historical and social relations
are built into the technologies themselves. While recognizing the social shaping
ofwomen's choices in the sense of motivations. few participants in the debate sec
that the technologies from which women choose are themselves shaped socially.

Women are in fact selecting from the very restricted range oftechnological
options which are available to them. (pp. 62-63)

The reproductive choices available reflect the prevalent heliefs, values and attitudes

within society. Reproductive choice is socially constructed and depends largely on that

which individuals "know" and "helieve" to he possible. The widespread notion that

NRTs and reproductive alternatives should he developed to address infertility offers a

vastly different perspective !han the idea that wc should address the social issues that

•often compel women to delay childbearing until after age thirty. This is but one example

ofhow the way a problem is defined, by and large, determines how it will he solved. The

very concept ofchoice implies the equal availability ofa range ofalternatives. This

assumption is erroneous. Not ail reproductive alternatives are equally available, nor do

these alternatives represent an inclusive range ofpossible responses to infertility.
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medica1 sophistication, infertility is increasingly seen as a condition that can and shou/d

be circurnvented. Edwards (I991) states that "ultimately, the high value society places on

parenthood drives the demand for the new reproductive technologies. The desire for a

child is so intense for many that. in the fact [sic] ofdifficulties. they will go to any

lengths to achieve their goal" (p. 354). Miall (1989) states that in Canada and the United

States, "two major norms predominate with regard to fertility. One states that aIl married

couples should reoroduce, the other that all married couples should want to reproduce"

(p.43). Due to the gendered nature ofsociety's response to infertility, the way it is

defined, researched and treated, infertility cannot be understood to have the same

consequences for women and men. Matthews and Matthews (1986) report that

Miall (1985: 393-396) found that the majority ofinfertile women in her sample
labelled themselves as 'failures' even without being aware ofany fonn ofoutside
rejection or disapproval. This suggests that infertility [and the resulting
involuntary childlessness (emphasis added)] (at least for women) may have a
greater effect on social identity than many other types ofstigma (p. 646)

Richardson (1993) states that "this is exemplified by the negative way that women who

are infertile are generally regarded. They are often labelled as barren, sterile. childless,

women to be pitied" (p. 86). Hence. the discovery ofinfertility is often a major life crisis

and usually has a significant impact on the lives and the relationships ofthe individuals

involved (Clamar, 1989).
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The meaning ofinfenility. whether occurring in a postmenopausal women or a

women in her. "childbearing years:' "is that it is a failing. an inadequacy. and the

specialists are the 'technological fixers' who will save women lTom their 0\\1\

nonfunctional bodies by giving them the longed-for product. a baby"' (Overall. 1987. p.

158). In facto because inferti1ity is increasingly seen as circumventable. a great dcal of

Pl'\:ssure may be exened on individuals '10 have their condition treated by technical

means even though the success rates of medical intervention in this area remain

significantly low" (Finkelstein. 1990. p. 16)'> Even if the specific cause of the infenility

is discovered there is no guarantee that the treatment will work.

Cenainly, circumventing infenility may be important for many individuals.

However, when circumventing infertility is presented as the norm. to which ail infenile

individuals are expected to aspire, one must question how much reaI choice is involved

and how much choice is being manufactured by individuals who have a vested interest in

certain responses to infenility (Finkelstein, 1990; Lippman. 1994; Overall, 1987;

Richardson, 1993; Sherwin. 1992). Richardson (1993) stlltes, "if the idea ofwomen not

having children was socially more acceptable, then infertility would no longer be

regarded as such a problem, nor would the infertile have as great a need to their own

pressure groups" (p. 86).

1This is particularly true in cases involving in vitro fertilization where the success
rate is estimated to be anywhere from 100/0 or less (Richardson, 1993) ta between 10-200/0
(Basen, 1993; Miall, 1989),
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A. Donor Insemination

Donor insemination (DI) involves the non-coital placement ofsemen into the

vaginal canal or cervix ofa woman in order that she may conceive (Achilles, 1986, 1992;

Danicls, 1988; Holbrook. 1990).' ln most cases the sperm used is obtained from a donor

who is not the husband or partner of the woman who wishes to become pregnant Donors

are usually recruited from university student populations or through the practices and

personal contacts ofphysicians (Achilles, 1992). Less often, sperm is obtained from the

woman's partner and is inseminated a10ne or is mixed with donor sperm.

a. Suc:c:ess, Cost and Risk of Donor Insemination

Compared to other forms ofassisted reproduction, the success rate for DI is

relatively high. DI is reported to be between 60% to 80% successful with an average of

, Rona Achilles was commissioned, in 1992 by the Royal Commission on New
Reproductive Technologies, to resean:h and write a report on donor insemination. This
researeh is particularly relevant because it is the most comprehensive researeh ofits kind
to date in Canada. As weil. in 1986 Achilles completed her Ph.D. dissertation at the
University ofToronto. Achilles examined the social meanings ofbiological ties and
donor inseminalion.
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six cycles (Achilles. 1986. 1992: Edwards. 1991: Holbrook. 1989). This is not surprising

given the fact that"'both the spenn donor and the recipient arc presumably tèrtile"

(Achilles. 1992. p. Il). Compared to other reproductive alternatives. DI is much kss

expensive. Achilles (1992) summarizes the COSlS of DI as follows:

A 1986 V.S. survey reports the range of COSlS for artificial insemination ,,;th the
partner's spenn at $30 to $50 for intracervica1 insemination and $40 to $200 for
intrauterine ir.semination mth washed spenn. Donor spenn was reported at $35
to $150 for fresh spenn. and $40 to $350 for frozen spenn. (p. 10)

The research indicates that there may he some differences in the success rate of DI

using fresh and frozen spenn (Clamar. 1989). However. given the reaI danger to the

recipient ofcontracting AIDS through infected semen. freezing the spenn is imperative in

order to a1low time to quarantine and appropriately = donor spenn.J

b. Employing Donor Insemination

Today DI is primari1y used by heterosexual couples experiencing male infertility

where there is an inability to produce or deliver spenn ~(azoospennia)or a low spenn

J Achilles (1992) reports that ~a1though every spenn bank and clinic eontaeted is
using frozen sperm, severa! practitioners mentioned that they are awace that sma1ler.
office-based practices \Vere still using fresh sperm~ (p. 34). This is particu1arly troubling
given the Canadian Fertility and Andrology Society and Society ofObstetricians and
Gynaecologists ofCanada (I99O) recommendation "!bat only frozen semen (after
appropriate screening and quarantine) he used for ml [therapeutic donor insemination]
in Canada unIess (until) a rapid spot test for the AlOS virus is available~ (p. 36).

.-.- ..
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count (oligozoospennia) in the male" (Canadian Fertility and Andrology Society &

Society ofObstetricians and Gynaecologists ofCanada, 1990. p. 5). DI is also used to

prevent the transmission ofserious hereditary or genetic disorders, and may also be

employed if the male partner bas had a vasectomy, bas a medical disorder inhibiting

ejaculation, or has "antisperm antibodies in his semen" (Achilles, 1992, p. 4;

Zimmerman. 1982). More recently, DI is increasingly being used by lesbian and single

women who wish to have a child, but do not have a male partner and do not wish to

involve a man in the process (Achilles, 1992; Hornstein.. 1984; Richardson, 1993).

Controlling Donor Insemination

Control and regulation ofDI by the medical profession is largely impossible

because DI is not in itselfa medical procedure. DI cao be performed successfully at

home. In fuel, Klein (1984) reports that

in October 1978 a smail group oflesbian feminists met together througb an 'ad' in
the London Women's Liberation Newsletter to ta1k about artificial insemination
and to work out ways ofgetting pregnant througb insemination by organising it
ourselves. We called our process SelfInsemination. (p. 382)

Althougb poor and incomplete record keeping coupled with a desire for secrecy

make it difficuit to obtain precise numbers ofDI births, the Canadian FertiIity Society

estimates that thcre are 1500 births annually (Miall, 1989). In Iigbt ofthe evolution of

DI, Bell (1986) states that "in important respects, artificial insemination, the most widely
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used reproductive aid. is paralleling the course that adoption followed regarding secrecy.

recording procedures, and access to the adopted individuars medical and background

records~ (p. 422).

B. In Vitro Fertilization

In vitro fertilization (IVF) involves the removal ofa number ofhuman eggs from

a woman, usually the one who wishes to become pregnant. The eggs are then mixed with

the sperm ofthe women's male partner.· From this procedure it is anticipated that a

number ofembryos will develop which cao be transplanted into the woman's uterus.

Hormone drugs are taken by the woman throughout the pregnancy in order to maintain

the pregnancy.

a. Suc:c:ess, Cost and Risk orIn Vitro Fertilization

In vitro fertilization is a new technology that is still in the experimental stage

(Sherwin, 1992). The actual success rate of IVF is quite low (Black, Walther, Chute &

• At this time, the medical profession does not consider it appropriate to offer IVF to
women who are not married or at least in a committed heterosexual relationship. This
means that single women and lesbian women do not have access to this procedure
(Richardson, 1993).
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Greenfeld. 1992; Holbrook. 1990; Miall. 1989; Richardson. 1993). Estimates ofactual

live births resulting from IVF range from 10% or less (Richardson, 1993) to hetween 10­

20% (Basen, 1992; Miall, 1989).5 As weil, IVF is a very costly and time consuming

procedure, thus making it inaccessible to the poor and those without schedule flexibility

to attend numerous medical appointments (Richardson, 1993). Williams (1992)

summarizes the issues involved in pursuing IVF as follows:

Fees of$5,OOO to $6,000 per attempt are the norm in most Western countries, and
most couples make severa! attempts. A single IVF attempt lasts approximately 3
weeks and is extremely physically stressful, because it involves surgery, repeated
ultrasounds, and blood drawing. The fertility drugs used can produce a wide
range ofdistressing and potentially dangerous side effects. IVF is also very
emotionally stressful, because it may fail at any point in the procedure, and the
attempt will he cancelled. (p. 101)

Unfortunately many women who undergo IVF are not made fully aware ofthe

low success rate, or the largely experimental nature ofthis procedure (Basen, 1992;

Daniels, 1989; Sherwin. 1992). Sorne clinics have actually published misleading

information about their success rates (Holbrook. 1990) while others simply withhold

relevant information from their clients (Sherwin. 1992). Sherwin (1992) states that this

"calls into question the informed nature ofpatients' choices and the degree ofcontrol that

women acluaily exercise when receiving this technology" (p. 129).

5 There is sorne confusion surrounding the notion ofsuccess because many scientific
studies consider IVF successful ifa live embryo is transplanted into the woman's uterus
regardless ofwhether a fetus is actua11y carried to term (Sherwin. 1992).
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The physical risk and potentially dangerous side effects ofIVF have not been

adequately studied (Sherwin. 1992). Sherwin states that the chemical manipulation of

ovulation. "the use ofultrasound and the dangers associated with administering a general

anaesthetic for egg collection and embryo transfer have not been deemed worthy of

attention in the nonfeminist bioethics literature" (Overall. 1987; Raymond. 1993;

Sherwin. 1992, p.125). In addition. women who do become pregnant as a result ofIVF

have a higher rate ofsurgical deliveries. This bas generally been regarded as an

acceptable outcome ofa high-tech procedure even in light ofthe fact that surgical

deliveries present a higher risk to both the woman and the fetus (Sherwin. 1992). Finally.

the high emotional costs to women undergoing IVF have generally been ignored or

inadequately addressed (Abramson. 1990). Overall, the risks posed to women by IVF

have largely been disregarded. rninimized and considered unworthy ofserious scicntific

study (Sherwin, 1992).

b. Employing In Vitro Fertilization: Discrimination in the Screening

Process

Researc:h into IVF indieates that the vast majority ofthe women who undergo this

procedure are white married heterosexuals who are generally well educated and affiuent

(Black, Walther, Chute & Greenfeld, 1992; Lippman, 1994; Overall, 1987; Sherwin,

1992; Walther & Young, 1992). The discrimination that is part orthe social structure that
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offers rVF to women is a1so inherent in the screening process for NF (Lippman, 1994;

Overall. 1987; Sherwin. 1992; Wajcman. 1991). This means that "rVF is usually

unavailable to single women, lesbian women," (Sherwin. 1992. p. 127) poor women,

women ofcolour and women with disabilities (Overall, 1987; Sherwin, 1992). Although

infertility is much higher in the Black community in the United States than among the

White community. infertility treatments are "overwhelmingly directed toward the latter

group" (Sherwin, 1992. p. 133).

Co Controlling In Vitro Fertilization

Because women have unequal access to social, political and economic power, NF

and other NRTs, including contractual pregnancy, may introduce the beginning of

women's reduced control over their reproductive capacity (Walther & Young, 1992). In

faet, the economic position ofwomen in society is significantly related to the dangers

posed to them by medical and scientific developments in NRTs. Wajcman (1991) states

that "access to the benefits ofexpensive techniques such as in-vitro fertilization is heavily

related to the ability to pay. Women who are poor and vulnerable will not have access to

these techniques and furthermore, they will be least able to resist abuses ofmedical

power and techniques" (1991, p. 61).
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tenninology 1will be using and offer an explanation as to why it has changed since 1

started this researeh project. Eichler (1994) points out that "most feminists do not use the

term surrogate mother. because-as has been observed again and again-these women

are rea1 mothers, even though they are planning to give up their child at birth" (p. 196).

Sherwin (1994) succinctly states that "the term 'surrogate mother' is a misnome:; the

woman who is assigned this position is the birth mother, and she is, therefore. the

biologicaI mother ofthe child in question, having (usually) both conceived and gestated it

in her body" (p. 183). The Conseil du statut de la femme (1989) concludes that

if the 'contracting mother' is indeed a substitute for someone, it is not the mother
of the child, but the spouse ofthe father.... This shift in meaning tends to
minimize the role ofthe 'contracting mother' , reducing her to a surrogate, a mere
'receptable' [sic], and denying the important biologicaI (she the genetic and
uterine mother) and emotionallinks she has with the child. (p. 19)

The tenn surrogate motherhood does not convey the meaning 1wish to impart.

Therefore, 1will be using the term contractual pregnancy instead, because, as Sherwin

(1994) states, "this terminology makes explicit the relationships at work and the centrality

ofwomen's reproductive role to these arrangements" (p. 184).

A contractual pregnancy "is an arrangement whereby a woman who gives birth to

an infant intends-through a contractua1 agreement-to give that baby to another couple"

(Eden & HoJzman, 1990, p. 319). Contractua1 pregnancy can be as medicaIly
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straightforward as DI. "the most commonly practised fonn...where a women not only

agrees to have the baby, but a1so donates the egg" (Conseil du statut de la femme, 1989;

Richardson, 1993, p. 16), or it cao be as medically complex as IVF, where the eggs of

another woman are removed and mixed wich the spenn ofthe man commissioning the

pregnancy and the resuiting embryos are placed in the uterus of the commissioned

woman.

a. Suc:cess, Cost and Risk ofContractual Pregnancy

Generally, the success, cost and risk involved in contractua1 pregnancy depend on

the reproductive alternative employed (DIor IVF, for example). In addition to a fce

typically paid to the commissioned woman, there is usuaIly an equal fce paid to a broker

plus, medical and legal expenses (Conseil du statut de la femme, 1989).6 Ailofthese

expenses are paid by the commissioning man and his partner (Conseil du statut de la

femme, 1989; EichIer, 1994).

b. Employing Contractual Pregnancy

6 "The fce received by commissioned women upon the surrender ofa baby was in
1988 generaIIy $10,000 and is nowdescribed as ranging from $10,000 10 (in exceptional
cases) $20,000" (Charo, 1992 as cited in EichIer, 1994).



•

•

•

25

The actual number of babies born as a result ofcontractual pregnancy. Iike other

reproductive alternatives. is hard to establish. Nevertheless. by the mid-1980s it was

estimated that over 500 babies had been born in the United States as a result of

contractual pregnancy arrangements (Edwards. 1991).

Due to the significant expense involved in contractual pregnancy. only people

with a middle c1ass or higher level of income have the financial resources necessary to

access this reproductive alternative. In this way. contractual pregnancy.like many other

NRTs, serves to reinforce existing social inequalities rather than reduce them.

Controlling Contractual Pregnancy

Contractual pregnancy c1early separates the genetic, biological and social roles of

parenthood; and as a result, helps to bring into focus the profound double standard

regarding genetic relatedness which underlies much ofthe debate surrounding NRTs

(Eichier, 1994). Eichier summaries the complexities ofthe genetic relatedness debatc

quite eloquently.

So do genetics determine parental status? It depends on whether you are
commissioned or commissioning. Ifyou arc the commissioning party, your
sperm or eggs-ifthey were used--establish parentage beyond any doubt. Ifthey
were not used, the person whose egg, uterus or sperm was used was only a
'substitute' and her or his genetic relationship to the child is only ofinterest ifit
will help produce a 'gioriousiy hcalthy, plump and squa1ling newbom'. Genetic
relations, after ail, seem to he endowed with or stripped ofimportance to service
other interests. (p. 21 1)
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Not only does contractual pregnancy focus the issue ofgenetic relatedness, it also

brings to the fore how fundamentally women's control over their reproductive capacity is

being challenged, and usurped by patriarchal social structures, Iike the medical and legal

professions, which develop, support and control NRTs. Perhaps, the greatest ethical

debate surrounding contractual pregnancy involves the moraIjustifiabiiity ofthis

procedure given the many inequalities that exist within society. Sherwin (1994)

arguers] that when we are trying to determine the ethical acceptability ofa
practice, we must attend to its role within the existing patterns ofoppression in
our society. Following Iris Young, 1understand oppression to be a form of
injustice that is characterlzed by any combination ofexploitation, marginalization,
powerlessness, cultural imperialism and violence that are directed at an
identifiable social group. ' ...oppressions are systematically reproduced in major
economic, political, and cultural institutions'. (p. 184)

From Sherwin's starting place, gender and social class are two contexts in which

contractual pregnancy must be placed and examined. Eichler's (1994) research, into

Canadians' use ofcontrl!ctual pregnancy agreements, indicates "that bath in terms of

class and gender the commissioned women are in an inferior socio-economic situation

compared to the commissioning men" (p. 204). U.S. agencies report a similar

demographic pattern (Charo, 1988, as cited in Eichler, 1994). As a result, instead of

being viewed as a Iiberating procedure, contractual pregnancy can more accurately be

understood as a mechanism that "reinforces existing patterns ofinequality," and

consequently serves to perpetuate these patterns (Eichler, 1994, p. 204).
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Social workers. in association with the churches. pioneered the adoption process

which "has consistently been seen as a contribution to the welfare ofchildren and

farnilies" (Brandon & Wamer. 1977, p. 337). Adoption. unIike DI, 1VF and contractua1

pregnancy. focuses on, and has been shaped in such a way as to meet the needs of

existing children (Lippman, 1996; Panne:" & Baran, 1984; Bell. 1986; Daly & Sohol.

1992), instead ofbeing "a solution to the needs ofcouples who are unable to have their

own children" (Haimes & Timms, 1985, p. 96). Lippman (1996) points out that it is

questionab1e whether these reproductive altematives are a response to an actua1 ''need'' or

whether, more accurately, they are a response to a "desire" to have children. As

discussed earlier, adoption is often experienced as a second best solution when compared

to having ehi1dren that are biologically related (Daly & Sohol, 1992; Kirk, 1964; Miall,

1989; Soko10ff, 1987; Williams, 1992). At the same time, children who are adopted

cannot, nor should they be eonsidered second best.

a. Employing Adoption

Adoption, as part ofthe larger chi1d we1fare field, is administered by a range of

public and private social service agencies (Brandon & Wamer, 1977). Adoption bas

ehanged quite significantly over the past decade, "where once adoption was a matter of
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approaching an agency in order to 'choose' a child. now couples must investigate a range

ofoptions. including public compared to private adoptions. hard-to-pIace. or older child

compared to an infant. and international compared to domestic adoptions" (Daly &

Sohol. 1992. p. 2). In Canada. persons wishing to adopt a child have three avenues they

can pursue; public. private and international adoption.

Social expectations regarding the idealized family are reflected by adoption

criteria (Richardson, 1993) which "[tend] to reinforce a model of the family that is

characterized by a married. heterosexual couple with one major wage eamer" (Daly &

Sohol. 1992. p. 6). This fact has had a significant impact on who is mos! Iikely to he

successful in adopting a child (Richardson. 1993). Daly and Sohol (1992) point out that

the "typical applicant is Caucasian. married, Protestant. hetween 31 and 35 years ofage,

infertile, with at least high school education and no prior parenting experience" (p. 5).

Private adoption applicants tend to he older and to have more years ofeducation.

Adoption applicants who do not meet the idealized family standard are likely to

experience difficulty trying to adopt; for example, gay and lesbian couples, single women

and men, individuals ofa different race and people over 40 years ofage (Daly & Sohol,

1992; Richardson, 1993). As welI, in the case ofprivate adoptions, sufficient financial

resources are a1so necessary (Richardson, 1993).
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There are a nurnber of significant differences betw~'en public. private and

international adoptions. First. a1though the nurnber ofpublic adoptions still excceds tha.

ofprivate adoptions. there has been a significant decrease in the overall nurnber of public

adoptions while private adoptions have remained relatively stable over the past 10 years.

Daly and Sohol (1992) observe that "because [public] adoptions have decreased overall.

the decline is even more dramatic in absolute terms" (p. 3). In 1981. public adoptions

represented 82.6% (4,441) ofdomestic adoptions, while private adoptions represented

only 17.4% (1,100). By 1990, public adoptions decreased to 61% (1,731) while private

adoption nurnbers remained relatively constant, comprising 39% ofail domestic

adoptions. This has translated into longer waiting lists for prospective adoptive parents.

Williams (1992) reports that waiting periods can range from 2 to 7 years to adopt a White

healthy infant through the Children's Aid Society in Ontario. In addition, approximatcly

12% ofthe waiting lists for adoption are closed.

Daly and Sohol (1992) report that it is difficult to compare public and private

adoption with international adoptions because, until 1991 record keeping was inconsistent

in every province except Quebec. At the same lime, Canadians appear to be utilizing

international adoption in greater nurnbers tban ever before. It is estimated that thrce

international adoptions occur for every two domestic adoptions (Daly & Sohol, 1992).
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A shorter waiting period for international adoptions is one Iikely explanation for

this shift. Daly and Sobol (1992) point out that "a1though adopting a child privately

happens faster, costs are higher. In 1991, couples who adopt privately wait an average of

two years and can expect to pay between $3,000 and $4.000 on average" (p. 3).

International adoption can be very cosùy as weil. Richardson (1993) states that "a1though

it is illegal to buy children in Britain, travel and other costs amounting to severa!

thousands ofpounds are paid by adoptive parents" (p. 85).

Finally, the type ofbaby that is usually available for adoption differs depending

on the type ofadoption pursued. Private and international adoptions a1most a1ways

"involve the placement ofhealthy infants" (Daly & Sohol, 1992, p. 3). WiIliams' (1992)

research concurs with this finding, but she adds that "this route to parenthood is difficult,

uncenain, and expensive" (Il. 110). On the other band, "the typical adoptable child in the

public domain bas special needs (over the age ofone and/or physically or mentally

challenged)" (Daly & SoboI. 1992, p. 3).

Co ControIling Adoption

A declining birth rate (Brandon & Warner, 1977) resulting from improved

contraception and increased access to safe legal abortions (Speirs & Baker, 1994),

coupled with an "increase in the number ofsingle women who have chosen to parent

their child" have led to a reduction in the number ofinfants being placed for adoption
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(Speirs & Baker. 1994: Daly & Sobol. 1992. p. 4). If this trend continues. and thcre is no

reason to believe it will not. '1here may be even fewer infants available 10 adopt in the

future !han at present and it seems likely that requests for [DI. IVF. contractual pregnancy

and otherNRTs) will increase- (Brandon & Wamer. 1977. p. 335). Given this

likelihood. it wouid be prudent to utilize what has already been leamed through

experience with the adoption process in order to respond more effectively and humanely

to the needs ofpeople considering their reproductive alternatives. In addition. researchers

and social workers must not overlook the interests of postnatal children in the realm of

reproductive technologies. For example. Daly and Sobol (1992) point out that:

There are implications from what bas been leamed about adoptive relationships
for those new reproductive technologies where there is no genetic link hetween
parents and their children. The social parents and offspring ofnew reproductive
technologies where a donor is involved face many ofthe same identity challenges
that adoptive children and their parents encounter.

By openiy acknowledging that the social parent ofa child conceived
through these new reproductive technologies with donor eggs or sperm does not
share a genetic connection to the child. the necessity ofmaintaining a faIse
narrative ofthe child's origins and the resuiting negative side effects are lessened.
(p. 7)

The needs ofthe child must he more explicitiy acknowledged and exarnined in the

development ofNRTs and their subsequent application.

E. Living Child Free'

, 1wish to draw attention to the inability ofthe Eng\ish language to designate the
role ofwomen who are not mothers in a non-judgemental and unbiased way. Morrell
(1994) clearly conveys the complexity ofthis dilemma when she states that, "words not
only name objects, they convey attitudes...:chiidiess' 'child-free: 'non-mother.' Each
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If the choice to mother is not made freely within an environment where

reproduction is encouraged and enforced, then the decision not to mother must he equally

constrained (Moreil, 1994). Miall (1989) states that "chilclIessness is viewed as a form of

deviant hehaviour in that it violates prevailing norms or rules ofacceptable conduct" (p.

43). Moreil (1994) succinctly describes the social construction ofdeviance that results

from remaining clüldlessness.

Maintenance ofpatriarchal power requires discrediting or marginalizing ways of
giving meaning to experiencc wlüch re-define hegemonic gender norms. For
example, the notion that women who are not mothers are as normal as women
who are threatens a central patriarchal norm. Diversity must he constructed as
deviancy in order to maintain the association ofwomanhood with motherhood.
Given t1üs facto the work of'normalizing' motherhood is canied on through the
production and distribution ofdiscourses that depreciate chilclIess women. In t1üs
way the modern construction ofdeviance works to create Iüerarclües among
women based on reproductive difference. (1994, pp. 15-16)

term is politically and analytically problematic.... 'ClülclIess' and 'non-mothering' not
only tell us a woman is not a mother; they tell us that a void exÏsts. Each word reinforces
the mother standard, emphasizes absence-50mething is missing....

'Clüld-free' is a word some feminists use who wish to contradict patriarchal
meaning[!]....

My preference would he for the creation ofa new word, as we use the term
'single' (not marriedless or marriage-free) or 'Iesbian' (not manless or male-free) (p.
21)."

This would he my preference as weil. For, as 1continue to employ the word or
words presently used to descrihe a women who is voluntarily or involuntarily cbildless
my thoughts and meaning will also continue to he understood and interpreted within the
oppressive patriarchal structure which created these words and their meaning. However,
until a new word is conceived 1will continue to articulate the inherent constraints ofthe
English language. Reluctantly, 1have chosen to use the term "living cbild free" in an
attempt to ilJnminate the potential for other meaning without adding unnecessary
complexity to the discussion.
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Thus, motherhood is highly prized and sought after while childlessness whether voluntary

or involuntary is seen as deviant and is stigmatizing for women.

The pressure experienced by women to have children varies considerably

depending on their particular life circumstance. Some women are actively encouraged to

become mothers while others are not For example, "being childless by choice is seen as

selfish in a married couple while to choose to have a child as a single heterosexual

women or as a lesbian is to invite disapproval" (Richardson, 1993, p. xi). Richardson

(1993) goes on to argue that "the married woman who does not want children will have to

be determined ifshe is going to achieve her aim, and not give way to the pressures on her

to change her mind" (p. 64).

Achieving "control over fertility through contraception and abortion"

(Richardson, 1993, p. 83) bas been one ofthe primary issues undertaken by feminism.

The importance ofthis endeavour cannot be understated. At the same time, it represents

only one dimension ofreproductive freedom (Richardson, 1993). The right to choose not

to have children is another dimension, and consequently must a1so be regarded as a

viable and reasonable alternative.

The number ofwomen who remain childless bas continued to rise gradually, even

"while the culture ofmotherhood is everywhere being rekind!ed, and remaining childless

seems barely thinkable as an option" (Moreil, 1994, p. Il). For the greater part ofthis

century the childless rate for women 40-44 years old was between 5-10%. however by

1988 this rate had risen to 150/", weil above the average childless rate ofthe past Moreil
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(1994) states that

demographer Amara Bachu finds that working women are more Iikely to decide to
remain childless and that this phenomenon cuts across c1ass Iines. Bachu does not
find much difference between professional women choosing not to mother and
those women employed in lower-paying service and factory jobs who make the
same choice. The 1988 census figures also show that the desire to be childless
crosses raciallines. (pp. 11-12)

Many ofthe personal challenges faced by women who choose not to mother are

embodied within their contradictory relationship to patriarchal ideology and social

organization (Moreil, 1994). Hence, as Moreil (1994) c1early points out, "women who

remain childless must forge and live out an altemate path" (p. 144). As a result, they

must actively redefine their social role as women who are not mothers.
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1. Design and SampIe

This study was a cross-sectional survey design. A random sample of200 names

was drawn from the approximately 2000 names in the database maintained by the

Infertility Awareness Association ofCanada (IAAC), Toronto Chapter. A sample of200

represents 10% ofthe population and was the largest sample size that could be

realistically managed. This research is intended to be a preliminary examination ofthe

beliefs and attitudes ofcouples towards five reproductive alternatives. It is my hope that

this research will aid social workers and other health care professionals in order that they

may continue to develop their understanding ofthe complex psychosocial needs of

wornen and men who are infertile and are considering their reproductive alternatives.

Copies of the survey, covering letter, and follow-up letter were submitted for

approval at the IAAC Board meeting on March 2, 1995. With a few minor revisions the

IAAC Board approved the survey, covering letter, .md follow-up letter.

In order to maintain the anonymity of the pa'1icipants, the surveys were sent to a

contact persan at IAAC in Toronto. Mail labels were printed, affixed and the surveys

mailed. A total of400 surveys (2 per envelope) were posted on March 9, 1995.

The covering letter explained the purpose ofthe study and requested that both

35
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members ofa couple fill out the survey separately and retum them in the stamped,

self-addressed envelope provided.8 Individuals were asked to complete one survey and

return it. The School ofSocial Work at McGiIl University was the retum address used.

A foIlow-up letter was sent on March 27, 1995, two weeks after the survey was

sent, in order to remind participants to complete and retum their survey(s).9 No

mechanism to track responses was developed sa that participant anonymity could be

assured. Respondents were asked to retum the survey by April 30, 1995.

8 Appendix B: Survey Cover Letter.

9Appendix C: Survey Follow-Up Letter.

36



• 2. Data Collection Instrument

The pwpose ofthis study was to examine the attitudes of individuals who are
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considering, or have used a reproductive alternative. In order to do this. the Reproductive

Alternatives Attitude Survey, was developed.10 It is an adapted version ofthe survey used

by Genuis, Chang and Genuis, (1993).11 Like their Survey ofAttitudes on Assisted

Reproductive Technologies. this survey was designed so that it wouid he "easily

understood and interesting to a non-Medical person and to assis! the respondent in

recognizing the significance ofthe various issues" surrounding assisted reproductive

technologies (p. 155).

The Reproductive Alternatit-es Attitude Survey, measures the attitudes and

experiences ofpeople who are experiencing infertility and are considering the

reproductive alternatives that are available to them. This survey includes four vignettes

which represent a range ofclinical situations.

10 Appendix A: Reproductive AlternativesAttitude Survey.

11 For a complete discussion ofthe changes made to the Survey ofAttitudes on
AssistedReproductive Technologies and the rationale for these changes see Appendix D:
Development ofthe Reproductive Alternatives Attitude
Survey.



•

•

•

38

Case 1: Donor insemination using donor sperm. A married man in his mid-thirties is

diagnosed as infertile and is therefore unable to impregnate his wife.

Case 2: ln vitro fertilization using a donated egg and husband's sperm. A 34 year

old married woman has been told by her doctor that she is infertile and unable to

become pregnant without intervention.

Case 3: Surrogate mother using husband's sperm.'2 An infertile couple wishes to

have a child. They decide to engage the services ofa surrogate mother who will

be inseminated with the husba:td's semen.

Case 4: Adoption. After a number ofyears oftryïng to have a child a couple decides to

adopt a child.

A number ofstatements and questions follow each vignette to which the

respondent could answer "Strongly Oisagree" (SO), "Oisagree" (D), "?" (?) [Unsure or

Neutral], "Agree" (A), and "Strongly Agree" (SA). Respondents were encouraged to

12 A revised version ofthe survey would ioclude changing this vignette to read
"Contraetua1 pregnagcy using the spermofthe man commissioning the pregnancy. An
infertile couple wishes to have a child. They decide to enter ioto a contraetuaI pregnancy
arrangement with a woman who bas agreed to he iDseminated with the commiss'oning
man's sperm."
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comment on the vignettes. For each case. the respondent was provided with space to

write herlhis thoughts and reactions towards each reproductive alternative described in

the vignette.

. ~".
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Data Analysis

SPSS® statistical software was used to analyze and describe the survey data using

•

•

frequency distributions, crosstabs, t-tests, and non-parametric tests, Wilcoxon and

McNemar.

The survey was originally designed to accommodate a factor analysis of the

results. However, due to the low response rate this method ofanalysis was not deemed to

be appropriale Specifically, the questions, in each ofthe vignettes (second question

through to the fifth question) that asked about the participants comfort depending on

whether the persan involved was a family member, a close mencl, or someone unknown

to the participant, were not analyzed. ln addition, due to the lack ofsymmetry in the

questioning, the sixth and seventh questions in each ofthe vignettes ("child's right to

know how shelhe was conceived" and "1 would tell my child how he/she was conceived)

were not analyzed either".13

ln order to develop a detailed description ofthe participants' social rea1ity, the

open-ended questions were analyzed using a qualitative approach. Common themes and

ide&S were pulled together in order to develop an appreciation for the participants'

13 The lack ofsymmetry in the questioning is discussed in greater detail in section IV.
Discussion: 2. Limitatioal> ofthe Study.
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thoughts and reactions to the reproductive alternatives examined: infertility. reproduction

and family creation.

,
>.

.' , . ~

, .

"' .
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III. Findings

1. Survey Retum Rate

A total of95 surveys were completed and retumed. Ofthese, 37 surveys were

completed and retumed by couples (35 married; 2 common-Iaw). Twenty-one surveys

were retumed individually by 20 women and 1 man. The post office retumed 17 surveys

as undeliverable. In order to compare female and male responses, only surveys retumed

by both members ofa couple were analyzed. Consequently, the retum rate for the 74

surveys analyzed was 23%.14

14 In order to calculate the return rate of the completed surveys, the number of
undeliverable surveys (17) and the number of surveys returned by individuais (21) was
subtracted from the total number of addresses to which surveys were sent (200) which
equals 162, then the number of surveys returned by couples (37) was divided by 162
which equais a retunl rate of 23 %.

37 = 37
= 22.83% (23%)

200 - 17 - 21 = 162

The overall survey retum rate was 32%. The number ofsurveys retumed by couples (37)
was added to the number ofsurveys retumed individuaily (21) which equais 58. Theo the
number ofundeliverable surveys (17) was subtracted from the total number ofaddresses
to which surveys were sent (200) which equais 183. Theo 58 was divided by 183 which
equals a retum rate of31.69%.

37 + 21 = 58
-------- = 31.69% (32%)
200 - 17 = 183

42
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Generally, the participants were well educated. affiuent. with the majority aged

between 30 and 46 years. represenùng predominantly Protestant and Catholic religious

beliefs. Over halfof the parùcipants (40) (54%) had completed an undergraduate or

masters degree. while 17 (23%) have attended college or completed a tcchnical training

program. A medical doctor and one person with a Ph.D. degree completed the survey.

The age ofthe parùcipants ranged from 26 to 63 years with the majority (55) (74%)

falling between 30 and 46. The mean age was 35 years. Two participants were over 46

years ofage and 14 (19%) were under 30. The level of income for this group was fairly

high. with 19 (26%) ofthe parùcipants reporting an annual income in excess ofS60.000.

Forty (54%) ofthe p3rÙcipants reported earning between $30,000 and $59.999 llIII1ually.

while 10 (14%) p3rÙcipants indicated that they earn less than $30,000. Thirty-five (47%)

ofthe p3rÙcipants were Protestant, 19 (26%) were Catholic. 5 (7%) were Jewish, and 6

(8%) each reported that they either had other religious beliefs, or that they were agnosùc

or had no religious beliefs.

Significantly, 15 (40%) couples reported that they have one or more child, and

one couple reported that the woman was pregnant at the lime she completed the survey.

Fifty-seven (77%) ofthe p3rÙcipants reported that they were considering a reproductive

alternative either because they were infertile, their partner was infertile. or both ofthem

had experienced infertiIity. Generally, males who were identified as infertile by their
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female partners were less likely to acknowledge their infenility !han were the females

who were identified as infertile by their male partners. This observation lends support to

other researchers' findings that, a1though infertility is stigmatizing for women, they are

more willing to he identified as infenile !han are men. Ofthe participants who reported

knowledge oftheir own or their partner's infenility, 48 (65%) indicated that they had

known for five years or less.

The explanations offered for infenility were more detailed and complex for

women than for men. Male factor infenility as explained by low sperm count, low sperm

motility and sub-fertility. For women, the explanations for infenility were elaborate and

physiologically specific. Ofthe 51 (69%) participants who defined the nature offemale

infenility, 24 (32%) identified specific non-functioning body parts as the cause (no or

blocked fallopian tubes, non-ovulating or ovulates immature eggs and unformed uterus).

A physiological disorder or disease explained female infenility for 17 (23%) participants

(Endometriosis, Polycystic Ovarian Syndrome, Pituitar}'lldema Hyper Prolactenemia,

Pelvic Adhesions, and Cancer Treatment - Radiated Ovaries). At the same time, female

infertility remained unexplained for 6 (16%) couples, while 4 (11%) incidents of

infertility occurred as a result ofa tuballigation, and unexplained recurrent miscarriage.



• 3. Pressure Felt by Participants to Have Cbildren

Table 1 reveals that almost two thiros (45) of the participants reponed tbat they
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feel. or have felt pressure to have children.

Table 1

Do VOU Feel (Have Vou Eyer FelU Pressure to Have Cbjldren?

Gender Yes No

A significant difference was found between the pressure to have children experienced by

Male 18 (49%)

Jf (1. N= 74) =4.59.p < .03

•
Female 27 (73%) 10

19

(27%)

(51%)

•

women and men. Women were one third more likely to report tbat they have feh

pressure to have children !ban were men. This finding lends support to the hypothesis

tbat women and men experience social pressure to have children differently, and tbat

women experience greater social pressure to have children !ban do men.

The source and intensity of the pressure to have children varied a great deal for

the participants. Sources ofpressure were c1assified into tbree categories;

internal/personal, extemalfmterpersonal and social/cultura1. At the same time, it is

necessary to keep in mind the fuet tbat these are heuristic divisions with considerabl~

overlap between categories.
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Several female participants reponed that the pressure they felt was a self-imposed,

internai desire to have children. One woman stated that it is "no~ so much pressure,

however 1would tenn it as a strong DESIRE!" (panicipant's emphasis) A second woman

wrote "pressure isn't a word rd use. Rather, a deep desire and need is more appropriate."

"1 have always wanted children" and "for most ofmy life 1thought it was a 'given' that 1

would have them" were sentiments voiced by several women. When they found out that

having children was not a "given." pressure to have children was often interpreted as time

running out. As one woman put il, "people make comments about your age and how

your biological c10ck is ticking." Another woman wrote "just my own se1f-inflicted

pressure, c1ock-ticking etc. Time IS always ofthe essence." A number ofpanicipants

indicated that the pressure they felt was related to their fear that there was a risk ofnot

having children at ail, or not having the desired number ofchildren. The fear oftime

running out tended to intensifY the sense ofdesperation and reinforc~ the detennination to

continue trying. This sentiment is exemplified by the comment ofa male panicipant who

expressed his profound feelings ofsorrow and loss following the news that his wife had

another miscarriage. "Recurrent miscarriages have prevented us from having a third

child-revelling in deep personal despair, disappointment and anguish over each failure.

Each fsilure seems to have renewed the determination and pressure to try again."

ExtemalfmterpersonaI sources ofpressure included: partner, parents, relatives, in­

laws, fiiends and peers. Again the intensity ofthe felt pressure varied considerably. In

addition. pressure from these sources tended to provoke more intense and hean-felt



•

•

•

47

emotional responses. A number offemale panicipants felt pressure to have children so

they could "feel normal" because "ail your friends have '.As and talk about them. yet you

don't have a child to talk about." Female participants also reported feeling "left out whcn

1see others (known and unknown) with children." As one female participant put it. "six

ofeight siblings have children; my parents and friends expect children." At the more

cxtreme end ofthe feeling pressure to have children continuum. one woman indicated

that the "pressure from my husband and his family to have children is too much to take.

My husband's daily question to me is 'did you phone Dr. Cs office?'" Severa!

participants observed that people in their immediate social networks often made

thoughtless comments and asked insensitive questions, and ''yet they don't know your

situation and how much you're hurting and trying to have children." For many

panicipants it is obvious that coming to terms with their infertility is still an important

part of the process ofconsidering their reproductive alternatives.

Severa! participants reported varying degrees ofpressure from social/cultural

sources. In many cases, social/cultural pressure was reported as a genera! or free-floating

pressure to have children. Participants were able to report the presence ofthis kind of

pressure; however, they were largely unable to articulate a specific source, or give much

insight beyond their feeling ofits presence in their lives. An example ofthe ambiguous

natu."e ofsocial/cultural sources of pressure was found in a response from a male

participant who wrote, "mostly self-pressure and societal pressure. 1badly want children,

but also feel societal norms exert pressure too." One female indicated just how intense
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and penetrating her sense ofbeing pressured to have children was. "Pressure from the

entire world and l feh like screaming at aIl ofthem and teIling them offbecause they just

have no idea how much not having children is hurting-devastating to the point that living

is not worth it!!!!" As the proceeding comments c1early illustrate, the pressure feh to

have children varies considerably from participant to participant The open-ended

questions regarding felt pressure to have children elicited a range ofresponses.

Generally, participants who indiccted that they fdt pressure to have children reported

experiencing the greatest anlount of pressure from their extemalfmterpersonal

relationships. WomC',l tended to elaborate in much greaterdetail the source and intensity

ofthe felt pressure than did their male partners.



• 4. Reproductive Alternatives Participants Would Use

Overall, the participants w"re supportive ofadoption. IVF and DI (Table 2).
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Table 2

If1 Were Infertile 1 Woulc! Use These Reproductiye Alternatiyes

Reproductive G SD D NI? A SA
Alternative

Donor F 2 (5%) 3 (8%) 8 (22%) 10 (27%) 14 (38%)
Insemination· M 5 (13%) 1 (3%) 9 (24%) 15 (41%) 7 (19%)

ln Vitro F 2 (5%) 0 (0) 3 (8%) 9 (34%) 23 (63%)
Fertilization·· M 1 (3%) 2 (5%) 7 (19%) 14 (38%) 13 (35%)

• ContractuaI F 6 (16%) 8 (22%) 10 (27%) 8 (22%) 5 (13%)
Pregnancy M 7 (19%) 5 (13%) 9 (24%) 14 (38%) 2 (5%)

Adoption F 0 (0) 1 (3%) 5 (13%) 10 (27%) 21 (57%)
M" 0 (0) 2 (5%) 4 (11%) 13 (35%) 17 (46%)

Note. G - Gender, SD - Strongly Disagree, D - Disagree, NI? - NeutrallUnsure, A -
Agree, SA - Strongly Agree. Responses were coded 1 to 5, with 1 being Strongly
Disagree and 5 being Strongly Agree. Pairwise comparison.

1 n = 36, 1 missing value

• Wilcoxon, n = 37, z= -2.12, p < .03 (Female M = 3.84, MaieM = 3.49)
•• Wilcoxon, n = 37, z = -2.37, p < .02 (Female M = 4.39, Male M = 3.98)

Table 2 reveals that in each of the vignettes, when participants were asked ifthey would

use a particular reproductive alternative ifthey were infertile, they agreed or strongly

•
agreed that they wouid use adoption (83%), IVF (80%) and DI (62%) as a way to bring a



•

•

•

50

chiId into their lives. In contrast. only 39% ofthe participants agreed or strongly agreed

!hat they would use contractual pregnancy.

The Wilcoxon non-parametrlc test was used to ca/cu/ate the significance ofthe

differences within couples regarding the use ofeach ofthe reproductive alternatives.

Significant differences were found between women and men for potential use of DI and

IVF. Women were more likely to strongly agree that they wou/d use DI ifthey were

infertile; whereas, men were more likely to only agree when considering the use ofDI. In

addition, men were more Iikely to strongly disagree !hat they wou/d use DI than were

their femalc partners.

In the case of IVF, women were significantly more likely to strongly agree!hat

they would use this reproductive alternative than their male partners. In contras!, men

were more Iikely to report being unsure or neutraI about their potential use ofIVF !han

were their female partners.

Interestingly, fewer female participants (35%) indicated they wou/d use

contractual pregnancy ifthey were infertile !han their male partners (43%). Finally,

virtuaIly no gender difference found between female and male responses to adoption.
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Alternatives

Table 3 iIlustrates the findings when participants werc askcd whether they fclt
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adequately informed about each of the reproducti\'e alternatives (DI,IVF. contractual

pregnancy, adoption, and living child Cree).

Table 3

Do You Fee) Adequate)y Informed About These Reproductjye Alternatiyes?

Reproductive Alternatives G Yes No Unsure

• Donor Insemination' F 22 (63%) 8 (23%) 5 (14%)
M 24 (69%) 8 (23%) 3 (SOlo)

ln Vitro Fertilization' F 30 (86%) 5 (14%) 0 (0)
M 31 (88%) 3 (9%) 1 (3%)

Contractua! Pregnancyb. F 7 (19%) 18 (51%) JI (30%)
M 16 (44%) 13 (36%) 7 (20%)

Adoptionb F 18 (50%) 10 (28%) 8 (22%)
M 22 (61%) 9 (25%) 5 (14%)

Living Chi1d Free'" F 12 (34%) 13 (37%) 10 (29%)
M 21 (60%) 7 (20%) 7 (20%)

Note. G - Gender. The categories No and Unsure were collapscd in order to
calculate McNemar. Pairwise comparison.

• n =35, 2 missing values
bn =36, 1 missing value

• McNemar (Binomial) 2-tailed p < .012
•• McNemar (Binomial) 2-tai1ed p < .049

•
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Surprisingly, 87% ofthe participants indicated that they felt adequately infonned about

IVF. perhaps one ofthe most complex reproductive technologies available. In contrast,

only 66% of the participants indicated that they felt adequately infonned about DI, which

by comparison, is a much simpler procedure than IVF. Table 3 also reveals that, about

halfof the participants felt adequately infonned about adoption (55%) and living child

free (47%), and only about one third fclt adequately infonned about contractual

pregnancy (32%).

ln the case ofliving child free, women were almost equally divided between yes

(12), no (13), and unsure (10), whilc men were significantly more likely to indicate that

they felt adequately infonned about living child free. This finding is noteworthy given

the diffe:-ences reported earlier between women and men regarding felt pressure to have

children, and their consideration ofthe use ofdifferent reproductive alternatives.

Only 32% ofthe participants feh adequately infonned about this contractual

pregnancy. Women were significantly more likely to indicate that they were unsure, or

did not feel adequately informed about contraetual pregnancy than their male pa.:ners.



• 6. Cbild Access to Information About BirtblGcnctic Parents

With regard to access to information about biological parents (DI. IVF.
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contractual pregnancy. and adoption). Table 4 shows that 58 (81%) l'fthe participants

agreed or strongly agreed tha!. when old enough. children who are adopted should have

access to this information.

Table 4

A ChUd Conceiyed Using A Reproductive Alternatiye Should Haye Access to
Information About BjnhlGenetjc parents

• Reproductive G SD D NI? A SA
Alternative

Donor F 6 (16%) 8 (22%) 13 (35%) 7 (19%) 3 (8%)
Insemination M 7 (19%) 6 (16%) 9 (24%) Il (30%) 4 (11%)

In Vitro F 6 (16%) 8 (22%) 9 (24%) 12 (33%) 2 (5%)
Fertilization M 7 (19%) 7 (19%) 7 (19%) 12 (33%) 4 (11%)

Contractual F 3 (8%) 12 (32%) 5 (14%) 13 (35%) 4 (11%)
Pregnancy M 6 (16%) 5 (14%) Il (30%) 10 (27%) 5 (14%)

Adoption· F 0 (0) 1 (3%) 4 (11%) 20 (54%) 12 (32%)
Ma 3 (8%) 2 (5%) 4 (11%) 21 (57%) 6 (16%)

Note. G - Gender, SD - Strongly Disagree, D - Disagree, NI? - NeutrdllUnsure, A -
Agree, SA - Strongly Agree. Responses were coded 1 to 5, with 1 being Strongly
Disagree and 5 being Strongly Agree. Pairwise comparison.
an = 36,1 missing value

• Wilcoxon, z=-2.I4, p< .03 (FemaleM=4.16, n= 37, MaleM = 3.69, n = 36)

•
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The Wileoxon non-parametrie test was uscd to caleulate the significant differenees within

couples regarding a ehiId's aeeess (when oId enough) to information about herlhis

birthlgenetie parents. Women were significantly more likely to strongly agree that an

adopted ehiId should be able to aecess this type of information, while their male partners

were more likely to strongly disagree. There was strong overaIl agreement by both

female and male participants that a child should have access to information about hislher

birthlgenetic parents. as can he seen in the reported means (female M =4.16; male M =

3.69).

For the othcr three reproductive alternatives displayed in Table~, contractua!

pregnancy, IVF and DI, the support for access to information about the biological parents

dropped offsharply. Contractua! pregnancy received the next highest level ofsupport

with 32 (43%) agreeing or strongly agreeing, and 30 (41 %) agreeing or strongly agreeing

in the case ofiVF. Finally, only 25 (34%) ofthe participants agreed or strongly agreed

that a child conceived using DI should have access to this type of information.



• 7. Reproductive Alternatives Participants Have ConsideredlPursued

When participants were asked if they had ever considered pursuing each of the

ss

reproductive alternatives (DI.IVF. contractual pregnancy. adoption. and living child

free). Table 4 reveals that 86% ofthe participants had considered pursuing IVF. and 79%

had considered pursuing adoption.

TableS

Have Vou Ever Considered pursujne Any ofThese Rellroductjve Alternatives?

Reproductive Alternative G Yes No Unsure

• Donor Insemination· F" 13 (36%) 8 (22%) 15 (42%)
Mb 10 (30%) 18 (53%) 6 (18%)

ln Vitro Fertilization F" 31 (86%) 2 (6%) 3 (8%)
Mb 29 (85%) 4 (12%) 1 (3%)

ContractuaI Pregnancy F" 7 (19"10) 16 (45%) 13 (36%)
Mb 8 (23%) 21 (62%) 5 (15%)

Adoption F" 28 (78%) 3 (8%) 5 (14%)
Mb 27 (79%) 6 (18%) 1 (3%)

Living Child Free F" 13 (37%) 16 (46%) 6 (17%)
Mb Il (33%) 15 (46%) 7 (21%)

Note. G - Gender

• n = 36, 2 missing values
b n = 34, 3 missing values

•Ji- (2, N = 70) = 8.04,p < .02

•
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Comparing women and men within couples. using the McNemar test and

cQllapsing the "no" and "unsure" categories. reveaIed no significant differences for any of

the reproductive alternatives. However. when considering the gender sarnples as a whole.

a significant difference was found for DI. Female participants were significantly more

likely to indicate that they were unsure about pursuing DI. while their male partners were

more Iikely to report that they had not considered pursuing DI. Even fewer participants

had considered pursuing contractuaI pregnancy (24%). Agam. the support for contractuaI

pregnancy was much lower than for the other reproductive alternatives.
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Agreement Betweeo Female and Male Attitudes Towards The Reproducti"e

Alternatives

•

•

Although significant differences were found between female and male responscs

for DI. IVF and living child free in the vignettes. unexpectcdly an overall thcme of

agreement was found as weil. For examplc. adoption in Table 2 reveals a similarity in

attitude between women and men about whether they would use adoption as a way to

bring a child into their lives. In Table 3. with regard to how adequately informed

participants felt about the reproductive alternatives. the responses were quitc similar for

DI. IVF and adoption. In the case ofa child conceived using one ofthese technologies.

Table 4 reveals a high level ofagreement in female and male attitudes towards lVF with a

somewhat lowcr level ofagreement towards DI and contractual pregnancy. Finally. an

examination of the reproductive alternatives consideredlpursue-d by participants. Table 5

reveals a high level ofagreement within couples for ail of the reproductive alternatives.

It was only when the gendered sample as a whole was analyzed that a significant

difference was found for DI.
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When asked. "Ifyou have considered any ofthese reproductive alternatives what

was thc outcome? (Question 44). the majority of the participants reported that they had

tried one or more. Eight couples had tried intrauterine insemination (lUI). fertility drugs

or a combination of these two methods. One couple reported successfuIly having a child

using fertility drugs while another reported success using a combination oflUI and

fertility drugs.

[VF was by far the most popular reproductive alternative chosen by this group.

which was not surprising given the high level of income reported. Forty-one percent of

the anempts to have a child involved numerous cycles oflVF (over 45). Ofthe 19

couples who h.-:d tried IVF. one couple had a child as a resuIl, while a second couple

indicated that the woman was pregnant at the time she completed this survey.

Ofthe participants who had considered using IVF, and had decided not to. cost

\Vas most often reported as the primary obstacle to proceeding with this procedure. The

following comments made by fiv~ fe:nale participants are typical; "IVF - can't afford,"

"we cannot afford IVF. but are saving for the procedure," "still considering IVF, cost is

now a big factor." "referred for IVF - due to money we stopped, couId not afford IVF'

and "IVF - too expensive for success ratio." Interestingly, none ofthe male participants

commented on the cost ofIVF. Aithough on average this group had a high level of
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income. the cost ofIVF was obviously a significant factor in the decision to go ahead

with this procedure.

Twenty-six percent of the attempts to have a chiId involved Dl. Ofthe 12 couples

who have used DI. 4 reported having a chiId as a result. OveraJl. the success ratio was

higher using DI than it was for IVF. At the same time. there was significant variation in

the number ofcycles required using DI bcfore a successful pregnancy was aC!lieved. For

one couple a pregnancy occurred after the second cycle. while another couple reported

using DI in combination with various fertility drugs for over live years before a

pregnancy occurred.

None ofthe participants reported pursuing contractual pregnancy. although 4

couples indicated that they had considered il. One male stated "we were ofTered

surrogacy. but did not accept it.'· For those who had considered contractual pregnancy it

was either too expensive. as one fernale stated. "money was a big factor." or the fcar of

losing the child to the contractual mother was too great. One female stated. "we became

scared that the surrogate would decide to keep the child and we would lose the child." In

the end. these couples chose not to pursue this reproductive alternative.

The remaining 33% ofthe attempts to bring a child into their lives involved

adoption. Fifteen couples reported that they were actively pursuing public. private and/or

international adoption. As weil. 11 couples were still considering adoption. Of those

pursuing adoption, 5 couples have successfully adopted a child (1 privatc and 1

international adoption, while the other 3 adoptions were public). The majority ofthe
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participants who have. or still are pwsuing adoption. have not successfully adopted a

child yet.

The lengthy waiting period involved in adoption was cited most often as the

biggest impediment to adoption. For many. this was an important factor in their decision

whether or not to pwsue adoption. One male stated that, "adoption was going to take a

long time. but still is not totally out the picture." A number ofparticipants indicated that

they have been on an adoption waiting list for a long time. As one female stated "we are

trying to adopt, but children that are up for adoption are few and far between. We have

been trying for five years."
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had seriously considered. One woman was very clear about this. She stated that. "1 am

still in the 'trying' period, 50 1am not ready to consider this option although 1know 1

wouid be very sad about it. 1would feel incomplc:te in a way:' Another wO.nan

reiterated this sentiment when she stated, 001 am not yet ready to make that decision and at

this point am still unwilling to let go of hope.oo By far the majority ofparticipants were

unwilling to consider living child free and were still pun.'UÏng reproductive alternatives

that have the potentiai to bring a child into their lives. This position was iIIustrated by a

woman who revealed what she bas given up in her pursuit to have a child and the lengths

to which she wouid still be willing to go if she couid be guaranteed that she couid have a

child.

1think about it 5Ometimes. 1would put up with ail this (the drugs, the Dr.'s
appointments) forever ifat the end 1was guaranteed to have a chiId, but no one
can promise that Sometimes 1think back to before wc began trying to conceive
and 1remember how happy we were.

Frequently, the losses resuiting from infertility were profound and had altered the

lives of the participants "luite significantly. One woman thoughtfully shared howthe

quest for a child put more strain on her marriage than it couid withstand. She revealed, in

her story, a sense ofcompassion and insight for what she and her husband have been

through.
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Infertility is very bard to accept when ail J W3nted was children. We tried
every possible alternative in order to have children. The emotionai roller coaster
of infertility was the last str<lW for our marriage. We are now separated after 8
years. Six and a halfycars ofinfertility. Our names are still in for adoption. The
separation and pending divorce is the best thing that bas happened to me even
though 1wili probably never have children. Ifs bard to SUIn up one's thoughts
with infertility. It is an experience that 1will always ClIlT'j with me. 1have
learned a lot about many things over the years due 10 infertility. Sununing it up:
m 1did enough to bring a child into my life.

For severa! participants, accepting the possibility that they may never have

children was often a difficult and painful process which involved a certain amount of

grieving. One woman stated, "child free, l'm still making my way through the grieving

process." While anothcr woman felt that,

you can't let infertility consume your life for more than 10 years or so, or you end
up spending an ever growing percent ofyour lifespan fO'~1J5eè on a single issue.
This stunts personal growth. At sorne point you have to grieve and move on - just
like the death ofa spouse.

Many ofthe women reported that they would feel incomplete ifthey could not have a

child. This sentiment is revealed in the following comment, "1 can live with that

decision, but 1will always feellike something will be missing from my life." Byand

large, women appeared to be more profoundly impacted by infertility and the ultimate

disappointment ofbeing unable to have a child than their male partners. One woman

wrote, "1 think 1could live a happy, fulfilling life, but do believe 1would be cissing so

much not having a child in my life."

The cxtent ofthe emotionai and psychological trauma experienced when faced

with the knowledge that one may never be able ta have chiJdren, was vividly articulated
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by one woman who stated,

IVF: we have talked about it, but have not met with a spccialist as ofnow. ("m
afraid ofbeing disappointed ifit didn't work out and 1could not deal with such an
outcome. 1am just starting to slowly accept the fact that 1may ncver carry my
own child. 1suffcred a deep depression for three years. and the way 1am, 1would
find it extremely emotionally difficult ifit doesn't work out. 1amjust starting to
accept my destiny ofbeing chiidiess and my husband has as weil. We are very
close and fortunate to have each other and actually grewa stronger bond as a
couple after going through very high emotional stress. 1consider myself very
lucky that m)' husband accepts and feels the way 1do.

Even when ail of the avenues have been exhausted living child free was still not a choice

made casHy. One woman stated that, "ifphysically and emotionally drained 1would

consider this as a last resort." Coming to terms with intèrtility is in many ways a proeess

which requires a great deal ofsensitivity, support and understanding.

A sense ofloss and person!Ù disappointment emerged each time a reproductive

procedure failed to result in conception and the birth ofa child. One woman sounded

tru1y desperate when she stated that,

after going through many inseminations by my own eggs, now 1aJ1'. desperately
waiting for donor eggs. My biological clock is running out and there is not much
time left to wail. 1am registered with Dr. C and Dr. S's office. 1am waiting for
donor ees. As a result, 1wait for their cali daily. 1wonder in will get a donor
egg before my home is tom apart.

Many ofthe participants, like this woman, were deeply saddened by the inability to have

children and indicated that they 01ÙY held on by a thin thread ofhope; if they kept trying

they might be able to have a child sorne day.

FinaI1y, on a more optimistic note, a few women pointed out that it is possible ta

have meaningful relationsl:ips with children who are not your own. One femaie stated
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that, "r felt both IVF and adopùon would he too costly, ùme consuming and emoùonally

draining. rdecided to spend more ùme and money on the children aIready in my life -

nieccs and nephews.~ A second woman indicated that, "1 decided to not raise a child, but

tms docs not mean my Iife is chile: 'Tee. There are many parents who can use a littie help

and organizatioDs too.~ Finally, a third woman slated that she intended to develop

stronger relationships with her sister's children. Nevertheless, comments that

acknowledged the possibility ofdeveloping rewarding relationshi;:s with children outside

ofthe traditional parent-child dyad were in the minority.

.- :;.,



• IV. Discussion

1. Summary of Key Findings

1. Men were less likely to he identified as infertile than women. Generally. men

who were identified as infertile by thcir female partners were less like1y to

acknowledge their infertility than were the women who were identified as infertile

by their male partners.

•
2. The explanations oftè:red for infertility were more complex and detailcd for

women than for men. Male factor infcrtility as explained by low spcrm counl,

low sperm motility and sub-fertility. For women the explanations for infertility

were elaborate and physiologically specifie.

•

3. Almost two thirds (61%) ofthe participants reported that th,~y feel, or have felt,

pressure to have children. As well, a significant difference was found in the level

ofpressure experienced by women and men. Women were one third more likc!y

to report feeling pressure to have children than were men. The source and

intensity of the pressure to have children varied cor.siderably, and was c1assified

into three categories; intemallpersonal, extemaIrmterpersonal and sociaUculturaI.

6S
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Generally, partidpants who indicated that they felt pressure to have children

reported experiencing the greatest amount of pressure from their

externallinterpersonal relationships (e.g.. friends, family, partner). Women tended

to elaborate in much greater detail the source and intensity of the feh pressure

than did their male partners.

4. In each of the vignettes, when participants were asked ifthey would use a

particular reproductive alternative ifthey were infertile, they agreed or strongly

agreed that they would use adoption (83%), IVF (80%) and DI (62%), while only

39% ofthe participants agreed or strongly agreed that the)' would use contractual

pregnancy as a way to bring a child into their lives. The Wilcoxon non-

parameliic test revealed a significant difference between women and men and

their potential use of DI and IVF. Women were more likely to strongly agree that

they would use DI ifthey were infertile; whereas, men were more likely to only

agree when considering the use of DI. In the case ofIVF, women were

significantly more likely to strongly agree that they would use IVF, while men

were more Iikely to report being unsure or neutral about their potential use ofIVF.

;
0'

5. Surprisingly, 87% ofthe plu-::icipants indicated that they felt adequately infonned

about IVF, while only 66% ofthe participants indicated that they felt adequately

infonned about DI. About halfof the participants felt adequately infonned about
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adoption (55%) and living chiId free (47%). and only about one third felt

adequately informed about eontractual pregnancy (32%). In the case of living

child free. women were almost equally divided between yes (12). no (13). and

unsure (10). while men were significantly more likely to indicate that they felt

adequately informed about living child free.

6. With regard to access to information about biological parents. 58 (81%) ofthe

participants agreed or strongly agreed that. when old enough. children who are

adopted should have access to this information. The Wilcoxon non-parametric

test revealed a significant ditTerenee within couples. Women were significantly

more likely to strongly agree that an adopted child (when old enough) should have

access to information about hislher birthlgenetic parents. Support ~or access to

information about biological parents dropped offsharply for contractual

pregnancy 32 (43%), IVF 30 (41 %), and DI 25 (34%).

7. When considering the gender samples as a whole, a significant difference was

found for DI. Female participants were significantly more Iikely to indicate that

they were unsure about pursuing DI, while men were more likely to report that

they had not considered pursuing DI.
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Unexpectedly. there was a high level ofagreement found between female ar.d

male attitudes towards each ofthe reproductive alternatives. Although significant

differences were found between female and mal.: responses for DI, IVF and living

child free in the vignettes. there was an overa11 theme ofagreement in the

responses given.

The majority of the participants reported that they had tried one or more

reproductive alternative. IVF was by far the mos! popular. Forty-one percent of

the attempts to have a child involved numerous cycles of IVF (over 45). Cost was

most often reported as the primary obstacle to proceeding with this procedure.

Twenty-six percent of the attempts to have a child involved DI. Ofthe 12 couples

who have used DI. 4 reported having a child as a result. Overa1l, the success ratio

was higher using DI than it was for IVF. None of the participants reported

pursuing contractua1 pregnancy. The remaining 33% ofthe attempts to bring a

child into their lives involved adoption. The lengthy waiting period involved in

adoption was cited mos! often as the biggest impediment to pursuing adoption.

The possibility of living child free was an alternative that very few participants

had seriously considered. Many were still pursuing one or more reproductive

alternative. Frequently, the losses that resulted from infertility were quite

profound and had altered the lives ofthe participants signjficantly. For severa!
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participants, accepting the possibility that they may never have children was often

a difficult and painful process which involved a certain amount of grieving. Many

ofthe women reported that they would feel incomplele ifthey could not have a

child. By and large, women appeared to be more profoundly impacted by

infertility and the ultimate disappointment of not being able to have a child than

men. A sense ofloss and personal disappointment emerged each time a

reproductive procedure failed to result in conception and the birth ofa child.

Even when ail ofthe avenues had been exhausted, living child free was still not a

choice made easily.

:
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The study has a numbcr of limitations: low response rate, small sample size. and

I3ck of continuily bctween the questions in each ofthe vignettes.

The response rate was somewhat low (23%) which is one of the biggest

drawbacks to using a mail survey design (Neuman.. 1991). Although a follow-up letter

was sent to ail of the names drawn in the sample, in order to maintain anonymity, no

mechanism for tracking participant response was developed. Consequently, there was no

way to send a second reminder letter to only those people who had not completed the

survey.

There are a couple offactors which may have contributed to the low survey return

rate. Firsl, the method ofquestioning employed meant that the survey took about an hour

to complete which may have been too long for sorne participants. The complexity of the

topic examined necessitated that the survey include a range ofquestions for cach

reproductive alternative (DI, IVF, contractuaI pregnancy, adoption, and living child free)

which may have resuited in sorne participants losing interest before completing the

survey. Overall, the findings suggest that the case vignettes were successful in outlining

the complexity of the issues in a way that was understandable to the participants. Second,

a certain amount ofself-selection may have occurred given the nature of the topic under

examination. A diagnosis of infertility and subsequent consideration ofvarious

reproductive alternatives is often a difficuit and emotionaily demanding experience. This
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is panicularly true when a person is first diagnosed as intènilc. In aùdition. a persan may

be reluctant to fill out a survey ofthis nature ifthat person is unaware of. or has not yct

had the opportunity to work through his or her emotional issues surrounding infcnility.

and the ramifications this diagnosis is Iike1y to have on the rest of his or hcr litè. As a

result. sorne participants may have refrained from completing the survcy because they

were still experiencing emotional discomfort around their own. or their partner's

infertility.

A second limitation of the study is the small sample size. Givcn the sizc ofthe

population from which the sample was drawn (2000 members of the Infenility Awareness

Association, Toronto Chapter), Neuman (1991) suggests that the sample should be

between 20% to 30% ofthe population (400 to 600 memb..rs). This study was an anempt

to begin to describe the attitudes of infertile couples considering their use ofa number of

reproductive alternatives. As a result. the degree ofaccuracy required by the study was

low (small sample size required). At the same time, the degree ofvariability in the

population is fairly high and there was a high number ofvariables examined in the study

(large sample size required). Both ofthese factors point to the need for a larger sample.

Perhaps a sample of500 (25%) would be adequate. However, given the financial

constraints ofa graduate student conducting independent research, the sample size chosen

was the largest that could he realistically managed.

A third limitation ofthe study concems the structure ofthe survey.

Unfortunately, the importance ofcontinuity between the questions in each of the
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vignettes was overlooked. In Case 4, the vignette about adoption, the questions. "An

adopled child should have a right to know that helshe was adopted," and "If! adopted a

child 1 would tell my child that shelhe was adopled:' were not included in the survey.

This was an unfortunate oversight in the design oft.1le survey. A great deal ofresearch

has been conducted in the area ofadoption. Conscquently, adoption could have served as

an effective baseline from which to measure participant attitudes towards the other

reproductive alternatives (DI. IVF, contractua1 pregnancy, and living child free) examined

in the study. This limitation is especially relevant. considering the observation that DI

and IVF are at a similar stage in their cvolutionazy development as adoption was twenty

years ago.

"'. -.'
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Although the nuclear family is not the nonn in Canada. this ideal is deeply woven

into the social fabric ofour society. This has had a significant impact on female and male

expectations with regard to desirable family structure (Mackie. 1991). The idealized

nuclear family coupled with the celebration of parenthood and encouragement to

reproduce in Western societies has resulted in most people assuming that when thcy

decide to have children they \\ill be able to do 50 without the m.'ed for any type of

medical intervention (Pannor& Baran. 1984: Richardson. 1993). Unfortunatcly. this is

not true for everyone. As many as one in six couples will expericnce infertility at sorne

point in their relationship (Baker. 1994: Bell. 1986; Dulberg & Stephens. 1989; Matthews

& Matthews, 1986; Sokoloff. 1987: Zimmennan. 1982). Consequently. social workers

have a significant role to play in helping women and men respond effectively to thc

challenges and opportunities presented by an increasing infertility raIe. the development

ofreproductive technologies and the subsequent use ofthese reproductive alternatives.

The following discussion outlines a number ofthe implications ofthe proceeding

research findings for further research. social work education. practice and social policy

development.
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Social workers have expertise in assessing psychosocial adjustment; hence, it is

logical for them to conduct research in an area where psychosocial adjustment is a key

factor in client well-being. To date, ooly a few studies have been conducted which have

anempteà to examine the psychosocial impact ofinfertility, reproduction, reproductive

technology and the reproductive alternatives available on the individuals involved (Black,

Walther, Chute & Greenfeld, 1992; Daniels. 1989; Miall, 1989, for example).

Social workers have pioneered much ofthe research on the importance ofgenetic

record keeping for adoptees and children bom using DI. This research has raised

awareness, helped t(l focus policy issues, and inform the creation ofnew laws (Bell,

1986). This study found that there was a significant amount ofsupport for access to

information for adopted children. These findings are congruent with current thinking and

research regarding what is in the best interc:.ts ofthe adopted child, adoptive parents and

the birth parents. Unfortunately, support for access to information dropped offsharply

for children conceived using the other reproductive alternatives. Consequently, there is a

need for social workers and other health care professionals to increase awareness ofthe

benefits to children who have access to information conceming their birthlgenetic parents

when they are old enough. Within this educational process, a research component could

be implemented which would allow social workers and other heath care professionals to
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develop a more systematic understanding of the mechanisms that increase parent comfort

with the child's right to access infonnation about herlhis biological parents.

Longitudinal research into the outcomes of reproductive alternatives would he a

logical next step for social workers as weil. For example, social workers could examine

the growth and development ofchildren born using various reproductive alternatives. the

fonnation ofparent-child relationships. or parental adjustmentlreaction to their non­

traditional parenting roles. With regard to non-traditional parenting roles, future researeh

could include an examination ofDI as asymmetrical adoption. For example. the question

"Does a power imbalance in the marital relationship result because the mother is

biologically related to the child and the father is not?" could he examined.

Although a r.umher ofsignificant female and male differences wcre found for

these reproductive alternatives, the degree ofwithin couple agreement for these

reproductive alternative is a1so noteworthy. Wornen and men who were considering. or

who were actually pursuing a reproductive alternative, were likely to share similar views

regarding cach ofthe reproductive alternatives. Examination ofhow this within couple

support can he cultivated and maintained in a therapeutic environment would, no doubt,

benefit couples who find that they are unable to have children without some type of

intervention.

Social workers need to take an active role in researeh surrounding NRTs and the

application ofthese reproductive alternatives by offering their input and expertise in the
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rcsearch being conducted by other health care professionals, and by actively undertaking

their own research initiatives.

B. Social Work Education

The complexities of the issues surrounding infertility, reproductive technology,

and the reproductive alternatives available. require that social workers engage in multi­

disciplinary lcaming.

In order to respond crcatively and effectively to the challenges presented by NRTs

and the resulting reproductive a1teIl'.atives. social workers will need to have access to

high quality education, thus enabling them to enhance their understanding and

appreciation ofthe range ofpsychosocial issues involved when working with people who

are infertile and/or considering their reproductive alternatives. This education should

include a basic level ofknowledge and understanding regarding the medical and scientific

procedures that are available; as weil as, the legal concerns that are often present In

addition, a thorough appreciation ofthe moral and ethical debates surrounding NRTs and

their application is necessary.

Opportunities for social workers to specialize in the arca ofNRTs requires that

social work students have access to an inter-disciplinary selection ofcourses in order that

they may choose the ones that will enable them to explore psychosocial issues as they
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relate to infertility. reproductive alternatives. scientific medical procedures. legal

concerns. and the moral and ethical issues that are present when working in this field.

Social workers need to be able. as they have in other areas ofspecialization. to cut

across arbitrary and artificial boundaries in order to effectively meet the diverse needs of

their client group. For example. Holbrook (1989) states that "schools of social work

should develop courses to train social workers and others such as lawyers and medical

practitioners to deal with the ran&e ofadoption and infertility issues. with special

emphasis on the ethical concerns raised by the new reproductive technologies" (p. 336).

As well. education into the relevant legal issues is required in order that social workers

might develop an appreciation ofthe legal complexities ofsome ofthe reproductive

alternatives available. In the case ofcontractual pregnancy. for example. the man

commissioning the pregnancy must usually engage the services ofa broker or lawycr.

';,110 will draw up a contract for the parties involved to sign.

In summary. it is recommended that schools ofsocial work continue to address

the educational needs of social workers wishing to practice and already practising in this

field. Schools ofsocial work could offer this learning opportunity in the form of

advanced degrees, thus enabling social workers to specialize in this area ifthey wish. By

coordinating the inter/multiltrans-disciplinary learning required, schools of social work

can create. and maintaÏ"J a direct link between social work education, research and direct

practice application.
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The pressure to have children reponed by the panicipants, particularly women,

tends to exemplifY social expectations regarding the creation ofthe ideal family, and the

roles ofwomen and men in this social arrangement This in turn makes it difficult for

individuals to address, much less come to terms with their infertility and the possibility of

not having children.

Working with both members ofthe couple ensures that both are actively involved

and informed throughout the reproductive decision making process. In addition, as other

relatcd issues arise they can be dealt with more quickly and effectively because both

partners are already committed panicipants in the reproductive decision making process.

Understanding the imponance and dynamic nature ofsocial systems and social

networks, how they work and their impact on the lives of infertile women and men, is one

ofthe areas ofexpertise ofthe social work profession. Within a social work perspective

there is recognition ofthe inherent value and dignity ofeach individual; as weIl as, an

appreciation for the interdependence ofall individuals within the social systems ofwhich

they are a part This is a 'person-in-environment' peIspectïve (CoIlins, 1986). This

reflects a holistic perspective which focuses on the interface between the individual and

their social systems at the economic, psychological, psychosocial, social, and political

levels (Collins, 1986).
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Helping women and men to better manage personal issues and undcrstand how

these issues impact interactions with other people is another area where social workers

cao work constructively with women and men who are considering thcir reproductivc

alternatives. Social work practitioners must enable their clients to create choices and

alternatives for themselves. weighing the consequences ofeach possibility. and then

acting on their decision within a frarnework that c1early articulates the need for

"'effecting an optimal ecological exchange balance'" (Collins. 1986. p. 216). There is a

need to work towards the development of solutions that are workab1e for all parties

involved while recognizing and acknowledging the social pressure on both women and

men to have children.

a. Advoeate

The discussion ofthe pressure participants felt to have children underlies the

importance ofthe advocacy ro1e of the social worker. This is particularly important as

the dignity ofthe individual may be superseded "by the press oftechnology that loses

track ofits purpose" (Abramson, 1990, p. 12). Forty-five ofth.:- participants reported that

they have felt pressure to have children, and the open-ended responses clearly reveal that

when infertile women and men are considering their reproductive alternatives, they are

making choices that will have a tremendous impact on their lives.
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Cenainly, circurnventing infertility may he important for many women and men.

However, when circurnventing infertility is presented as the norm, to which all infertile

individuals are expected to aspire, one must question how much real choice is involved

and how much choice is heing manufactured by individuals who have a vested interest in

cenain responses to infertility (Finkelstein, 1990; Lippman, 1994; Overall, 1987;

Richardson, 1993; Sherwin, 1992). Richardson (1993) states, "if the idea of women not

having children was socially more acceptable, then infertility wouid no longer he

regarded as such a problem, nor wouid the infertile have as great a need for their own

pressure groups" (p. 86).

For couples considering their use ofa reproductive alternative the potential exists

to disempower them as they hegin to consider and/or eventually undergo various medical

procedures in an anempt to have a child. As a result, it would be advantageous ifsœial

workers could aid their clients in finding solutions that help prevent them from feeling

disempowered during the decision making process. For clients, having control in the

therapeutic relationship is often a first step in gaining control over other aspects oftheir

lives. Clients must he given responsibility for themselves, he encouraged to take charge

oftheir own lives and he aware ofthe processes by which they relinquish their power.

Miall (1989) states that "social workers must he alert to the potential for abuse of

their clients by an overzealous rnedical profession" (p. 50). Because social workers are

not responsible for the actual application ofthe technology employed, as are doetors and

other health care personnel, they are in a good position to remain aware ofthe need for
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continued respect for the autonomy and dignity of the client undergoing the treatment or

procedure. Abramson (1990) states that "by questioning the purpose of the technology,

by encouraging dialogue and negotiation amongst ail the participants, and by advocating

for the patient when slhe is not able to do so for himlher self' (p. 13) the social worker

can ensure that the autonomy ofthe client is respected and that medical abuses are

avoided (Miall, 1989).

b. Educ:ator

The importance of the role of the social worker as an educ:ator is exemplified in

the findings regarding how adequately informed participants felt about cach ofthe

reproductive alternatives. Participants were asked if they felt adequately informed about

a particular reproductive alternative. The responses may more accurately reflect

participant's acceptance ofthat reproductive alternative. rather than actual knowledge

about that alternative. For example. 87% ofthe participants indic:ated that they felt

adequately informed regarding IVF. a medically complex procedure, while only 66%

indic:ated that they felt adequately informed about DI, a fairly straightforward procedure.

Social workers acting as educators can enhance the decision making capacity of

their clients by encouraging infertile individuals to raise questions about the procedures

involved including; success rate. duration oftreatment, side effects, and the risks

involved. In addition. social workers should facilitate discussion and examination ofthe
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psychosocial issues involved in a decision to employa reproductive alternative. All of

this should be done in an environment that is supportive, open, and encourages questiuns

!Tom the client. This will result in clients being bener equipped to make decisions that

are more suitable to their particular situation. Miall (1989) states that "medical social

workers in particular should ensure that their clients are aware ofthe benefits and risks

involved in a procedure, the success ratio ofa program, and their right to withdraw from a

program at any ofits stages" (p. 50). Bell concludes that "the social worker in the

education mode! would help people screen out themselves rather than act as a gatekeeper"

(p.433). Possessing accurate information with which to make an informed decision is

critical to client well-being. The importance of informed consent cannot be overstated,

especially when both the underlying and overt social pressure to conform to the idealized

family form is recognized and acknowledged.

Another aspect of the educator role ofthe social worker is to inform clients about

the moral and ethical issues involved when considering and/or proceeding with any one

ofthe reproductive alternatives available. For example, the findings ofthis study indicate

thai par.icipants who have considered employing contraetual pregnancy have Iinle

appreciation for the impact this arrangement would have on the woman who agreed to

carry the child to term for the couple. This lack ofunderstanding and appreciation for the

complexity ofthe issues involved, when considering a reproductive alternative, serve

largely to perpetuate and reinforce the subordinate status ofwomen in our society.

Consequently, the educator role ofthe social worker is critical ifthe attitudes and
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behaviour ofclients are to be changed through increased awareness and sensitivity to the

moral and ethical debates. Increasing the clients' awareness and understanding of the

range ofmoral and ethical issues involved when considering reproductive alternatives is

likely to increase the number of informed and socially conseious decisions made.

Co Counsellor

When the participants were asked which ofthe reproductive alternatives they had

considered pursuing, or whether they felt adequately informed about each ofthe

reproductive alternatives, the responses obtained point to a need for sorne form of

counselling, and/or follow-up in order to help many ofthe participants to come to terms

with their infertility and the possibility that they may not be able to have children. This

cao be done by demonstrating sensitivity, understanding and support while guiding

clients on the emotional roUer coaster that is so often a part ofa diagnosis of infertility.

The raIe ofthe social worker as counseUor is also important in planning and

delivering services to infertile clients and their partners. Counselling not only helps

couples work through the emotional turmoil ofa failed treatment. but it also helps people

to come to terms with their infertility, and eventuaily to consider the reproductive

alternatives available to them. In addition, counselling throughout this process cao help

in the early detection and treatment ofsexual dysfunction that may result from either the

infertility diagnosis, or at any lime during the treatment process.
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Social work counselling can take severa! fonns. For example, several authors

have documented the positive experience Many clients have reported following support

group participation (Greenfeld, Diamond, Breslin & DeChemey, 1986; Daniels, 1989).

The opportunity to share their experiences and frustrations gives Many clients the chance

to nonnalize their experience ofheing infertile. With regard to the range ofsocial work

counseIling that can he offered, Greenfeld, Diamond, Breslin and DeChemey (1986) state

that by heing "knowledgeable about and skilled in a variety ofmodalities including group

therapy, marital therapy. crisis intervention. adoption counseling, and sex therapy, the

social worker can provide counseling directly or refer clients to appropriate resources" (p.

79).

For clients not deemed suitable for a particular procedure (lVF, for example), or

for the Many clients who do undergo treatment procedures, but whose attempt(s) are

unsuceessful, there is a need for follow-up counselling. Follow-up counselling can help

these clients cope with the psychosocial distress they May he experiencing and could he a

helpful step in coming to tenns with their infertility. Greenfeld, Diamond, Breslin and

DeChemey (1986) state that.

resolving the problems ofinfertility is sometimes choosing to accept the
infertility and to live a 'child-free life.' Sometimes, the resolution comes
when couples find that after years or months ofexhausting Medical
treatment. they have become pregnant. In other cases, the resolution is in
choosing an alternative to biological parenting. (p. 77)

Finally, a number ofparticipants indicated that it is possible to have a meaningful

relationship with a child outside ofthe traditional parent-child dyad. Richardson (1993)
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points out that it is not necessary for adults to have children in order to devclop

meaningfu1 relationships with them. She clearly articulates how the cultural notion that

having one's own children is a necessary prc-requisite to developing meaningtùl

relationships with children. This assumption shapes what is assumed to he natural and

therefore possible. There are many other opportunities to have worthwhile contact with

children which do not require giving birth to them (Richardson, 1993). From this

perspective living chiId free is seen as a viable reproductive alternative. One which does

not have to he absent of the meaningful presence ofchildren.

D. Social Policy Development

The recent rapid technological advances in the area ofNRTs have out-paced the

development of relevant social policy (Basen. 1992; Sherwin. 1992), which has often led

to the creation ofconflicting case laws surrounding these biomedical advances (Walther

& Young, 1992). Abramson (1991) states that social work has the requisite "knowledge,

values and skills to play an active leadership role in the debate that will he necessary to

balance the increasingly complicated demands of increasing technology and diminishing

resources" (p. 15). Social workers must advocate for their clients, and participate in the

creation ofsocial policy that willltelp to regulate and control the development and use of

reproductive alternatives (Abramson, 1991; Walther & Young, 1992) in such a way as to

minimize the abuses ofthese technologies and reproductive alternatives.
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Social workers involved in policy development must consider the issues and work

towards the creation ofhumane social policy that supports effective intervention

strategies. For example, the findings from this study indicate that a1though the

participants were only moderately supportive ofcontractual pregnancy (38%) they

expressed linIe awareness of the moral and ethical issues surrounding the use ofthis

procedure. The participants expressed IinIe concem, or insight into the issues that a

contractual mother must face. Ofparamount concem to them was the cost ofthis

alternative and the possibility that the contractual mother might change her mind and

wish to keep the child. This finding points out the importance ofthe development of

policy that protects the interests ofail oflhe parties involved, including the contract

mother. The social work professional's understanding ofthe dynamic psychosocial

issues surrounding NRTs and reproductive alternatives, coupled with experience working

effectively within complex social networks, will certainly he valuable as social workers

continue to contribute to the development ofsound, ethical social policy.

ln conclusion, as the incidence of infertility increases, and as greater numbers of

people cor.sider acccssing the reproductive alternatives available, social workers and

other hcalth care professionals will he increasingly called upon to help families cope with

a range ofpsychosocial issues related to infertility, reproduction and family creation.

Consequently, the development ofa more thorough understanding ofattitudes towards

reproductive alternatives will aid social workers and other health care professionals in the

creation ofprograms and services, and the development ofpolicies that are ofgreater
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benefit to ail parties concemed: infenile women and men. their panners. antl their

children.
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Appendix A: Reproductil'e Alternatives A"itude Surve)'

Part 1: Hypotherical Case Scenarios

For the purposes of eonsisleney ail four scenarios pl\:senl married couples. This is in no
\Vay mcanl 10 dismiss the expcrienees of non-married and single \Vomen.

Case 1: Donor inseminarion using donatcd sperm

A man in his mid-thirties has becn married for live years. After sorne medicallests. he is
diagnosed as infertile and is therefore unable 10 impregnale his \\ife. 1f another man
donales a sample ofspenn and the infertile man's \\ife is then inscminated with the
donated spenn a ehild mighl be eoneeived. The \Vife couid carry the felus ;0 tenn and
deliver a baby.

Please respond 10 eaeh question \\Ïth:

Strongly Disagree - SD
Disagree-D
NeutrallUnsure - NI?
Agree-A,
Strongly Agree - SA

•

1.

2.

Male: If! were the infertile man 1 would use SO 0 NI? A SA
donor insemination. Female: If the infertile man
was my husband 1would use donor inseminalion.

Male: If1were the infertile man 1would want a SO 0 NI? A SA
member ofmy farnily to donate spenn. Female:
If the infertile man was my husband 1would want
a member ofmy husband's farnily to donate
$penn.

Male: If! were the infertile man 1would want a SO 0 NI? A SA
member ofmy wjfe's farnily to donate $penn.

Female: If the infertile man was my husband 1
would want a member of my family to donate
$penn.
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4. Male: If [ were the infertile man [ would want a SO 0 NI? A SA
~ to donate sperm. Female: [fthe
infen:le man was my husband [ would want a
close friend to donate sperm.

5. Male: [fi wcrc the infertile man [ would want a SO 0 NI? A SA
man who is unrelated and unknowo to me to
donale sperm. Female: [fthe infertile man was
my husband [ would want a man who is ynrelalcd
and ynknowo to me to donate sperm.

6. A ehild coneeived in this way should have a right SO 0 NI? A SA
to know how shelhe was conceived.

7. [fi had a child using this procedure [ would tell SO 0 NI? A SA
my child how helshe was conceived.

8. A child conceived in this way when o[d enough SO 0 NI? A SA
should have access to information in order to find
out who hislher biological father is.

• 9. Ifyou lIl:I" or stronelv Aeree with question 8. at what age would the chi[d he
old enough?

10. Wbat are your thoughts and reaetioDS to donor insemination as a way to
bring a ehild into your liCe? Attach a separate sheet of paper ifyou run out of
room.

•



• Case 2: Il' "itro fertilization using a donated egg and husband's sperm

A 34 year "Id woman has becn told by her doetor that she is infertile and unable to
becor.le pregnant \\;thout intervention. She and her husband \\;sh to have ehildren. 50

they deeide to try in vitro fertilization. Ifa fertile woman donates an egg. to he mixed
\\;th the sperm of the infertile woman's husband. an embryo might he eoneeiveù which
eould then he transferred to the infertile woman's uterus. Fertilil) drugs may have to he
taken by the woman initially to sustain the pregnaney in order to cany the fetus to term
and delivcr a baby.

Please respond to eaeh question \\;th:

Strongly Disagree - SD
Disagree -D
NeutrallUnsure - NI?
Agree-A,
Strongly Agree - SA

II. Fernale: IfI were the infertile woman 1would SO 0 NI? A SA• use in vitro fertilization. Male: If the infertile
woman was my wife 1would use in vitro
fertilization.

12. Fernale: IfI were the infertile woman 1would SO 0 NI? A SA
want a member ofmy farnily to donate one or
more eggs. Male: Ifthe intèrtiie woman was my
wife 1would want a member ofmy wjfe's family
to donale. one or more eggs.

13. Fernale: IfI were the infertile woman 1would SO 0 NI? A SA
want a member ofmy husband's farnily to donate
one or more eggs. Male: Ifthe infertile woman
was my wife 1 would want a member oflIlY
farnily to donate, one or more eggs.

14. Fernale: IfI were the infertile woman 1would SO 0 NI? A SA
want a elose fiieod to donate one or more eggs.
Male: Ifthe infertile woman was my wife 1
would want a clQse fiieod to donate, one or more
eggs.

•
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15. Female: 1fi were the infertile woman 1would SO 0 NI? A SA
want a woman who is t;nrelated and ynknown to
me to donale one or more eggs. Male: If the
infertile wnman ....as my wife 1would wanl a
woman who is unrelated and unknown to me to
donate. one or more eggs.

16 A child eonceived in this way should have a right SO 0 NI? A SA
to know how helshe was coneeived.

17. If 1 had a ehild using this procedure 1would tell SO 0 NI? A SA
my child how shelhe was coneeived.

18. A chiId eonceived in this way when old enough SO 0 NI? A SA
should have access to information in order tll find
out who hislher biologicai mother is.

19. Ifyou~ or S!ronglv agree with question 18. at what age would the ehiId he
old enough? __

20. Wbat are your tbougbts and reamons to ÏD vitro fertilization as a way to• bring a cbild ÏDto your lire? Anach a separate sheet ofpaper ifyou run out of
room.

- ~-...

•
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C~se 3: Surrogate mo:her using husband's sperm

An infenile couple wishes to have a chiId. They decide to engage the servic~'S ,,1';:
surrogate mother who will he inseminated with the husband's semen. 1l' conception
OCCUfS. the surrogate mother carries the baby to term and surrenders itto the couple. The
surrogate mother \\ill he paid a specified f~'C for her sen·ices. After the baby is bom the
wife May then legally adopt her husband's biological chiId.

Please respond to each question with:

Strongly Oisagree - SO
Oisagree - 0
Neutral/Unsure - NI?
Agree-A,
Strongly Agree - SA

21. Female: If! were the infenile woman 1would SO 0 NI? A SA
use surrogate motherhood. Male: If the infenile
woman was my wife 1would use surrogate• motherhood.

22. Female: If 1were the infenile woman 1would SO 0 NI? A SA
want a memher of my famjly to he a surrogate
mother. Male: If the infenile woman was my
wife 1would wanta memherofmv wife's famjly
to he a surrogate mother.

.,~ Female: If! were the imèrtile woman 1would SO 0 NI? A SA-.).

want a member ofmy huSband's family to he a
surrogate mother. Male: If the infenile woman
was my wife 1 would want a memher ofnu:
farniJy to he a surrogate mother.

24. Female: If! were the infenile woman 1 would SO D NI? A SA
want a close fdend to he a surrogate mother.
Male: If the infenile woman was my wife 1
would want a close fdend to he the surrogate
mother.

•
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25. Female: If1were the infertile woman 1wr,uld SO 0 NI? A SA
want a woman who is unrelated and unknoWD to
me to he the surrogate mother. Male: If the
infertile woman was my wife 1 would wan: a
wO'llan who is unrelaled and nnknoWD to me to
he a surrogate mother.

26. A child conceived in this way should have a right SO 0 NI? A SA
to know how shelhe "..as conceive.

27. If 1had a child using this procedure 1would tell SO 0 NI? A SA
my child how helshe was conceived.

28. The surrogate mother should have the right to SO 0 NI? A SA
change her mind.

2~. A child conceived in this way when old enough SO 0 NI? A SA
should have access to information in order to find
out who hertris biological mother is.

30. 1f you lWl:l: or stroDl:ly a;:ree with question 29, at what age would the child he

• old enough? __

31. What are your tbougbts and reaetions to surrogate motberbood as a way
to bring a ebild into your life? Attach a separate sheet ofpaper ifyou run out
ofroom.

•



• Case 4: Adoption

After a number of years of trying to have a child a couple decides 10 adopl.

Please Tt.'Spond 10 each question with:

Strongly Dis:lgree - SD
Disagree - D
NeutrallUnsure - NI?
Agree-A,
Strongly Agree - SA
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-., If 1were in this situation 1would adopt a child. SO 0 NI? A SA.:>-.

-- If! were interested in adopting a child 1would SO 0 NI? A SA.:>.:>.

want a c10Sed adoption where 1would have no
contact with the birth mother and father before.
during or after the adoption.

34. If 1were interested in adopting a child 1would SO 0 NI? A SA

• want an open adQPlj"D where 1could mect the
birth mother and/or father prior to the adoption
and continue to have eùntact with them following
the adoption.

35. Male: If! were interested in adopting a child 1 SO 0 NI? A SA
would want the birth mother and/or father to be a
memberofmy famjly. Female: Ifl were
interested in adopting a child 1would want the
birth mother and/or father to be a member of IIIY
busband·S famUy.

36. Male: If! were interested in adopting a child 1 SO 0 NI? A SA
would want the birth mother and/or father to be a
member of my wjfe's family. Female: If! were
interested in adopting a child 1 would want the
birth mother and/or father to be a member ofIIIY
family.

•
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37. Male: If 1were interested in adopting a ehild 1 SO 0 NI? A SA
would want the binh mother and/or father to he a
close mend. Female: IfI were interested in
adopting a ehild 1would want the binh mother
and/or father to he a close friend.

38. An adopted ehild when old enough should have SO 0 NI? A SA
access to information in order to find out who
herlhis binh parents are.

39. Ifyou~ or strone\y aeree with question 38. al what age would the ehild he
old enough? __

40. What are your thoughts and reactioDS to adoption as a way to bring a
child into your Iife? Attaeh a separate sheet ofpaper ifyou run out ofroom.
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Part Il: Reproductive Alternatives and i.n·ing Cbild-Free

41. Do you feel (have you ever felt) pressure to have children?

1. Yes 2. No 3. Unsure

42. Ifm. what fonn does this pressure take? Describe the pressure to have children.

43. Have you ever considered pursuing any ofthese reproductive alternatives?

1. Donor Insemination
1. Yes 2. No 3. Unsure 4. Not Applicable

2. In-Vitro Fertilization
1. Yes 2. No 3. Unsure 4. Not Applicable• 3. Surrogaey
1. Yes 2. No 3. Unsure 4. Not Applicable

4. Adoption
1. Yes 2. No 3. Unsure 4. Not Applicable

S. Living Child-Free by Choice
1. Yes 2.No 3. Unsure 4. Not Applicable

6. Other (please specify)

44. Ifyou have considered any ofthese reproductive alternatives what was the outcome?
Attaeh a separate sheet ofpaper ifyou run out ofroom.

•
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45. People who are eonsidering their reproductive alternatives often tell others.
A. Identify by relatjoosbill up to 3 family members you have lold. (eg: brother, sister)

1.
2.
3.

B. Identify up 10 3 people from your social network you have told. (slo not include family,
cg: menci, colleague)

1.
2.
3.

C.ldentify up to 3 professionals you have lold. (eg: doclor, eounsellor, c1ergy)

1.
2.
3.

46. People who are considering their reproductive allernatives often receive support from
others.

A. Identify by relatiQosbill up 10 3 farnily members who have becn supportive. (eg:
brother, sister)

1.
2.
3.

B. Identify up to 3 people from your soeïal network who have been supportive. (do Dot
include family, eg: menci, colleague)

I.
2.
3.
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C. Identify up to 3 professionais who have been supportive. (eg: doctor. counsellor.
cIergy)

I.
2.

47. How do you feel about making a decision to live child-free?

48. Is there a point at which you would feel you have done enough to bring a child into
your life?

:

..; . -

:.' .
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Part III: Demograpbie Information

49. 1a~: I. Fernale 2. Male

50. My age is : _

5I. Marital Status:
I. Married
2. Common-Law
3. Single With a Partner
4. Single Without a Partner
5. Separated
6. Divorced
7. Widowed
8. Other (please specify) _

52. If in a relationship, how long? _

53. Do you have children? I. Yes 2. No

54. If~ how many? _

55. Infertility Experience:

I. Yes, 1am infertile.
2. Yes, my partner is infertile.
3. No, 1have not experienced infertility.
4. Don't Know

56. If~, what is the nature ofyoulyour partner's infertility?

57. Ifeither youlyour partner have experienced infertility how long have you known?

105
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58. Do you feel adequately informed about these reproductive alternatives?

1. Donor Insemination
1. Yes 2. No

2. In-Vitro Fertilization
1. Yes 2. No

3. Surrogate Motherhood
1. Yes 2. No

4. Adoption
1. Yes 2. No

5. Living Child-Free
1. Yes 2. No

3. Unsure

3. Unsure

3. Unsure

3. Unsure

3. Unsure

•

•

59. What is the reason you are considering a reproductive alternative?

1. Infertility
2. Sexual Orientation
3. Single Status
4. Sexual Abstinence
5. Other (please specify) _

60. How would you describe your ethnicity? _

61. Years ofsecondary education: _

62. What level offormai education have you completed?

1. K through Grade 13
2. College or Technica\ Program
3. CEGEP
4. Undergraduate Degree
5. Masters Degree
6. PhD. Degree
7. Post-Doctoral Degree
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63. Into which range does your annuai incorne faH?

I.less than $14.999
2. $15.000 - $29.999
3. $30.000 - $44.999
4. $45.000 - $59.999
5. $60.000 - $74.999
6. $75.000 or more

64. Religion:

1. Catholic
2. Jewish
3. Protestant
4. None
5. Other (please specifY) _

Thank you for cornpleting this survey. Please enclose any comments you may have.
Please retum the survey to:

Ms. Dianne Ross
cio School ofSocial Work
McGill University
3506 University Street
Montreal. Quebec H3A 2A7

107
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Appendix B: Survey Co,'er Lener

March 7.1995

Heno!

My name is Dianne Ross. and 1am a graduate student with the School of Social Work at
McGill University in Montreal. Quebec. At present 1am doing research on new
reproductive technologies. and 1wish to develop a bener understanding of the anitudes of
individuals and couples towards a range of reproductive alternatives.

1am aware that any de.. :sion you make regarding reproduction is complex and difficult.
For this reason. it is very important that research be donc 50 that a fun and accurate
picture ofthe attitudes ofpeople who are considering different reproductive alternatives
can be developed.

The enclosed Reproductive Alternatives Attitude Survey(s) win take about 30 minutes to
complete. For jodjvjduals, please fin out one survey and retum il. For CQU;l!es. please
fin out the surveys separately anJ retum them together. Please DO NOT discuss your
reactions to the survey with your partoer before it is completed. For your convenience, 1
have enclosed a starnped. self-addressed retum envelope. Please retum tbe survey(s)
by Mareb 31, 1995. An responses must be received by the end ofApril.

Please be assured that 1do not know your identity nor do 1have any way of leaming it.
To protec:t your privaey this mail-out has been done by Diane Anen at the Infertiiity
Awareness Assoeiation ofCanada (lAAC), Toronto Cbapter. In two weeks a fonow­
up lener win be sent to you from lAAC, Toronto. Vou win receive this lener regardJess
ofwhether you have retumed your survey(s). The intent of the second mailing is to
remind and encourage you to take the time to respond. An replies win be kept strictly
anonymous and confidential.
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For your interest. a summary of my findings ....ill he published in an lAAC newslettcr this
summer.

1hopc that you "";11 choose to participate in this study. 1am confident that your response
will give you a voice in the ongoing debate and discussion surrounding new reproductive
technologies and the range of reproductive alternatives available. If you would Iike more
information or have any comments or questions you may reach me at (514) 485-6419 in
Montreal. or via e-mail at<bhoi@musicb.mcgill.ca>.

Thank you in advance for your valuable input.

Sincerely.

Dianne Ross. B.S.W.
Registcrcd Social Worker
Master ofSocial Work Student

:
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Appendix C: Survey Follow-Up Lener

March 27.1995

Hello!

On March 7. 19951 sent you two Reproductive Alternatives Attitude Surveys. Ifyou
have already mai1ed your survey(s). 1thank you.

Ifnot. please take the time to complete the survey(s) as soon as possible.

Your response to this survey is very imponant because it will hclp in the development of
a full and accurate picture ofattitudes towards a range of reproductive alternatives.

The Reproductive Alternatives Attitude Survey will take about 30 minutes to complcte.
For jndjyjduals. please fill out only one survey and return it. For couple:;. please fill out
the surveys separately and return them together. Please DO NOT discuss your reactions
to the survey with your partner before it is completed. For your convenience. please use
the starnped. self-addressed return envelope included with the surveys.

Please return the survey(s) by April 15, 1995. All responses must be received by the
end ofApril. As 1indicated in my first letter. all responses are confidential and your
anonymity is assured.

Ifyou tequire more information or have any questions you may reach me at (514) 485­
6419 in Montreal. or via e-mail at<bhoi@musicb.mcgiIl.ca>. Ifyou have misplaced
your survey(s) do not hesitate to cali me for another copy.
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1hopc that you will take the time to participate in this study. 1am confident that your
response wiIl give you a voice in the ongoing debate and discussion surrounding new
reproductive technologies and the range ofreproductive alternatives available.

Thank you in advance for your valuable input.

Sincercly.

Dianne Ross, B.S.W.
Registercd Social Worker
Master ofSocial Work Student

111
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Appendix D: Development ofthe Reproducti,'e Alternati,'es A"itude Sun'e)'

1. Case Vignettes

The modifications made to Section 1 of the surve)' were as follows: First. Case 1

and 2. deseribing Dl and IVF were included with some ehanges to the wording in cach of

the vignettes. For example. the original Case I rcad. -After some medical tests were

done. it was discovered that. becausc of medical problems. he is unabIe to father his own

chiIdren.- This sentence was changed to. "After some medicai tests. he is diagnosed as

infertile and is therefore unabIe to impregnate his \Vife.-

Second. Case 3 on fetai reduction; Case 4 on fertiIized embryos; and Case 5 on

gestational surrogac)' for convenience. from the original survey. were not included in this

survey. Instead. new vignettes were developed. Case 3 outlines some ofthe issues

surrounding pre-conception agreements. Case 4 considers a few of the issues

surrounding adoption.

Third, a number ofthe questions in the original survey were changed so that the

gender ofthe survey participant and her/his reIationship to the potential donor was made

cIearer. For e:wnple, the original survey rcad, "Wouid you donate. or ifyou are a

woman encourage a famiIy member (e.g., your husband, another brother) to donate,

sperm for this purpose IF TInS INFERTILE MAN WAS YOUR BROTHER?" This

112
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question was changcd to read. ""Male: If 1were the infertile man 1would want a member

of m" famj!v to donate sperm. Female: If the infertile man was my husband [ would

want a member ofmv husband's famj!v to donate sperm:'

Fourth. this survey. unlike the original survey. did not include the questions that

asked whether a sperm or egg donor should have any legal rights or responsibilities for

the resulting child. or whether there should be laws preventing a procedure from being

done for peoplc who choose to participate.

Firth. new questions \Vere developed for each case which asked whether the

respondent would consider using the procedure in question and at what age (ifever)

would the child be old enough to be informed about herlhis biological origin.

Sixth. in order to compare participant responses, the sarne questions were asked

for each vignettes, There were a few exceptions. [n Case 3 the question "The surrogate

mother should have the right to change her mind" was added.'s ln Case 4 the questions

"A child conceived in this way should have a right to know how helshe was conceived."

lS Since the writing and administration ofthis survey 1have reconsidered the
appropriateness ofthe use ofthe term surrogate mother. Mer further reading, 1believe
that the term "contraetual pregnancy" more effectively conveys the dynamics ofthis
arrangement without beingjudgemental or degrading to the women who bas agreed to
carry the child to term. At the sarne time. "surrogate mother" appears in the survey.
Therefore. this term will he used throughout this diseussion section in order to maintain
consistency and avoid confusion. In section m. Findings the term contraetual pregnancy
is used.
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and --lfI had a child using this procedure 1would tell my chiId how she'he was

conceived- were not included.16

Finally_ the questions that measure attitudes towards living child frec were

developed specifically for this SUl"Vey.

2. Psychosocial Issues

Section 2 ofthe Reproductive Alternatives Attitude Surveyassessed a number of

the psychosocial aspects ofexperiencing infertility. The questions asked in this section

included: Do you feel pressure to have children? ifyes please desc:ribc:: Which

reproductive alternatives have you considered pursuing?: What was the outc:ome?: Who

have you told you are considering a reproductive alternative?: Who have you reccivcd

support from while going through this proccss?; How do you fcel about living child frec?:

and, Is there a point at which you wouid feel you have donc cnough to bring a child inta

your life?

16 This oversight is discusscd in greater detaiI in section IV Discussion: Limitations of
the Study_
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Demograpbie Information

Section 3 ofthe Reproductive Alter1Ullives Altitude Survey requested demographic

•

•

infonnation from the respondent.

:

,~,

,~"._, ;..(,'-,--




