
CHAPTER I 

INTRODUCTION 

Statement of the Problem 

 The majority of people entering into marriage expect to someday have biological 

children.  The eventual conception of children is not viewed by most couples as a question of if, 

but when.  For some, the attempt to conceive a child will be an immediate goal, while for others, 

they will choose to delay childbearing until educational pursuits and career aspirations are met.  

Regardless of timing, however, approximately one in five (20%) couples will experience 

infertility – or the inability of a couple to conceive or carry to live birth a pregnancy after one 

year of regular sexual relations without the use of contraceptives (Merck Manual of Medical 

Information, 1997).          

An estimated 5.3 million couples are diagnosed with infertility, representing an increase 

of 10% over the last 30 years (Ulbrich, Coyle, & Llabre, 1990).  This increase has been 

attributed to several factors including the use of birth control, delayed child bearing, and the 

increased prevalence of sexually transmitted diseases which affect fertility (McDaniel, 

Hepworth, & Doherty, 1992).  Approximately 75% of couples diagnosed with infertility will 

seek some type of treatment (Sadler & Syrop, 1998).  Of those who seek medical treatment, it is 

estimated that 50 to 60% will eventually conceive, compared to only 5% who would conceive if 

they did not seek medical interventions (Andrews, Abbey, & Halman, 1991).   

It is commonly believed that infertility is most likely attributed to females.  However, 

prevalence rates show that 40% of infertility is primarily attributable to female factors (e.g., tubal 

factors, endometriosis), 40% is attributable to male factors (e.g., low sperm count, impotence), 

and the remaining 20% is attributable to an interaction between the two partners (Robinson & 
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Steward, 1996; Wright, Allard, Lecours, & Sabourin, 1989).  Of the 20% related to interactional 

factors, 5-10% is not attributable to either partner.  This type of infertility is referred to as 

“normal” “idiopathic” or “unexplained” infertility.  Medical professionals also distinguish 

between primary infertility and secondary infertility, with primary infertility referring to those 

who have never had a biological child, and secondary infertility referring to people with one or 

more biological children, but who are currently unable to conceive.   

As recently as 25 years ago, it was believed that emotional factors caused 40% - 50% of 

infertility cases (Seibel & Taymor, 1982).  Infertile couples were believed to possess certain 

personality traits that resulted in their inability to conceive.  However, more recently, studies 

have shown that only 5% of infertility cases can be related to psychological factors (Seibel & 

Taymor, 1982).  Thus, researchers have been forced to re-examine their hypotheses and theories 

regarding infertility (Greil, 1997).  Studies examining the psychological consequences of 

infertility have shown that infertility leads to emotional distress such as depression, anxiety, 

guilt, social isolation, and decreased self-esteem in both men and women (Abbey, Andrews, & 

Halman, 1991; Connolly, Edelmann, Cooke, & Robson, 1992; Greil, 1997; Grover, Gannon, 

Sherr, & Abel, 1996; Myers, 1990; Sadler & Syrop, 1998).   

Couples commonly report encountering a number of stressors associated with the medical 

diagnosis of infertility.  These stressors can include, but are not limited to, stress related to their 

sexual functioning, stress related to the endurance and quality of their relationship, and stress 

related to changes in their social and family networks (Newton, Sherrard, & Glavac, 1999).  The 

severity and frequency of these stressors can contribute to negative outcomes such as 

psychological distress or marital dissatisfaction.  In an attempt to curb the potential negative 

consequences of excessive infertility stress, individuals and couples often use a number of 
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coping strategies in an effort to manage the amount of stress they experience.  Several studies 

aimed at understanding the relationship between infertility, coping, distress and adjustment have 

shown that some coping strategies are effective in decreasing infertility stress, while others prove 

to be ineffective (Berghuis & Stanton, in press; Edelman, Connolly, & Bartlett, 1994; Stanton, 

Tennen, Affleck, & Mendola, 1992).   

Although a significant number of studies have been conducted examining the relationship 

between infertility and stress and coping, gaps still exist in the literature as a whole.  For 

example, although researchers have examined the impact of coping with infertility on 

psychological and marital adjustment, few studies have examined the relationship between 

coping and infertility stress (e.g., sexual, relationship, and social stress).  In addition, relatively 

few studies have examined the coping processes of couples and how they relate to individual 

outcomes of distress and adjustment.  Thus, additional studies are needed to address both of 

these limitations in the infertility literature.   This study explored the individual and dyadic 

nature of the coping experience by examining the link between coping, infertility stress, marital 

adjustment, and depression in infertile men and women.       

 
Theoretical Framework 

Stress and Coping Theoretical Framework 

Studies examining infertility, stress and coping are commonly guided by Lazarus and 

Folkman’s (1984) stress and coping theoretical perspective.  According to this theory, stress 

occurs as a person perceives events in his or her environment that “tax or exceed his or her 

resources and endanger his or her well-being” (p. 19).  Encounters with stressful events are 

commonly accompanied by coping strategies, which are defined as “cognitive and behavioral 
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efforts to manage specific external and/or internal demands” related to the stressor one is 

experiencing (p. 141).   

Folkman and Lazarus (1986) note three key theoretical considerations when examining 

coping.  First, coping is process oriented meaning that “it focuses on what the person thinks and 

does in a specific stressful encounter” (p. 993).  Second, coping is viewed as contextual.     

According to this view, coping is situation specific.  For example, one type of coping strategy 

may be highly effective and promote positive outcomes for one stressor, while the same strategy 

could result in negative outcomes when used to cope with a different stressor.  And third, no a 

priori assumptions are made regarding effective or ineffective coping strategies.  Rather, coping 

is defined simply as a person’s efforts to “manage demand” and the success or failure of the 

coping can only be determined by an evaluation of the outcome as opposed to a theoretical 

prediction (p. 993).   

Lazarus and Folkman have identified a variety of coping categories through the use of 

The Ways of Coping Questionnaire (see attachment 2).  By analyzing responses to this 

questionnaire using factor analysis, they identified eight specific coping categories (i.e., 

confrontive coping, distancing, self-controlling, seeking social support, accepting responsibility, 

escape/avoidance, planful problem-solving, and positive reappraisal), in addition to two more 

general categories – problem-focused and emotion-focused coping.  Problem-focused coping is 

“directed at defining the problem, generating alternative solutions, weighing the alternatives in 

terms of their cost and benefit, choosing among them, and acting” (p. 152).  When applied to the 

stress of infertility, problem-focused coping techniques may be seen as couples consult medical 

professionals, seek alternatives in the form of treatments, weigh alternatives with regard to the 

cost and potential benefit, and act on these problem-focused techniques.  Since data were 
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collected for this study by participants seeking advanced infertility treatments, they have already 

used a variety of problem-focused coping methods since attempting to change the situation is 

indicative of a problem-focused coping strategy.   

Emotion-focused coping is defined as “processes directed at lessening emotional distress 

and includes strategies such as avoidance, minimization, distancing, selective attention, positive 

comparisons, and wrestling positive value from negative events” (Lazarus & Folkman, 1984, p. 

150).  People may engage in emotion-focused coping to “maintain hope and optimism, to deny 

both fact and implication, to refuse to acknowledge the worst, [and] to act as if what happened 

did not matter” (p. 151).  Emotion-focused coping can include reappraisals of the situation which 

alter and change the meaning of the stressor, or it may be used in an escape/avoidance form that 

is “designed to make life more bearable by avoiding realities which might prove to be 

overwhelming if directly confronted” (p. 154).    

The effectiveness of emotion-focused coping strategies have been studied in the 

infertility and coping literature (Stanton, 1991; Stanton, et al., 1992; Levin, Sher, & Theodos, 

1997).  Interestingly, some emotion-focused coping strategies are effective in reducing distress, 

while others promote increases in distress.  For example, escape/avoidance coping contains an 

emotion-focused component (e.g., wished that the situation would go away or be over with), and 

is consistently linked with increased distress in infertile populations (Stanton, 1991; Stanton, et 

al., 1992).  On the other hand, positive reappraisal, which is also a form of emotion-focused 

coping, has been shown to decrease distress in infertile men and women.  This form of coping 

promotes the creation of positive meaning from stressful situations (Stanton, 1991).  Because of 

these dichotomous results related to emotion-focused coping, it is difficult to analyze data by 

grouping all forms of emotion-focused coping together (e.g., varying forms of emotion-focused 
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coping can be negatively correlated) (A.L. Stanton, personal communication, February 25, 

2002).  Because of this, a more effective approach may be to examine the relationship between 

the various forms of emotion-focused coping as opposed to studying them as a set/group.   

The idea that coping is not viewed as adaptive or maladaptive, but rather situation 

specific, had direct implications for this study.  Stanton (1991) noted that problem-focused 

coping is often an effective coping strategy, but may be limited when used in situations beyond a 

person’s control.  Similarly, she notes that avoidance may be an effective coping approach in 

situations that are short-term.  Coping with infertility may call for varying coping strategies.  For 

example, since problem-focused approaches may be more effective in stressful situations that are 

chronic and controllable, they may prove effective only to a degree when coping with infertility.  

While infertility can be chronic, couples have limited control over the eventual outcome (e.g., 

they may choose all the available treatment options, but still be faced with the infertility).  

Because of this, problem-focused coping may be ineffective if treatment attempts are repeatedly 

met with failure.  On the other hand, emotion-focused coping in the form of escape/avoidance 

may promote unhealthy adaptation as infertility is rarely short-term and the problem is unlikely 

to be solved without some type of action by the individual or couple.  Thus, consistent with 

Lazarus and Folkman’s assumptions regarding their framework, both problem-focused strategies 

and emotion-focused strategies may be ineffective in coping with infertility stress.  Conversely, 

both types of coping may also promote positive outcomes.  The purpose of this study was to 

discover how coping is related to stress, marital adjustment and depression in infertile men and 

women. 
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Family Systems Theory 

This study was also be guided in part by the theoretical framework of family systems 

theory.  Family systems theory was based in part on the concept of general system theory 

proposed by Ludwig von Bertalanffy (1968).  Bertalanffy, a prominent biologist, believed that, 

“[every] organism is a system, that is, a dynamic order of parts and processes standing in mutual 

interaction” (p. 208).  Bertalanffy further proposed that “every system was part of a subsystem of 

larger systems” and that science had “become reductionistic in its tendency to analyze 

phenomena by dissecting whole systems and studying their parts in isolation” (Nichols & 

Schwartz, 1998, p. 113).  This concept promoted the idea that by studying the individual parts of 

a system in isolation, the influence of the larger system is denied, thereby limiting the 

understanding of the greater context which influences the individual parts being studied.   

The founders of family therapy developed the concept of family systems theory based on 

the ideas of Bertalanffy’s general system theory.  They extrapolated the ideas Bertalanffy 

proposed for scientific phenomenon and applied them to human beings, believing that 

individuals were best understood within the context of their family system as opposed to being 

studied alone.  Contrary to many of the theories in psychology, systems theory focuses less on 

the individual characteristics of members of a family and more on the interactional aspects of 

family members and marital partners.  Behaviors are understood by examining the processes that 

occur between people as opposed to processes which take place solely within the individual.   

Because the experience of infertility is a shared problem between the members of a 

couple, it is a phenomenon well suited to be studied using a family systems perspective.  In a 

longitudinal study on the effects of infertility on the marital relationship, Daniluk (1988) noted 

that the majority of participants in the study preferred to view infertility as a couples’ problem 
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and not a problem of an individual.  Ulbrich et al. (1990) believed that, “since it is the couple that 

experiences involuntary childlessness, the infertility of one spouse will affect the other member 

of the couple in an interpersonal way” (p. 148).  They also favored a “systemic perspective” 

when examining the issue of infertility and marital adjustment as they viewed the couple as an 

“interactive unit” (p.157).  Andrews et al. (1991) empirically supported the use of family systems 

theory by successfully testing their hypothesis that in infertile couples, each spouse’s perception 

of their quality of life influenced the quality of life of the other.  And Peterson, Newton, and 

Rosen (in press) provided further support for using a systems approach to understand infertility 

by showing that infertile men and women’s levels of marital satisfaction and depression were 

directly related to their partners perceptions of infertility stress.   

According to family systems theory, stress-related outcomes of each partner will likely be 

impacted by each other’s coping processes.  For example, one partner may cope using 

escape/avoidance coping techniques in an effort to minimize emotional pain and reduce 

infertility stress.  This coping style may be beneficial to the individual, but may prove costly to 

the couple relationship as his or her partner may feel a sense of withdrawal from the relationship 

or denial of the problems they face together (Beaurepaire, Jones, Thiering, Sanders, & Tennant, 

1994).  While the partner using escape/avoidance may experience a decreased levels of infertility 

stress, his or her partner may actually experience increased stress because of the partner’s coping 

process.  Beaurepaire et al. (1994) called for additional studies considering the marital and social 

context in which adjustment to infertility occurs.  This study attempted to address this need by 

examining the coping processes of couples in addition to studying individual outcomes related to 

coping.      
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Rationale / Significance of the Study 

Overview of Previous Research 

Over the past two decades, researchers have developed a greater understanding of the 

relationship between infertility and psychological distress.  During this time, over 100 

quantitative studies and 26 qualitative studies have been published on this topic (Greil, 1997).  

Findings from these studies consistently indicate that infertility is associated with increased 

psychological distress for both men and women (Abbey et al., 1991; Daniluk, 1997; Grover et 

al., 1996; Myers, 1990; Sadler & Syrop, 1998).   

Because the link between infertility and distress has been so clearly established, a variety 

of additional studies have been conducted examining the effect of coping strategies used by 

infertile men and women to reduce the level of distress they experience (Beaurepaire et al., 1994; 

Berghuis & Stanton, in press; Levin et al., 1997; Litt, Tennen, Affleck & Klock, 1992; Stanton, 

1991; Stanton et al., 1992).  Consistent with Lazarus & Folkman’s stress and coping framework, 

these studies examined the idea that coping with stress may “promote or hinder positive 

adjustment to infertility” (Stanton, 1991, p. 89).  Results from these studies consistently support 

this hypothesis showing that coping with infertility can effectively decrease or increase the level 

of stress one is experiencing, depending on the type of coping strategy used.  For example, the 

coping strategy of escape/avoidance (e.g., wished the situation would somehow go away or be 

over with; avoided being with people in general; refused to believe that it happened) has 

consistently been linked with increases in psychological distress in both men and women 

(Stanton, 1991; Stanton, et al., 1992; Litt et al., 1992).  Similarly, confrontive coping (e.g., I 

expressed anger to the person who caused the problem), self-controlling coping, (e.g., I tried to 

keep my feelings from interfering with other things too much), and accepting responsibility (e.g., 
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criticized or lectured myself, realized I brought the problem on myself) have also been associated 

with increased distress (Levin et al., 1997).  On the other hand, coping strategies such as planful 

problem solving (e.g., I made a plan of action and followed it), seeking social support (e.g., 

talked to someone who could do something concrete about the problem), and positive reappraisal 

strategies (e.g., changed or grew as a person in a good way; rediscovered what is important in my 

life) have been associated with decreased levels of distress (Levin et al., 1997; Stanton, 1991; 

Stanton, et al., 1992).   

In addition to examining individual coping, several studies have specifically looked at 

couple’s coping processes to assess their impact on infertile men and women (Berghuis & 

Stanton, in press; Levin, Sher, & Theodos, 1997; Stanton, 1991; Stanton, et al., 1992).  These 

studies are unique in that they study the couple as the unit of analysis and seek to determine if 

the distress and adjustment of men and women is related to each other’s coping strategies.  Such 

studies are valuable to the literature base because they add to a missing element in the research, 

namely how dyadic coping processes are related to individual outcome variables in infertile men 

and women.     

This type of research is not unique to the infertility literature.  Bar-On and Dreman 

(1987) studied the impact of spousal agreement on the short-term and long-term rehabilitation of 

male patients following cardiac arrest.  They discovered a relationship between the agreement of 

spouses regarding the causes of the heart attack and the length of recovery (e.g., short-term vs. 

long term), and found a patient’s maladaptive coping response may be positively impacted by his 

or her spouse’s more adaptive coping responses.  And Dahlquist et al. (1993) examined the 

coping of couples whose child has recently been diagnosed with cancer finding that greater 

discrepancies between parent’s anxiety levels were related to greater levels of marital distress.  

 10



In the infertility literature, only a handful of studies have examined the impact of dyadic 

coping processes and its relationship to distress and adjustment in infertile men and women 

(Beaurepaire at al., 1994; Berghuis & Stanton, in press; Levin at al., 1997; Peterson, et al., in 

press; Stanton, 1991; Stanton et al., 1992).  Findings from these studies have shown that 

relationships exist between the dyadic coping styles of partners and each partner’s individual 

adaptive responses.  However, these interaction effects are typically only found in a small 

number of coping processes.  Stanton (1991) found that wives who seek social support have 

partners who report lower levels of psychological distress.  In a second study examining this 

issue, Stanton found that wives who use more self-controlling coping strategies have partners 

with higher levels of distress (Stanton, 1992).  And Beaurepaire et al. (1994) suggested that men 

who coped with infertility by suppressing their anger and anxiety could increase the stress of 

their partners as “both the husband and wife might experience an increasing sense of isolation 

and lack of support for each other” (p. 237).   

Levin et al. (1997) conducted a study examining the effect of intracouple coping on 

psychological and marital distress in infertility patients.  Their study provided a great deal of 

support for the idea that couples’ coping processes are significantly related to individual 

outcomes of adjustment.  For example, they found that women who engaged in high levels of 

task-oriented coping and had spouses who engaged in high levels of task-oriented coping 

reported the highest levels of marital satisfaction among study participants.  Conversely, women 

who reported the least marital satisfaction used low-levels of task-oriented coping and also had 

partners who engaged in low-levels of task-oriented coping.  This study indicated the importance 

of examining the couple’s dyadic coping processes in addition to examining their individual 

coping and adjustment.   
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In an expansion of this idea, Berghuis and Stanton (in press) studied how partners’ 

coping processes were related to distress in infertile men and women.  They found support for 

the idea that the relation of one partner’s coping to adjustment varies as a function of the other 

partner’s coping.  The authors concluded that examining the individual impact of coping was not 

sufficient to account for adjustment.  Examining the impact of couple’s coping processes was 

necessary to understand the complexity of the relationship between coping and adjustment to 

infertility.       

Gender as a Moderating Variable  

 In prior research, gender differences and similarities in coping have been well 

documented.  Jordan and Revenson (1999) recently conducted a meta-analysis examining gender 

differences in coping with infertility noting that “despite [the] conceptualization of infertility as a 

couple-level stressor, wives and husbands may cope with the experience, label, and treatment of 

infertility in different ways” (p. 343).  Findings from their meta-analysis showed that women 

engage in seeking social support, escape/avoidance, and positive reappraisal more often than 

their husbands.  However, while differences were found in the use of coping between husbands 

and wives, the authors concluded that “there is more similarity than difference” as men and 

women failed to significantly differ on five of the eight coping scales (p. 353).  In a study outside 

of the infertility literature, Affleck, Tennen and Rowe (1990) studied the coping strategies of 

men and women who had a newborn child in an intensive care unit.  Consistent with the findings 

of the infertility and gender meta-analysis, they found that wives engaged in greater amounts of 

avoidance and used more social support when compared to their husbands.   

Due to strong support for the existence of some gender differences in coping, it was 

likely that these differences were present in this study.  Because of this, gender was examined as 
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a potential moderating variable when studying the impact of coping on infertility stress, marital 

adjustment, and depression.  When conducting regression analyses, the impact of gender was 

controlled for to assess if variance in the findings is due solely to gender, or if coping accounts 

for additional variance in the model once gender had been taken into account (see chapter 3 and 

tables 4-9 for a more in-depth explanation).     

Limitations in Prior Research 

While studies examining infertility, coping and distress have been critical in advancing 

the field’s knowledge base, they have been limited by a number of factors.  First, the majority of 

studies examining the coping strategies of infertile men and women rely on general measures of 

psychological distress (e.g., depression, anxiety) and marital adjustment as outcome variables.  

Very few studies use infertility-specific measures that capture the complexity of stress directly 

related to the infertility experience (Newton et al., 1999).  Second, past research efforts 

examining infertility, coping, and distress have overemphasized the role of women in the 

infertility experience.  And third, the majority of studies have focused primarily on individual 

responses to infertility as opposed to studying the dyadic interactions between partners (Greil, 

1997).   

The study attempted to address these limitations.  First, this study coupled general 

measures of coping, distress and adjustment with a measure of infertility stress (i.e., The Fertility 

Problem Inventory, FPI, see attachment 3).  By using a measure of infertility stress, the 

relationship between coping strategies and specific types of infertility stress (e.g., sexual stress, 

relationship stress, family and social stress) was examined.  Furthermore, this study emphasized 

the infertility experiences of both men and women.  Study participants included both husbands 

and wives who independently completed each of the study’s data collection instruments.  And, 
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finally, this study examined the individual and dyadic coping strategies of infertile couples.  By 

examining both individual and interactional coping processes, a more thorough picture of the 

relationship between coping, stress, adjustment, and depression was obtained.     

Purpose of the Study 

The purpose of this study was to explore the individual and dyadic nature of the coping 

experience by examining the link between coping, infertility stress, marital adjustment, and 

depression in infertile men and women.  The study included a measure of infertility stress that 

men and women are likely to experience.  In addition, the study examined both individual and 

dyadic coping strategies of both men and women using a large sample of infertility patients 

seeking treatment.  The impact of individual coping was assessed, as was the impact of partner 

coping processes on each member of the couple.   

 
Research Questions 

This study attempted to answer the following research questions: 

 1) How are the coping strategies used by men and women in infertile couples related to 

their infertility-specific stress, marital adjustment, and depression?  Does gender moderate this 

relationship?  

 2) To what extent are the intra-couple coping styles of infertile couples related to 

husbands’ and wives’ reports of  infertility stress, martial adjustment, and depression?  
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CHAPTER II 

LITERATURE REVIEW 

Introduction 

The earliest published research examining the link between psychological distress and 

infertility began in the 1950’s.  Because no methods were available to determine the causes of 

infertility, theorists linked the diagnosis of infertility with psychoanalytic explanations.  

Emotional frigidity and emotional disturbances were thought to cause infertility (Labandiabar, 

1959; Kostic, 1960, as cited in Seibel & Taymor, 1982).  Eisner (1963) believed that a Rorschach 

test revealed psychological maladjustment in infertile females.  Other researchers at this time 

also believed that infertility was caused by psychosexual maladjustment (Dawkins & Taylor, 

1961; Sandler, 1959, as cited in Seibel and Taymor, 1982).  Studies examining this hypothesis 

continued into the 1970’s.  Mai and Rump (1972) studied whether infertile men and women were 

neurotic.  And Mozley (1976, as cited in Seibel and Taymor, 1982) proposed that infertility 

could be caused by unconscious motivations on the part of the infertile individual and “could be 

considered a defense against dangers inherent in the reproductive functioning” (p. 137).   

These studies formed the basis of the psychogenic hypothesis which proposed that 

infertility was caused by the psychological and personality characteristics of men and women.  

Researchers continued to adhere to this theory until the mid 1980s.  However, as infertility 

increased in its prevalence and more research was conducted, it was found that the most carefully 

designed studies revealed no differences between the personality traits of infertile men and 

women compared to fertile men women, and where differences were found, it was impossible to 

link the cause of the difference to infertility (Greil, 1997).   
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These early studies contributed to a false impression that infertile men and women were 

responsible for their own infertility because of their psychological attitudes and personality 

characteristics.  However, research advocating the psychogenic hypothesis was limited by 

several factors including “failure to use systematic measures combined with an over-reliance on 

clinical impression, . . . a virtually exclusive focus on female’s infertility, and assumptions of the 

direction of causality without any clear evidence” (Greil, 1997, p. 1680).  Seibel and Taymor 

(1982) were among the first to report that advances in neuroendocrinology and other medical 

technologies revealed that only approximately 5% of the time emotional factors were directly 

related to the cause of infertility.  In relation to the psychogenic hypothesis, they commented, 

“although many authors have noted increased psychological problems among infertile couples, 

few have provided evidence that these problems were a cause of infertility rather than the result 

of it” (p. 144).  

 In 1989, Wright and colleagues reported that only 30 controlled studies had been 

conducted examining the link between psychological distress and infertility.  However, since the 

mid 1980’s, there has been a significant increase in the amount of research addressing this issue.  

Greil (1997) conducted a review of the infertility literature and reported that over the past twenty 

years a minimum of 94 quantitative articles and 26 qualitative articles have been published 

examining psychological distress and infertility.  These studies have examined personality 

characteristics of infertile and non-infertile men and women, levels of psychological distress in 

infertile couples, reports of marital adjustment in infertile couples, and the relationship between 

coping, distress, and adjustment in infertile men and women.  Although these studies are not 

without their limitations, namely the use of convenience samples and an overemphasis on 
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women, they have provided a rich theoretical base from which to study the link between 

infertility and psychological distress.   

The following review summarizes studies related to each of these factors.  First, the 

relationship between infertility and psychological distress is examined.  Gender differences 

related to distress are discussed, as is the specific link between infertility and depression.  

Second, the impact of infertility on a couple’s marital adjustment is reviewed.  Third, studies 

examining the relationship between coping and infertility are discussed.  And finally, research 

which studies the couple as the unit of analysis is examined.    

 
Infertility and Psychological Distress 

As stated earlier, research studies over the past 15 years have increased our knowledge of 

the relationship between infertility and psychological distress.  Studies consistently find that 

infertile men and women report greater amounts of psychological distress than men and women 

in the general population (Wright, et al., 1991).  In addition, women in infertile couples 

experience greater amounts of distress when compared to men (Abbey et al., 1991).   

Psychological Distress and Gender 

When reviewing studies related to psychological distress and infertility, it becomes clear 

that gender differences exist.  This section will outline findings related to psychological distress 

by specifically examining the responses of women and men.  It will explore how men and 

women differ in their reactions to infertility, as well as differences related to their overall 

distress.  

Psychological Distress and Women Experiencing Infertility 

 Studies examining psychological distress and infertility have focused more on women 

than they have on men.  This is most likely because infertile women consistently experience 
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greater psychological distress, lower self-esteem, and higher levels of depression when compared 

to infertile men (Daniluk, 1997; Wright, et al, 1991).  Infertility appears to be much more 

distressing in the lives of women when compared to men.  Freeman, Boxer, Rickels, Tureck, and 

Mastroianni (1985) reported that while 50% percent of women consider infertility the most 

distressing experience of their lives, only 15% of men answered similarly. 

 Several studies have been conducted examining the psychological profiles of infertile 

women compared to fertile women.  Results have often been varied; however, there is consensus 

that negative factors such as depression, loss of self-esteem, and grief are all commonly 

experienced by infertile women.  Connolly and Cooke (1987) reported that women in infertile 

couples were more prone to anxiety, more introverted, and more likely to experience feelings of 

guilt than women in fertile couples. 

 Qualitative reports often describe women’s reactions to infertility as severe and far 

reaching.  For example, a woman interviewed by Daniluk (1997) commented:   

Infertility challenges everything. . . . Your beliefs about yourself, about 

what's important, about marriage, about what is fair and just, about God.  

Being infertile makes you question the purpose of marriage and of life. . .  

nothing is left unaffected by this experience. . .  it changes you, subtly but 

profoundly. . . . I think that the biggest thing that we've had to work through 

as a couple and me as a person is just learning to live with it. . . . because it 

changes everything. . .  being infertile changes everything (p. 117).    

 Deveraux and Hammerman (1998) found that infertility is associated with a high degree 

of emotional strain for women throughout each day.  One woman stated:    
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The second I am up in the morning the thermometer is in my mouth, and I 

lay like a corpse fearful that the slightest movement, even a breath, will 

affect the temperature reading.  Of course, from there my mood goes up or 

down with the reading.  My life revolves around scheduled appointments to 

have sex, scheduled appointments with specialists, and contrived scheduled 

events designed to avoid bumping into anyone who might be happy.  Just 

the simple question “how are you?” makes my emotions well up with an 

intensity that scares me.  I am exhausted.  Everyday I face myself in the 

mirror and wonder how my life got so hard to deal with.  I wonder, too, how 

long I can keep up the façade that everything is fine, even though my life 

feels so empty.  I hate my obsession to get pregnant and yet it is genuinely 

all I care about.  And I hate to think of what my husband thinks of the mess 

he is married to.  I just have no idea what to do with myself (p. 62).   

Other women report feelings of extreme grief and disappointment resulting from 

infertility (Greil, Leitko, & Porter, 1988).   One woman commented: 

It was as if a part of me had died, a part of me was never going to be 

fulfilled.  Grieving to hold a baby.  A part of me felt like a major 

disappointment to everybody.  I think that was the hardest thing.  I felt like I 

had disappointed my husband, I disappointed my parents, I disappointed his 

parents, and I disappointed myself (p. 180). 

Downey and McKinney (1992) supported these qualitative reports using quantitative 

research methods.  They found that the majority of women in their study (n=118) reported 

negative changes in their psychological functioning after diagnosis.  Seventy-five percent of the 
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women reported noticeable changes in mood and over one-third reported decreased levels of 

self-esteem.  The researchers hypothesized that, over time, a proportion of women who do not 

conceive will experience psychiatric symptoms and/or depression directly related to their 

infertility.   

Researchers have speculated that perhaps one of the reasons infertility is so difficult for 

women is because of their biological makeup.  For approximately thirty years, the female body is 

in a continuous cycle of preparing itself for pregnancy through the monthly cycle of 

menstruation.  Thus “women are reminded on a monthly basis of their biological role in 

procreation” (Deveraux & Hammerman, 1998, p. 66).  However, as a woman attempts to 

conceive, the menstruation period serves as a monthly reminder of her failure to do so.  Women 

commonly report the highest levels of stress and depression with the onset of their menstrual 

cycle.  Women may experience greater emotional distress as their bodies not only remind them 

of their role in procreation, but also their failure to accomplish a biological goal.   

Women commonly attribute infertility to biological failure or past behaviors such as 

abortion or extramarital affairs, even when the couple received a male infertility diagnosis 

(Daniluk, 1997).  Robinson and Stewart (1996) found that in cases in which the cause of 

infertility is undetermined, women are more likely than men to attribute it to themselves.  

Women often perceive their inability to conceive as a direct reflection on their identity and their 

self-image, especially as competent, successful women (Daniluk, 1997).  

Psychological Distress and Men Experiencing Infertility 

Men’s emotional responses to infertility have been studied less than female’s emotional 

responses, which is a clear limitation in the infertility literature.  Daniluk (1997) reported that in 

the few studies that have been conducted, it has been shown that the news of infertility for the 
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couple is as distressing for the man as it is for the woman.  However, results vary across studies 

(Robinson & Stewart, 1996).  In a qualitative study of 22 men diagnosed with male infertility, 

Mason (1993, as cited in Daniluk, 1997) reported the men experienced feelings of guilt, shame, 

anger, isolation, loss, and personal failure.  Meyers (1990) reported that men diagnosed as 

infertile became reflective and withdrawn, obsessing about being defective and questioning their 

identity.  Connolly and Cook (1987) found that husbands reported lower levels of self-esteem 

because, “infertility and virility become intertwined for the infertile; a man who is unable to 

father a natural child may feel that others doubt his masculinity” (p. 56).  In a longitudinal study 

conducted with infertile men, Grover et al. (1995) reported that infertility was highly correlated 

with increased anxiety and distress, and that males were also likely to blame themselves for their 

fertility problems -- often feeling “less of a man” because of them (p. 31).   

 Seibel and Taymor (1982) estimated that up to 10% of infertility is directly related to, or 

has its origins in male impotence or other sexual dysfunction.  In addition, impotence is a 

common side effect of male infertility, further complicating the issue.  Using qualitative 

methods, Berger (1980, as cited in Daniluk, 1997) found that 63% of the males interviewed 

(n=16) experienced temporary impotence lasting one to three months.  Irvine and Cawood (1996) 

reported that since male infertility threatens the traditional male/father role, it often leaves males 

feelings sexually inadequate.  As a result, men may try to avoid such feelings by throwing 

themselves into their work or having extramarital affairs.      

 Men are often non-communicative in their response to the painful emotions associated 

with infertility.  As a result, women may not realize their husbands are experiencing these 

emotions.  Studies indicate that men are much less likely than women to confide in others 

regarding infertility (Daniluk, 1997).  In addition, men commonly feel helpless and unable to 
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cope with infertility because they view it as a problem they can’t solve.  This inability to rapidly 

solve the problem may add to their difficulty in discussing their feelings related to infertility.  In 

a qualitative study conducted by Daniluk (1997), one male respondent described his reactions to 

infertility in the following way:   

I did not want to seriously examine my feelings because I did not want to 

face the feelings of pain, sorrow, disappointment and inadequacy . .  and I 

did not want to hear my wife's feelings of pain and anger about my 

infertility. . .  a lot of it was not having the ability or the honesty to know 

what I was feeling (p. 108). 

Another respondent commented on his avoidance coping style because of his frustration related 

to infertility:    

If my wife was sobbing at night on one side of the bed, I would just turn 

over and not be any sort of comfort . . . I couldn’t really listen to her . . to 

what she was communicating and the feelings and emptiness . . .  my 

reaction was to be very silent, withdrawing, not wanting to talk about it 

because I couldn’t fix it (p. 107).  

The Influence of Culture on Gender  

 Several authors have reported that the influence of culture plays an enormous role in the 

differences that exist regarding men’s and women’s emotional responses to infertility (Abbey et 

al., 1997; Daniluk, 1997; Deveraux & Hammerman, 1998).  Parents, family tradition, social 

norms, and religion all play an important role in the transmission of values and gender roles to 

children.  According to theorists, the socialization of men and women greatly contributes to their 

differing reactions in response to infertility. 
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 Abbey et al. (1991) noted that differences in male and female responses to infertility may 

“reflect general gender differences in the ways in which men and women have been socialized” 

(p. 298).  Although both men and women are socialized in regards to parenthood, several authors 

speculate that this socialization process places more of an emphasis on the females role in 

motherhood as opposed to the male’s role in fatherhood.  Chodorow and Rich (as cited in 

Daniluk, 1997) noted that although both men and women believe that parenthood is a 

"developmental milestone" in their lives, society prescribes motherhood as the defining role for 

women in society.  Daniluk (1997) further stated that even though in our culture "more options 

are becoming available for women, motherhood is still the primary defining role for women in 

our society" (p. 112).  For women immersed in this cultural belief system, infertility is no longer 

a medical diagnosis, but a definition of themselves.  Thus, "the most debilitating effect of 

infertility is that is strikes at the very core of the female identity" (Williams, 1997, p. 11).   

   Although fatherhood is not as central to the male identity, males are not exempt from the 

influence of socialization.  The essence of masculinity as taught by society is a man's ability to 

demonstrate strength, virility, and potency.  However, the infertile man fails to demonstrate these 

characteristics.  As a result, male’s typically report feeling the loss of their identity as a man, a 

husband, and as a potential father.  In essence, they are faced with a potential loss of their 

manhood (Deveraux & Hammerman, 1998). Thus, infertility also attacks the core of the male 

identity, but in a slightly different way than it does for females. 

 Infertility places a barrier between the couples and their ability to fit into gender roles 

prescribed by their culture.  Women who are infertile have no ability to meet the cultural 

expectation of motherhood, and men who are infertile have no ability to demonstrate the 

culturally taught aspects of their manhood.  Not only has the couple lost their expectation and 
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hope of having a biological child, but they have also lost a part of their socialized identity.  Their 

identity, which they have formed over the course of their lives, is now in question.   

 In response to the direct attack on one's identity, men and women frequently experience a 

change in their interpersonal relationships and social interactions.  Daniluk (1997) found that 

many women’s social networks are dramatically changed when their friends make the transition 

to motherhood.  However, the loss of social relationships does not seem to be as great for men. 

Daniluk noted that even though several of a man’s friends may make the transition to fatherhood, 

his social interactions remain relatively unchanged.  This may be another reason infertility is 

more distressing for females than males.     

Depression and Infertility 

 While infertility is a highly stressful experience for men and women, the majority of 

infertile men and women do not report clinical levels of depression (Downey & McKinney, 

1992; Connolly et al., 1992).  Although reports of distress are a common consequence of 

infertility (Domar & Seibel, 1990; Domar, Broome, Zuttermeister, Seibel, & Friedman, 1992), 

the exact nature of this relationship between infertility and depression is not well understood 

(e.g., severity, directionality).   

 Domar et al. (1992) studied the prevalence rates and predictability of depression in 

infertile women.  Three hundred and seventy-six infertile women were recruited for the study 

from an infertility treatment center.  A control group of fertile women was obtained through 

patients from a hospital-based gynecological practice.  Participants were asked to complete two 

depression measures – the Center for Epidemiological Studies Depression Scale (CES-D) and the 

Beck Depression Inventory (BDI).  Results indicated that the mean BDI score of infertile women 

(8.3) was significantly greater than that of the control group (5.1). Comparisons between the two 
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groups were also significant when measured by the CES-D.  Compared with control subjects, a 

significantly greater percentage of infertile women scored in the depressed range on the BDI of 

10 or greater (37% compared to 18%).  It was also noted that none of the control subjects 

reported depression levels greater than 18, while 8.4% of infertile women scored above 18.  A 

history of infertility-related surgery and a history of psychotherapy prior to infertility treatments 

were related to higher BDI scores.  Duration of treatment was also related to depression; women 

in the two to three year range of treatment reported significantly higher levels of depression than 

women with durations of less than one year or greater that six years.  The authors concluded that, 

“depression is apparently a very common and significant problem in infertile populations” (p. 

1161).   

 Downey and McKinney (1992) found conflicting findings from Domar.  They found no 

significant differences in depression levels for a group 118 infertile women and 83 women in a 

control group.  Although apparently contradictory to Domar’s (1992) findings, it is difficult to 

make direct comparisons between the two studies since they used different data collection 

instruments to measure depression (BDI and CES-D compared with the Brief Symptom 

Inventory and the Mood Disorder Questionnaire).  Connolly et al. (1992) also found conflicting 

findings from Domar’s study.  They recruited 116 couples from an infertility clinic to study the 

impact of infertility on psychological functioning.  Participants completed a battery of 

instruments including the Beck Depression Inventory (BDI).  Analyses of depression, general 

health, and the quality of the couple’s relationship showed little evidence of depression in study 

participants who had been in treatment over a period of seven to nine months.  Indicators of 

lower depression scores in the study were in conflict with other findings, but may be reflective of 

the delivery of assessment tools early in the course of the couples’ treatments. 
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 In a rare study of the association between a history of depressive symptoms and infertility 

in women, Lapane et al. (1995) collected data from the household health survey of the Pawtucket 

Health Program (PHHP) – a biannual study conducted between 1981 and 1990.  The study 

selected a sub-sample of 2,920 women ages 18 to 45 and sent them a survey that dealt with their 

history of depressive symptoms, antidepressant medication use, history of sexually transmitted 

diseases, and history of infertility.  Logistic regression revealed that, “a history of depressive 

symptoms was associated with a two-fold increase in risk for infertility” (p. 511).  Similarly 

Wagner and Berenson (1994, as cited in Llewellyn, Stowe, & Nemeroff, 1997) found that 

women who were unable to conceive after 12 months of unprotected intercourse were twice as 

likely to report a history of depressive symptoms prior to attempting to conceive as women who 

were successful in conceiving within a 12-month period.  The researchers noted the 

methodologic shortcomings of the study include potential misclassification based on self-report 

and an extremely low response rate (14%).  The authors also speculated that depression could 

have been the result as opposed to a cause of the infertility and suggested further studies be 

conducted to address the directional link between infertility and depression.    

 Qualitative studies that provide more detailed personal accounts of the experience of 

infertility reflect a strong relationship between infertility and depression.  Williams (1997) 

interviewed 15 women using open-ended interviews and inductive methods of analysis.  She 

found that 11 themes emerged from the information collected:  negative identity, 

worthlessness/inadequacy, lack of personal control, anger/resentment, grief/depression, 

anxiety/stress, lower life satisfaction, envy of other mothers, loss of the dream of co-creating, 

emotional roller coaster, and isolation.  Williams reported that many of the women presented 

symptoms of clinical depression including insomnia, fatigue, change in eating patterns resulting 
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in weight loss or gain, and feeling helpless and hopeless.  Each woman noted that every 

menstrual period represented a “loss that was irretrievable, that pushed them closer to the end of 

their hopes” (p. 15).  Women reported grieving and feeling a loss that was incomparable with 

any other they had experienced in their lives.  This study illustrates the sometimes disparate link 

between quantitative and qualitative literature examining the emotional disturbances of 

infertility.  Perhaps this is due to the limitations of standardized measures in capturing the 

complexity of the infertility experience.  It might also be that in-depth interviews are more apt to 

reveal the underlying emotions of depression, grief, and loss related to infertility. 

 
Infertility and Marital Adjustment 

Several studies have examined the link between marital adjustment and infertility.  

Although there is a general consensus that infertile individuals and couples are generally more 

distressed than those presumed to be fertile, there is theoretical disagreement about whether 

infertility related stress has a negative effect on couples’ marital relationships.  Clinical reports 

often describe infertile couples in a state of relational crisis, while other theorists propose that the 

shared challenge of infertility brings the couples closer together.   

Researchers have attempted to answer this theoretical debate by conducting a variety of 

studies assessing the marital satisfaction of infertile couples.  Several studies have couples 

complete standardized instruments and compare their mean scores to the clinical cut-off scores 

of the measure.  The vast majority of studies using this approach find infertile couples to be 

within the normal range of satisfaction (Daniluk, Leader, & Taylor, 1987; Dennerstein, & Morse, 

1988; Edelmann, et al., 1994; Link & Darling, 1986; Shaw, Johnston, & Shaw, 1988).  Studies 

have also been conducted that compare the marital satisfaction of infertile couples with a control 

group of fertile couples.  Findings from these studies consistently show marital satisfaction 
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among infertile couples is as high or higher than couples presumed to be fertile.  This is in stark 

contrast to the notion that infertile couples are in a state of crisis and relational dissatisfaction.   

The timing of treatment, or the stage of infertility the couple is experiencing, is a critical 

component when examining infertility and marital adjustment.  Daniluk (1988) conducted a 

longitudinal exploratory study using 63 couples undergoing treatments for infertility.  

Participants completed a battery of tests including the SCL-90, the Relationship Change Scale 

(RCS), and the Martial Adjustment Test (MAT) during four separate treatment phases:  

immediately following the first visit, four weeks later during medical testing, within one week of 

diagnosis, and at six weeks after diagnosis.  Results showed that there were no statistically 

significant differences in marital adjustment on each of the standardized instruments across the 

four testing phases with regards to gender, diagnosis, and the time couples spent trying to 

conceive.  Additional examination of the data showed that for some couples, the infertility 

treatments seemed to enhance the quality of couples’ relationships in regards to trust, intimacy, 

and communication.  Benazon, Wright, and Sabourin (1992) found similar results to Daniluk.  

They conducted a longitudinal study to examine the effects of infertility treatment on marital 

functioning over time.  Each of the 461 couples who participated in the study completed the 

Dyadic Adjustment Scale (DAS), the Index of Sexual Satisfaction (ISS), and the Psychological 

State of Stress (PSS).  There were no significant changes in levels of marital adjustment over 

time as measured by the DAS indicating that marital satisfaction was unaffected by the treatment 

process.  When examining the relationship between the length of time a couple undergoes 

infertility treatment and the quality of their marital adjustment, two studies found similar 

findings.  Lieblum, Kemmerman, and Lane (1987) also found the couples reported in the 

adjusted reports of marital satisfaction after 26 months of treatment using in vitro fertilization 
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(IVF).  Berg and Wilson (1991) also confirmed these findings, but added a significant 

component related to treatment duration.  They found that couples had above-average levels of 

marital satisfaction during the first two years of infertility treatment, but reported dramatically 

lower levels of martial adjustment after the third year of treatment, which approached the clinical 

cutoff point of 100.  One potential explanation might be that by the third year of pursuing 

treatments for infertility, couples deplete the resources they have to successfully cope with the 

stress of infertility.   

Although couples may report in the adjusted range of the DAS, they may still be 

experiencing marital difficulties related to infertility.  Ravel, Slade, Buck, and Lieberman, (1987) 

studied the marital relationships of 47 couples receiving treatment at an infertility clinic.  Using 

quantitative and qualitative methods, they found that over half of the women in the study 

reported problems in their marriage including general emotional and communication difficulties.  

For men, approximately one-third reported having difficulties in their marriage.  Yet, participants 

DAS scores were substantially greater than the clinical cut-off of 100 (Spanier, 1976).   

Several studies examined the marital satisfaction of infertile couples by comparing 

groups of infertile with groups of fertile couples.  Adler and Boxley (1985) conducted a unique 

study examining coping strategies and marital adjustment in infertile men and women by using 

two control groups – one group which included couples who had at one time been infertile and 

had since conceived a child, and a second control group of couples presumed to be fertile.  

Participants completed a battery of tests including the Locke & Wallace Marital Adjustment 

Scale (LWMAT).  Results showed that in the fertile group, females reported higher marital 

adjustment than males, while in the infertile and formerly infertile group no significant gender 

differences were reported.  When examining the overall marital satisfaction of the three groups, 
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no significant differences in marital adjustment were found.  This was a significant finding 

illustrating that regardless of one’s fertility status (i.e., infertile, fertile, formerly fertile), marital 

adjustment is likely to be similar. 

Callan (1987) conducted a rare study comparing marital adjustment of long-term infertile 

women pursing advanced reproductive treatments to women with children and women who 

voluntarily decided not to have children.  He compared the responses of the women in these 

groups on the DAS.  This was the first study to use a comparison group of women who had 

chosen to lead a childfree lifestyle.  Infertile women reported significantly higher levels of 

satisfaction and affectional expression than the women in the other two groups.  Infertile women 

also reported being happier with their husbands than women in the other two groups.  The 

authors hypothesized that couples who struggle to work through infertility by seeking advanced 

reproductive treatments may have increased amounts of support from their partners.  

 Some studies have shown that the experience of infertility can have positive and negative 

effects on a couple’s relationship.  For example, Cook, Parsons, Mason, & Golombok (1989) 

sampled 59 women obtaining in vitro fertilization (IVF) and artificial insemination by donor 

(AID) and 34 of their partners.  Martial satisfaction of participants was measured using the 

Golombok-Rust Inventory of Marital State (GRIMS).  Participants’ responses were compared to 

a control group of fertile men and women.  In terms of overall marital satisfaction, 71% of 

participants in the infertile group reported that infertility had affected their marital relationship.  

However, half of those who reported that infertility had affected their marital relationship felt 

that the effect had been both positive and negative.  Similarly, global scores on the GRIMS 

indicated that over half of participants reported a positive effect on the marital relationship; a 

similar proportion reported the effect as negative.   
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Andrews et al. (1992) studied the impact of infertility stress on marital adjustment.  They 

studied 275 couples who were married, had a diagnosis of primary infertility (e.g., no previous 

children, even from prior relationships), and had not pursued advanced infertility treatments.  

They used a structural modeling design to test the link between stress and marital factors in 

infertile and fertile couples.  When compared to women presumed to be fertile, the direct effects 

of stress on marital factors were significantly stronger for wives with a fertility problem.  

Husbands on the other hand, did not differ in their reports of stress and its impact on marital 

factors regardless of whether they were in fertile or infertile couples.  The authors note, “for 

husbands the impact of a fertility problem is not fundamentally different from the impact of other 

problems” (p. 1251).  For men, the stress of infertility did not impact marital factors differently 

than the other stressors they experienced.  For women, fertility-related stress had a negative 

impact on marital factors of sexual self-esteem and sexual satisfaction.  However, with regards to 

marital conflict and overall marital satisfaction, women’s infertility stress did not significantly 

differ from other stresses commonly associated with the marital process.   

Downey and McKinney (1992) compared the marital satisfaction of 118 women 

undergoing infertility evaluation with 83 fertile women.  Infertile women reported more 

happiness in their current relationship when compared with fertile women.  When examined by 

marital status, married infertile women were significantly more satisfied than the married fertile 

women.  The finding that infertile couples may have higher levels of marital satisfaction than 

fertile couples may be due to their ability to jointly manage a demanding, stressful process such 

as obtaining advanced infertility treatment.  It may also be related to the sampling of participants 

in that only those whose relationships were strong enough to endure treatments were included, 
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and those who were dissatisfied with their relationship may have dropped out, or never began the 

treatment process.       

A universal limitation in the literature base is that all studies examine the martial 

adjustment of infertile couples only after they have been diagnosed with infertility.  This is 

limiting in that it assumes that the couple’s level of marital satisfaction was in the adjusted range 

prior to infertility.  Although it is unlikely that this limitation can be overcome (e.g., couples 

would have to be sampled prior to discovering they are infertile which is not feasible), Pepe and 

Byrne (1991) used a study design aimed at understanding women’s perceptions of marital 

adjustment prior to, during, and after a failed fertility treatment process.  The researchers 

surveyed women six months to two years after unsuccessful infertility treatment.  They were 

given a variety of standardized measures including the Hudson’s Index of Marital and Sexual 

Satisfaction.  One-way analysis of variance with repeated measures was used to assess 

differences between the three treatment periods.  Marital satisfaction was found to be 

significantly lower during treatment when compared to satisfaction before treatment.  However, 

no significant differences were found during and after treatment.  These findings indicate that 

infertile women may report higher levels of adjustment prior to infertility treatment, but once 

treatments begin, they may experience lower levels of adjustment.  The study also shows that 

women’s levels of adjustment may not return to the level of adjustment reported before the 

treatment process began.   

Findings from studies examining the marital adjustment of infertile men and women 

consistently show that their adjustment is as high or higher than standardized norms and couples 

presumed to be fertile.  These findings are consistent across research designs, although subtle 
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variations in adjustment are found when analyzing the length of time couples are in treatment 

(e.g., adjustment may drop after two to three years in treatment).  

 
Coping With Infertility  

A number of studies have investigated the link between coping and adjustment to 

infertility.  These studies are commonly guided by the stress and coping theoretical framework 

and provide a critical addition to the infertility literature base.  Findings from these studies help 

paint a more complete picture of the complex relationship that exists between infertility and 

distress.   

Gender and Coping 

It was noted earlier that gender differences exist in terms of men’s and women’s levels of 

psychological distress when dealing with infertility.  Because differences exist in men’s and 

women’s responses, researchers have supposed gender differences might also be present when 

examining men’s and women’s coping strategies.  Jordan and Revenson (1999) conducted an in-

depth meta-analysis of studies between 1965 and 1995 that examined differences in how men 

and women cope with infertility.  They proposed that, “despite [the] conceptualization of 

infertility as a couple-level stressor, wives and husbands may cope with the experience, label, 

and treatment of infertility in different ways” (p. 343).  They empirically reviewed eight studies 

which examined men’s and women’s coping responses to infertility (Abbey et al., 1991; Aldwin 

& Revenson, 1987; Draye, Woods, & Mitchell, 1988; Morrow, Thoreson, & Penney, 1995; 

Prattke & Gass-Sternas, 1993; Slade, Raval, Buck, & Lieberman, 1992; Stanton, et al, 1992).  

Each study needed to specifically examine men’s and women’s coping responses to the stress of 

infertility and have results sufficient to calculate effect sizes for differences in gender by coping.     
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All of the eight studies used Lazarus and Folkman’s stress and coping theoretical 

framework and examined coping using the Ways of Coping Questionnaire (WQC).  Findings 

showed that men and women differed significantly on three of the eight coping strategies – 

seeking social support, escape/avoidance, and positive reappraisal and that women used these 

coping strategies more than men.  Use of the escape/avoidance coping strategy and seeking 

social support strategy produced the greatest effect sizes (di = +0.73 and di = +0.68 respectively).  

While differences were found in the use of three coping strategies, the authors concluded that, 

“there is more similarity than difference, with only three of eight strategies producing a 

significant and interpretable gender difference” (p. 353).  They advocated that future research 

connect men’s and women’s coping efforts with outcomes of psychological well-being. 

The findings from the meta-analysis were critical to this study.  Because this study 

examined gender differences in coping and assess the link between coping on outcomes of stress, 

psychological distress, and marital adjustment, it addressed a gap in the literature recognized by 

Jordan and Revenson.  In addition, although men and women use similar coping strategies, major 

differences do exist.  For example, studies consistently show that men are less likely than women 

to seek social support. This may be attributed to men’s discomfort or unfamiliarity with 

discussing their problem with others.  Greil et al. (1988) supported this idea using qualitative 

interviews with infertile men.  One man commented on the ineffectiveness of seeking social 

support to cope with infertility:   

Women seem to want [to discuss infertility] more than the guys.  . . . There 

was an attempt [for the men to get together and talk about the problem] and 

that just died abysmally.  Nobody was interested in doing that.  Guys get 

together and talk about football.  Nobody bares their feelings (p. 187).     
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Mahlstedt (1985, as cited in Stanton, 1991) commented on the differences in men’s and 

women’s coping styles.  He observed: 

Men, for example, often cope with their pain by keeping it to themselves and 

focusing on their wives.  Women often cope by talking continually about their 

pain with their husbands, who feeling powerless to take away the pain, sometimes 

stop listening.  In order to get him involved, she escalates her complaints, and he, 

in response, retreats even further and may even cease participating in the 

treatment process.  In these cases, the woman feels abandoned when she needs her 

husband most, and he feels overwhelmed because she needs him so much (p. 91). 

This relational dynamic may help explain women’s greater reliance on seeking social 

support.  Since women are likely to have husbands who withdraw from conversations related to 

the infertility, they may seek support from others.  A key question is how does this coping 

strategy affect the wife’s husband.  Does this help reduce his infertility-related distress by 

providing a buffer of support to his wife’s distress?  Or does her seeking support increase his 

distress because of his inability to meet his wife’s needs?  This study attempted to address 

questions such as these by examining the individual and dyadic coping processes of infertile 

couples.   

Coping and Distress 

 Several studies have been conducted in an effort to examine the impact of coping with 

infertility.  These studies include those which examine both the individual and dyadic coping 

processes of men and women.  Since a number of these studies have examined the couple as the 

unit of analysis, they have been included in the next section of the literature review.  The current 
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section contains a review of those studies which examined the impact of coping without 

examining the dyadic nature of the relationship.   

As noted earlier, the relationship between infertility and distress has been studied over the 

past fifteen years.  Results from these studies have shown that strategies such as avoidance, self-

controlling-coping, and accepting responsibility are associated with increased distress, while 

coping by using social support, positive reappraisal, and planful-problem solving is associated 

with decreased distress.  Flemming and Burry (1987) conducted one of the first studies 

examining infertility and coping.  They recruited 83 volunteer couples from Resolve (a national 

organization offering resources such as referrals, counseling, and support groups to infertile 

individuals and couples) to participate in a study of coping and infertility.  Couples completed 

open-ended questionnaires related to their experiences with infertility.  Participants reported 

using avoidance coping and coping using distraction methods (e.g., taking weekend trips to 

forget about the stress).  Coping with infertility was viewed similarly to coping with a chronic 

illness, which requires adaptational coping over an extended period of time.  Several respondents 

reported it was easier to cope with infertility over time.  This study was influential in that it was 

one of the first to specifically address coping with infertility.  However, the findings are purely 

descriptive general and no statistical analyses are presented.  It did, however, provide a platform 

for future, more advanced research to examine this issue.   

Cook et al. (1989) were among the first to discover a link between avoidance coping 

strategies and negative psychological outcomes in both men and women.  They sampled 59 

women obtaining IVF or AID and 34 of their partners in an effort to study emotional, marital and 

sexual functioning in infertile men and women.  Coping was assessed from responses given on 

the Health and Daily Living Form (HDLF).  For women, high levels of anxiety were associated 
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with high levels of avoidance coping.  In addition, for both men and women, greater levels of 

depression were associated with higher levels of avoidance coping.  They also examined the 

relationship between coping with infertility and marital satisfaction.  No differences were found 

in the avoidance coping scores between adjusted and non-adjusted couples.   

 The early 1990’s were a time of significant growth in studies examining coping and 

infertility.  Abbey et al. (1991) included coping as a sub-set of questions related to men’s and 

women’s responses to infertility and found that problem-solving and escape-oriented coping 

were used more frequently by women than men.  Although helpful, the study was limited 

because it only provided a descriptive analysis of this finding, and no analyses were performed to 

test whether or not these coping strategies were related to distress.   

However, it was at this time that the most significant advances in the infertility and 

coping literature began to be made.  Annette Stanton of the University of Kansas began to use 

more advanced research designs and statistical analysis to examine the link between coping and 

distress in infertile men and women (Stanton, 1991; Stanton et al, 1991; Stanton et al, 1992).  

She and her colleagues based their studies on Lazarus and Folkman’s stress and coping 

theoretical perspective and emphasized the need to study the couple as the unit of analysis.  

Because these studies examined the couple as the unit of analysis, they are summarized in the 

next section of the literature review.   

In 1992, Litt et al., and Hynes, Callan, Terry and Gallois conducted studies which 

examined the effectiveness of coping not only with infertility, but also coping with failed 

infertility treatments.  Litt et al. studied 41 women over the course of a two-year period who 

completed IVF.  Participants completed several measures including the Effects of Infertility, 

DAS, and WCQ.  The authors examined factors that predicted poor outcomes using step-wise 
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multiple regression using pre-IVF distress levels as a covariate.  They found that women who 

used escape/avoidance coping were more distressed than women who did not.  They concluded 

that the use of this strategy could be an “appropriate target for clinical intervention” (p. 183).   

Hynes et al. used a slightly different approach and sampled 100 infertile women and 73 

women presumed to be fertile.  Each group completed measures of depression, self-esteem, and 

self-confidence prior to and after treatment, and a measure of coping after treatments had failed.  

A 2x2 MANOVA was performed to assess changes in psychological functioning over time.  

They performed a series of multiple regression analyses regressing coping on each of the three 

dependent variables (e.g., depression, self-esteem, and self-confidence) to determine if coping 

was effective in reducing distress.  They controlled for the effects of initial well-being in order to 

accurately measure the impact of coping and found that women who used high levels of problem 

focused coping reported higher levels of mental health on each of the dependent measures.  They 

also found that women who used avoidance coping had decreased levels of mental health 

according to the three dependent variables.  Surprisingly, they found that higher levels of seeking 

social support were associated with higher levels of post-IVF depression.  They concluded that 

this finding may reflect women’s efforts to seek social support primarily for “emotional, rather 

than instructional reasons” (p. 276).  Findings from both studies are critical to this study since 

they provide a model for potential results using the WCQ to assess the relationship between 

coping, stress, and adjustment.  Furthermore, findings from this study have built upon what was 

learned from these previous studies by showing how avoidance coping and seeking social 

support are related to infertility distress.    

 Slade et al. (1992) conducted one of the few studies to examine coping with infertility 

over time.  Forty-seven couples completed a battery of instruments including the Mood 
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Adjective Checklist, the DAS, and the WCQ over a three-year period.  Results showed that 

coping was related to female emotional adjustment.  For example, women who coped using self-

blame reported increased marital distress and isolation.  In addition, women who engaged in 

wishful thinking reported greater sexual difficulties.  Seeking social support, however, was 

related to positive self-esteem.  For males, using self-blame and detachment was related to 

greater marital difficulties.  The authors concluded that isolation, self-blame, and wishful 

thinking are ineffective methods of coping, while seeking social support was associated with 

better adjustment.  

 Beaurepaire et al. (1994) studied couples at varying stages of IVF treatment.  Similar to 

the approach of Litt et al., (1992) and Hynes et al., (1992) they assessed the psychological 

responses of husbands and wives at two different points in their treatment.  They  sampled 330 

couples (113 new patients, 217 repeat cycle patients) and assessed the types and effectiveness of 

coping strategies used.  They found males more likely to suppress their anger and anxiety during 

repeat cycle testing and hypothesized that this was likely an adaptive response.  However, they 

also theorized that such coping efforts could be harmful to couple relationships because wives 

may view husbands’ coping as a reflection of their lack of interest in treatment or an inability to 

share in their wives’ distress.   

 
Examining the Couple as the Unit of Analysis 

A small number of studies have examined the couple as the unit of analysis when 

examining the relationship between infertility, coping, psychological distress and marital 

adjustment (Andrews et al., 1991; Berghuis and Stanton, in press; Levin et al., 1997; Peterson et 

al., in press; Sabatelli, Meth, & Gavazzi, 1988; Stanton, 1991; Stanton et al., 1991; and Stanton 

et al., 1992).  Greil (1997) has called for additional studies using couples as the unit of analysis 
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“because an individual’s response is likely to be dialectically related to the response of that 

individual’s partner” (p. 1699).  Furthermore, studies examining the couple as the unit of 

analysis enhance our understanding of the complex relationship that exists between couple 

processes and individual outcomes.   

Sabatelli et al. (1988) studied the factors which mediate adjustment to infertility in men 

and women.  The researchers studied 29 couples recruited from the Connecticut chapter of 

Resolve.  The couples completed data collection instruments measuring the following variables:  

changes attributed to infertility, time spent coping with infertility, economic independence, 

marital satisfaction, marital commitment, locus of control, self-esteem, coping strategies, 

depression and anxiety, and adjustment to infertility.   

 Paired t-tests were used to analyze husbands’ and wives’ adjustment and coping scores.  

They found that wives scored significantly lower than their husbands on measures of adjustment 

to infertility and significantly higher on measures of anxiety.  The couple’s dyadic coping 

processes were examined using the intercorrelations between husbands’ and wives’ reports on 

each measure.  The researchers found a moderately high intercorrelation between husbands’ and 

wives’ adjustment to infertility.  For example, husbands’ adjustment to infertility was 

“significantly related to their wives anxiety and depression scores, while wives’ adjustment was 

only significantly related to their husbands’ depression scores” (p. 341-342).  Furthermore, 

husbands’ and wives’ marital commitment scores were correlated with the wives’ adjustment to 

infertility.  These findings led the authors to support the concept of family systems theory in 

relation to the effects of infertility on couples.  They noted that “the results suggest that the 

overall adjustment to infertility is importantly influenced by not only one’s own coping resources 

and coping strategies, but by the resources and coping strategies used by one’s partner as well. . . 
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. while the data highlight the impact of infertility on the individual and marital system, even 

more salient is how intertwined and reactive each system is to the other” (p. 342).   

Andrews et al. (1991) studied the effects of infertility stress on life quality and marriage 

factors.  They studied 157 infertile couples recruited from infertility clinics, support groups, 

newspaper advertisements, and referrals from other study participants.  Participants did not have 

any children in their current or previous relationships.  Couples who had attempted IVF were not 

included in the sample as the researchers wanted to examine the early stages of infertility.  The 

study examined six major areas:  stress linked to the fertility problem, marital conflict, sexual 

self-esteem, sexual dissatisfaction, frequency of sexual intercourse, and subjective well-being.  

Age and length of marriage were also used as additional variables.  Wives consistently reported 

higher levels of fertility problem stress than their husbands.  However, there were no differences 

between wives and husbands in their assessment of their life quality.    The study found a 

positive relationship between fertility-problem stress reported by the wife and fertility problem 

stress reported by the husband, but showed that members of the same couple may experience 

different levels of fertility-problem stress.   

Studies examining the couple as the unit of analysis are not limited to the infertility 

literature.  Affleck et al. (1990) examined the coping processes of mothers and fathers who had a 

newborn child in an intensive care unit.  The researchers hypothesized a partner’s coping 

strategies may impact his or her partner’s overall well-being.  They sampled 50 couples who had 

a child in an intensive care unit.  The couples completed instruments measuring emotional 

distress (Profile of Mood States-B) and coping (WCQ).  A qualitative assessment was also 

included which asked participants to report on the similarities and differences between his or her 

own coping and the coping of his or her partner.   
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Analyses focused on within-couple correlations, comparisons of the differences between 

men’s and women’s coping scores, and within-couple differences in coping as they related to 

each partner’s distress.  The researchers found that mothers were more likely than fathers to cope 

by seeking social support and by using escape/avoidance coping.  However, mothers did not 

differ in the frequency of efforts to cope with the situation.  When examining the relationship 

between coping and distress, fathers who used problem-directed coping and positive reappraisal 

were less distressed.  Mothers who used more escape/avoidance methods reported higher levels 

of distress.  And no relationship was found between the coping of one partner and the distress of 

his or her partner.   

Differences in partner coping strategies were calculated by taking the absolute value of 

the differences between each partner’s coping scores.  Regression analyses were then run using 

coping differences as the independent variable and distress as the dependent variable.  

Differences in coping between spouses’ was not related to partner distress.  Although the study 

did not show a relationship between partner coping and partner distress, it provided a model for 

future research in the field of infertility and coping.  Studies using similar methods have shown 

significant results when examining the coping processes of infertile partners (Stanton, 1991; 

Peterson et al., in press).     

 Peterson et al. (in press) examined the marital satisfaction and depression of couples 

experiencing infertility stress.  They studied the couple as the unit of analysis by examining the 

relationship between couple congruence (e.g., agreement) related to infertility stress and marital 

satisfaction and depression.  Couples undergoing advanced infertility treatments completed the 

DAS, BDI and the FPI.  Similar to Affleck et al. (1990), the absolute value of couple difference 

scores on measures of infertility stress were calculated to asses the impact of couple congruence 
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on individual levels of depression and marital adjustment.  An analysis of variance (ANOVA) 

showed that men and women in couples who reported congruence in the appraisal of the 

infertility stress reported significantly higher marital adjustment and lower levels of depression 

than men and women in couples whose appraisals were incongruent.  However, an analysis of 

covariance controlling for male and female stress showed congruence was related to increased 

marital satisfaction only in men and women who appraised social infertility stress similarly, and 

for women who expressed a similar need for parenthood as their partner when compared to 

couples in which the male reported a greater need for parenthood.  The analysis of covariance 

found that congruence was unrelated to depression.   

Infertility and Coping 

Studies examining couple factors related to coping and illustrate the interactional nature 

of couple’s coping and its impact on husbands’ and wives’ individual adjustment.  These studies 

support the idea that infertility is a shared problem of a couple and that examining the dyadic 

nature of couple coping is essential to understanding the broader picture of infertility, coping, 

and stress.  These studies began with Stanton’s research in the early 1990’s.   

 Stanton (1991) conducted a study examining couple coping processes and adjustment to 

infertility.  At that time, coping with infertility had received little attention using the stress and 

coping theoretical framework.  She recruited 52 couples and nine women to participate in the 

study.  Participants completed Lazarus and Folkman’s Ways of Coping Questionnaire (WCQ), 

the Global Severity Index (GSI), and revised Symptom Checklist-90 (SCL-90-R).  She found 

that 83% of males and 93% of females used at least seven of the eight coping strategies.  Women 

more likely to use greater avoidance coping and were more likely to seek social support.  

Regression analyses were used to assess the relationships between coping and distress.  Results 
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showed that confrontive coping predicted distress in men, and coping by accepting responsibility 

predicted distress for women.  Furthermore, avoidance coping strategies were related to greater 

distress in both males and females.  Correlations were computed for husband-wife pairs to assess 

if the coping of one partner impacted the adjustment of the other.  The only variable which 

supported this theory was coping through seeking social support.  Husband’s whose wives used 

greater amounts of seeking social support reported lower amounts of distress.  This study was 

significant because it was among the first to examine the relationship between coping with 

infertility and distress.  Because this study sampled husbands and wives coping with the same 

stressful situation (e.g., infertility), it represented a breakthrough and encouraged the replication 

of such designs in future studies.          

During that same year, Stanton et al. (1991) examined the relationship between cognitive 

appraisals and psychological distress.  The sample consisted of 76 females and 54 males from 

two geographical regions.  The couple was studied as the unit of analysis in an attempt to 

examine if married partners differed in their appraisals of psychological distress, and to assess if 

the appraisals of one member of the couple was associated with the others.  Correlations between 

husbands’ and wives’ appraisals showed that wives who felt challenged by their infertility had 

husbands who felt similarly.  In addition, husbands whose wives felt greater challenge 

experienced less global stress.  The findings from this study support the hypothesis that a stress 

and coping theoretical framework is a viable approach to use when studying infertility.  The 

study also lends support to the link between infertility and family systems theory as partner 

distress was related to the other’s perception of infertility. 

Stanton et al. (1992) continued to examine the relationship between coping and infertility 

in a study of 72 infertile couples.  They examined differences in husband’s and wives use of 

 44



coping behaviors.  They also examined the relationship between partner coping strategies and 

individual adjustment.  Coping was assessed using the WCQ and Global distress was assessed 

using the Symptom Checklist-90 (SCL-90-R).  The researchers used relative coping scores as 

opposed to raw coping scores in an effort to assess “the magnitude of coping effort in one 

domain (e.g., avoidance) relative to the subject’s total coping efforts” (p. 5).  Relative coping 

scores were computed by dividing the mean score on each coping scale by the sum of the means 

for the eight scales.  Couple responses were also paired and correlated.  Regression analyses 

revealed no relationship between coping and distress for men, while coping explaining 35% of 

the variance in distress for women.  Women who used escape-avoidance coping and acceptance 

of responsibility had higher levels of distress, while women who coped by seeking social support 

showed less distress.   

The couple was studied as the unit of analysis to answer two primary questions:  1) did 

couples differ in coping strategies and psychological distress; and 2) were coping strategies and 

distress of one member of the couple associated with his or her partner’s coping and distress?  

Univariate and multivariate analysis of variance showed that when compared to their husbands, 

wives were less likely to cope through distancing, self-controlling, and planful problem-solving, 

and were more likely to cope through seeking social support and avoidance.  Partial correlations 

between partner scores on identical measures (e.g., husband’s distress and wife’s distress) and 

correlations between one partner’s coping and the other’s distress were used to examine the 

impact of couple coping processes.  These analyses revealed that only one relationship existed – 

wives who used more self-controlling coping had husbands who were more distressed.  The 

study showed limited support for the idea that one partner’s coping is related to the other 

partner’s adjustment.  However, the studies methodology and initial findings were critical in 
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furthering continuing research in this area.  The researchers called for further studies examining 

partner coping using multiple measure of adjustment.                     

Berghuis and Stanton (in press) studied how partner’s coping processes were related to 

distress in infertile men and women.  They sampled 43 couples and studied how coping was 

related to depressive symptoms over the course of an infertility treatment cycle.  They proposed 

three models to examine the impact of coping:  an individual model, a partner main effect model, 

and a partner interaction model.  The individual model is built on the assumption that adjustment 

to infertility is completely dependent on one’s own coping.  The partner main effect model 

suggests that “individuals also are influenced by their partner’s coping” (p. 4).  And the partner 

interaction model postulates “the relation of one partner’s coping to adjustment varies as a 

function of the other partner’s coping” (p. 4).  Couples completed a measure of coping (COPE) 

and the BDI.  The researchers found support for the individual model by showing a relationship 

between avoidant coping and increased distress, as well as approach-oriented coping and 

decreased distress.  According to the partner main effect model, men’s depressive symptoms 

were reduced when men or their partners used low amounts of avoidance coping.  Women’s 

depression was reduced when they or their partners made greater use of problem-focused coping 

and positive reappraisals.  The researchers also found support for the partner interaction model 

noting, “husbands’ high use of emotional approach coping could compensate for their partners’ 

low use such that women’s depressive symptoms were predicted to remain relatively low over 

time” (p. 10).  These results showed a strong between-partner relationship with coping and the 

reduction of depressive symptoms.  The authors concluded that examining only the impact of 

individual coping was not sufficient to account for adjustment.  Examining the interactions 
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which take place between partners was critical in understanding the complexity of the 

relationship between coping and adjustment to infertility.  

Levin at al. (1997) conducted a key study examining the effect of intra-couple coping 

concordance (e.g., similarity) on psychological and marital distress in infertile men and women.  

The authors studied 46 married couples recruited from major medical centers and infertility 

treatment clinics.  Couples were asked to complete the Coping Inventory for Stressful 

Situations—Situation Specific Coping (CISS-SSC), which measures task-oriented coping, 

emotion-oriented coping, and avoidance-oriented coping; the Brief Symptom Inventory (BSI) 

which measures general psychological distress, and the DAS which measures the quality of the 

marital relationship as perceived by each member of the couple.  Participants were divided into 

one of four stages of treatment.  Study findings were analyzed by dividing men and women into 

groups using median split procedures based on their responses to the coping instruments.   

Couples were divided into four groups for each coping dimension according to their 

concordance of high and low scores based on female and males scores respectively:  a) 

concordant high (high/high), b) concordant low (low/low), c) discordant (high/low), and d) 

discordant (low/high).  Three 2x4 factorial MANOVAs were conducted for men and women to 

test whether an interaction was present between concordance of coping and stages of treatment 

on individual psychological and marital distress.  The independent variables were stages of 

treatment and concordance of coping style and the dependent variables were global severity of 

psychological distress and level of marital adjustment.       

  The study found that women who reported high task-oriented coping concordance with 

their partners reported the highest levels of marital satisfaction.  Marital satisfaction was the 

lowest among couples concordant in their use of low task-oriented coping.  When examining 
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emotion-oriented coping, the highest levels of marital satisfaction were reported by women in 

couples who were concordant in their use of low emotion-oriented coping.  Interestingly, the 

lowest levels of marital satisfaction were reported in couples where the man used a high amount 

of emotion-oriented coping, and his partner used low amounts of emotion-focused coping, 

suggesting that when a man “utilizes a high level of emotion-oriented coping, the presence of 

discordance further decreases satisfaction for his partner” (p. 369).  Also, for men in the study, 

the concordant use of high emotion-oriented coping was associated with the greatest 

psychological distress.   

This study indicates the importance of examining the couple’s dyadic coping processes in 

addition to examining their individual coping and adjustment.  The results provide convincing 

support that a relationship exists between couple’s dyadic coping processes and individual levels 

of psychological and marital distress.  Levin called for additional research to examine this issue 

using larger samples coupled with specific measures of depression and infertility stress.  This 

study addressed each of these calls for future research as it used a sample larger than 46, as well 

as included specific measures of depression (BDI), and infertility stress (FPI).   

Conclusion 

 The infertility literature base has grown substantially over the past two decades.  This is 

evident in the quantity of studies conducted, as well as the quality of discoveries made.  

However, gaps still exist and future studies are needed to address the limitations of prior 

research.  This study attempted to address these limitations in the literature related to coping and 

infertility stress.  By using a new data collection instrument to measure specific forms of 

infertility stress, and by studying individual and dyadic forms of coping, this study significantly 

adds to the infertility literature and makes a unique contribution to the field’s knowledge base.   
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CHAPTER III 

METHODS 

Design of the Study   

 This study used an exploratory research design utilizing secondary data analysis 

techniques.  Data collected through the Reproductive Endocrinology and Infertility Clinic, at the 

London Health Science Centre in Ontario Canada was used to assess the impact of individual 

and dyadic coping strategies on infertility stress, marital adjustment, and depression of infertile 

men and women.  Dr. Christopher Newton, Ph.D., a researcher from the London Health Sciences 

Centre agreed to share data collected over a 10-year period (1991 – 2001) from patients seeking 

advanced infertility treatment at the aforementioned clinic (see attachment 1).  This study asked 

important exploratory research questions that have not been previously asked in order to examine 

the impact of individual and dyadic coping strategies related to infertility stress, marital 

adjustment, and depression among infertile men and women. 

Study Participants and Procedures 

Study participants were comprised of infertile men and women who were referred to a 

university-affiliated teaching hospital for assessment and treatment using In-Vitro Fertilization 

(IVF) between the years of 1991 and 2001.  Three months prior to treatment, prospective 

participants were mailed a series of self-report measures.  Husbands and wives were asked to 

complete the instruments separately and to return them by mail before making a pretreatment 

appointment with the program staff (Newton, et. al, 1999).  Once the instruments had been 

received by the clinic, the data were manually or electronically entered into an SPSS dataset.   
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Data Cleaning 

Eight separate SPSS datasets were received from the London Health Sciences Centre 

containing data on infertility patients referred for treatment between the years of 1991 and 2001.  

The primary dataset contained demographic (91-97), coping, infertility stress, marital 

adjustment, and depression data on 7,404 participants gathered between 1991 and 1997.  During 

the beginning years of the program, not all the data collection instruments used in this study were 

administered. Thus, many of these participants had missing data.  A second dataset received (97-

01) from the center contained basic demographic and depression information on over 1,300 

patients receiving treatments between 1997 and 2001.  The remaining six datasets contained data 

on coping, infertility stress, and marital adjustment on over 2,500 patients seen at the clinic 

between 1997 and 2001.  Therefore, these six datasets contained the additional necessary 

information to complete the second data set in addition to partial information on 1,200 patients.  

These six datasets were obtained by machine scoring and were subsequently imported into SPSS 

datasets.   

The data were cleaned in each of the six datasets by removing unnecessary columns 

created by SPSS's misinterpretation of delimited data from the imported ASCII files.  Data that 

were incorrectly placed into these columns were removed and placed into their correct fields.  

Uniform variable names were then created across each of the datasets to prepare the datasets to 

be merged.  Data from each of the specific measures (FPI, DAS, WCQ) were then merged 

together.   

In each dataset, females were coded with odd ID numbers and males were coded using 

even ID numbers.  To identify a couple, a female’s male partner would receive the odd number 

immediately preceding her even ID number (e.g., a female with the number 4,333 would have a 
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partner with the ID 4,332).  Identifying duplicate cases was accomplished by using a variable 

containing the first three letters of the patients’ last names which was used only for the purposes 

of cleaning the data and was deleted following the cleaning process to maintain confidentiality 

during the study and remain in harmony with IRB guidelines.   

After the initial merge, a check of all the datasets for duplicate records was performed.  

This was done to ensure the dataset contained only one record per individual.  Frequency tables 

based on the ID numbers of study participants were used to detect duplicate ID numbers in the 

datasets.  This identification process revealed that several partners were inadvertently given the 

same patient ID (e.g., 1,404 and 1,404 for both members of the same couple).  This identification 

process also revealed that several partners were inadvertently given the same patient ID (e.g., 

1,404 and 1,404 for the same person).  By using the patients gender and three digit last name, 

these individuals were given the correct ID.  

Once the cleaning process was complete, the DAS, FPI, and WCQ files were merged and 

linked with the ID of respondents’ demographic and depression data in the 97-01 dataset.  

Quality control checks were performed on each merge after it was performed to ensure it was 

linked with the appropriate study participants.   

Once the 97-01 dataset was completely merged, the 91-97 and 97-01 datasets were given 

the same formats and variable names/types (numeric, string) in preparation to merge the two 

datasets to create one primary dataset.  The data were merged together and contained 10,473 

rows of data – 7,404 rows from the 92-97 dataset and 3,069 from the 97-01 dataset.  Following 

the final merge, quality control measures were again used to ensure the accurate merging of the 

two datasets.  Thirty random record checks were performed to ensure that the merges were 

properly executed.  Each of the checks verified that the data merged correctly. 
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Sample Selection 

Following the cleaning and merging of the data, the sample of study participants was 

selected.  In order to be included in the study, participants had to have complete information on 

each of the four data collection measures (WCQ, FPI, DAS, BDI).  One-thousand one hundred 

and thirty-nine (n=1,139) participants fit this inclusion criteria and were included in the first 

sample selection.  Participants with secondary infertility (e.g., one or more children from a 

previous relationship) were not included in the study.  Therefore, a further selection of couples 

with primary infertility (e.g., no children in prior or current relationships) was performed 

resulting in 1,026 participants, which constituted the final sample.  This sample (n=1,026) was 

used to perform the correlation and regression analyses in tables 2-8.   

For the purposes of the dyadic analysis (tables 1, 9-17), it was necessary to create a 

dataset that could examine male and female partner data as a single unit.  This was accomplished 

by merging the two separate rows of data for each partner into one combined row of data in an 

SPSS dataset.  Male and female partners were coded with a couple number and were saved in 

separate datasets.  New variable names were created in each of the two files distinguishing the 

gender of the participant.  The datasets were then merged into one dataset that contained one row 

of data per couple.  Only men and women who had partners who completed the instruments were 

included in the study.  From the 1,026 participants, 840 had a partner who also completed the 

instrument for a total of 420 couples.   

Data Collection Instruments 

 The following instruments were used to answer the study’s research questions:  the Ways 

of Coping Questionnaire (WCQ), the Fertility Problem Inventory (FPI), the Dyadic Adjustment 

Scale (DAS), and the Beck Depression Inventory (BDI).   
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Ways of Coping Questionnaire (WCQ) 

 The WCQ (attachment 2) is a 50-item scale which was used to assess the coping 

strategies of infertile men and women in this study (Folkman, Lazarus, Dunkel-Schetter, 

DeLongis, & Gruen, 1986).  The measure was based on a 68-item scale developed in 1980 which 

was further revised to a 67-item scale in 1985.  The revised instrument which “describes a broad 

range of cognitive and behavioral strategies people use to manage internal and/or external 

demands in specific stressful encounters” differs from the original in that “redundant or unclear 

items were deleted or reworded [and] several items that were suggested by subjects in previous 

research were added” (Folkman et al., 1986, p. 994).  Items were analyzed using alpha and 

principle factor analysis with oblique rotation.  This type of rotation was chosen because the 

authors expected study participants to choose from several coping strategies to deal with their 

stressor as opposed to choosing only one type of coping strategy.   

 Based on the factor analysis, Folkman et al. found eight subscales related to ways of 

coping.  These included confrontive coping, distancing, self-control, seeking social support, 

accepting responsibility, escape-avoidance, planful problem- solving, and positive reappraisal.  

Each scale measures unique coping strategies aimed at managing stress-related problems.  For 

example, confrontive coping refers to efforts to change the situation (e.g., “I stood my ground 

and fought for what I wanted”), and is suggestive of risk taking behaviors (e.g., “took a big 

chance or did something very risky).  Distancing is related to efforts to detach oneself from the 

stress (e.g., “didn’t let it get to me – refused to think about it too much,” “tried to forget the 

whole thing”).  It also includes efforts to create a positive outlook (e.g., “made light of the 

situation; refused to get too serious about it,” “looked for the silver lining – tried to look on the 

bright side of things”).  Self-control is a form of emotion-focused coping aimed at regulating 
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one’s feelings and actions (e.g., “tried to keep my feelings to myself,” “kept others from 

knowing how bad things were,” “tried not to burn my bridges, but leave things somewhat open”).  

Seeking social support relates to efforts to obtain three types of support: informational support 

(e.g., talked to someone to find out more about the situation), tangible support (e.g., “talked to 

someone who could do something concrete about the problem”) and emotional support (e.g., 

“accepted sympathy and understanding from someone).  Accepting responsibility measures an 

individual’s acknowledgement of his or her role related to the stress (e.g., “criticized or lectured 

myself,” “realized I brought the problem on myself”).  In addition, it measures a person’s 

attempts to correct the problem (e.g., “I made a promise to myself that things would be different 

next time”).  Escape-avoidance describes both behavioral escape methods (e.g., “I tried to make 

myself feel better by eating, drinking, smoking, using drugs or medication, etc,” “avoided being 

with people in general”), as well as wishful thinking (e.g., “wished that the situation would go 

away or somehow be over with”).  Planful problem-solving refers to attempts to directly change 

the situation (e.g., “I knew what had to be done, so I doubled my efforts to make things work”), 

as well as referring to cognitive and analytical approaches to solve the problem (e.g., “came up 

with a couple of different solutions to the problem”).  And finally, positive reappraisal is related 

to creating new positive meanings related to the stress by emphasizing personal growth and 

change (e.g., “changed or grew as a person in a good way,” “I came out of the experience better 

than when I went in”).  Positive reappraisals are also linked with religious attitudes (e.g., “I 

found new faith,” “I prayed”).  Responses are recorded on a four item Likert scale ranging from 

0 (does not apply) to 3 (coping strategy used a great deal).   

Chronbach’s alpha for the WCQ are outlined below:  confrontive coping (.70); distancing 

(.61), self-controlling (.70); seeking social support (.76); accepting responsibility (.66); escape 
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avoidance (.72); planful problem solving (.68); and positive reappraisal (.79).  The alpha 

reliability estimate for the current study was .82.  Test-retest measures are not available for the 

WCQ as Folkman and Lazarus do not believe the test is appropriate for this measure as “quality 

of coping is viewed within the context in which it occurs and allows for the fact that the same 

coping strategy may be maladaptive in one situation but adaptive in another” (Mental 

Measurements Yearbook, 1991, p. 462).  The authors report that the measurement has face 

validity as the items listed on the scales are items study participants have identified as helpful in 

coping with problem situations.  The authors also report construct validity, which is based on the 

assumption that the scale provides results consistent with their theoretical predictions (Mental 

Measurements Yearbook, 1991).  

Fertility Problem Inventory (FPI) 

 The FPI (attachment 3), a 46 item questionnaire developed by Christopher Newton of the 

London Health Sciences Center in Ontario, Canada, was used to measure the level of a couple’s 

infertility stress.  Since much of the psychological research on infertility has been limited by a 

lack of infertility specific measures, the FPI was developed to provide a reliable and valid 

instrument to address this critical need (Newton, 1999).  A preliminary questionnaire was 

developed after conducting an extensive review of the infertility literature, which examined the 

attitudes and beliefs of infertile patients.  From this search, infertility related themes were 

identified resulting in seven relevant domains or themes including social concern, sexual 

concern, relationship concern, role loss, role failure, need for parenthood, and rejection of 

childfree lifestyle.  Respondents were asked to indicate their agreement with each question using 

a six-point Likert scale ranging from “strongly disagree” to “strongly agree” (Newton, 1999).  

The result was an 84-item questionnaire which addressed each of the seven sub-scales.   
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The FPI was finalized after an extensive test-development period.  During development, 

the FPI employed a “sequential strategy of scale construction” (p. 55).  Items which 95% of 

males or females reported as a 1, 2, 5, or 6 were considered to “discriminate inadequately among 

respondents and were discarded” (p. 55).  Convergent and discriminant validity were enhanced 

by eliminating items that correlated more highly with any scale other than the scale for which 

they were intended.  Items that generated socially desirable responses were also eliminated.  The 

final questionnaire consisted of five scales:  social concern, sexual concern, relationship concern, 

need for parenthood, and rejection of childfree lifestyle.  Newton et al., (1999) noted that 

because “role loss and role failure showed unacceptably high correlations both with social 

concern (.81 and .72 respectively) and with each other (.77)” both scales were discarded.   

Each of the five scales consisted of relatively homogenous items as indicated by the 

moderate to high reliability (internal consistency) of each scale (social concern = .87, sexual 

concern = .77, relationship concern = .82, rejection of childfree lifestyle = .80, need for 

parenthood = .84, and global stress = .93).  Test-retest correlations performed after a 30 day 

interval also showed moderate to high reliability (global stress was .83 for women and .84 for 

men). 

Discriminant validity, or the extent to which the sub-scales measure separate items, was 

obtained by measuring the intercorrelations between the five scales.  Newton et al., (1999) noted 

that “intercorrelations were significant but low to moderate in size (mean intercorrelations, .45; 

range .26-.66) and provided evidence that the questionnaire was indeed measuring separate, 

although related, dimensions of infertility related stress” (p. 56).  Convergent validity was 

measured by assessing correlations between the FPI and the other collateral measures used in the 
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study (i.e., the Beck Depression Inventory, and the Dyadic Adjustment Scale).  The observed 

correlations were “in the expected direction and moderate in size” (p. 56).  

Mean FPI norms were calculated using the sample and are included in attachment 3.  For 

females, mean FPI scores of 0-97 indicate low infertility stress, scores of 98-132 indicate average 

infertility stress, 133-167 indicate moderately high infertility stress, and scores of 168 or greater 

indicated extremely high amounts of infertility stress.  For males, mean FPI scores of 0-87 

indicate low infertility stress, scores of 88-113 indicate average infertility stress, 114-146 show 

moderately high infertility stress, and scores of 147 or greater indicated extremely high amounts 

of infertility stress.                   

Dyadic Adjustment Scale (DAS) 

The DAS (attachment 4) is a 32-item scale developed by Spanier designed to measure the 

overall adjustment couples have within their relationship (Spanier, 1976).  The DAS contains 

four sub-scales:  satisfaction, cohesion, consensus, and affectional expression.  The satisfaction 

sub-scale includes 10 items and has scores ranging from 0 to 50.  It is intended to assess the 

degree to which “the couple is satisfied with the present state of the relationship and is 

committed to its continuance” (Ulbrich, et al., 1990).  The cohesion sub-scale includes five items 

with scores ranging from 0 to 24, and measures the degree to which the couple engages in 

activities together.  Consensus contains 13 items with scores ranging from 0 to 65.  It measures 

the degree to which couples agree on matters of importance in their relationship.  Affectional 

expression includes four items with scores ranging from 0 to 12, and measures the degree to 

which the couple is satisfied with the expressions of affection and sex in the relationship.  

Internal consistency reliability for each of the sub-scales was reported at:  satisfaction .80 
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women, .82 men; cohesion .75 women, .78 men; consensus .77 women, .85 men; and affectional 

expression .64 women, .63 men.             

Beck Depression Inventory IA and Beck Depression Inventory II 

The Beck Depression Inventory IA (BDI-IA; attachment 5; Beck, Rush, Shaw, & Emery, 

1979) was used to assess the severity of depression among a sub-set of study participants 

(n=646).  This instrument was administered to patients at the London Health Sciences Centre 

between the years of 1991 and 1997.  The BDI-IA is a 21-item survey and has been 

“substantiated through a large body of research” and is one of most widely accepted instruments 

for assessing depression in clinical populations and detecting depression in normal populations  

(Beck, Steer, & Garbin, 1988). Using a meta-analysis, McQueeny, Stanton, and Signom (1997) 

found that the BDI-IA yielded a mean coefficient of .81 for non-psychiatric subjects.   

The Beck Depression Inventory II – a revised version of the BDI-IA (BDI-II; attachment 

6; Beck, Steer, & Brown, 1996) was used for a second group of study participants (n=380).  In 

1997, the London Heath Sciences Centre began administering the BDI-II in place of the BDI-IA.  

The BDI-II contains 21 self-report items and is used to measure the severity of depression in 

adults and adolescents aged 13 years and older (Beck et al., 1996).  

The BDI-II was developed in response to the revised diagnostic criteria for depression in 

the Diagnostic and Statistical Manual of Mental Disorders – Fourth Edition (DSM-IV, 1994).  

Changes in the diagnosis of depression “underscored the need for a new psychological measure 

of depression that assessed symptoms that were consonant with DSM-IV criteria” (Beck et al., 

1996).  Several items that had previously measured depression in long-term inpatient populations 

such as body image change, weight loss, and somatic preoccupations, became less useful for 

assessment as depression became more commonly treated in short-term, outpatient settings.  
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Beck, Steer, and Brown began working on the BDI-II revision in 1994 shortly after the 

publication of the DSM-IV.  The revised instrument was finalized in 1996. 

Several changes were made from the BDI-IA to the BDI-II (Beck et al., 1996).  Of the 21 

survey items, only three remained the same (Punishment, Suicidal Ideas, and Loss of Libido).  

Four items (Body Image Change, Weight Loss, Somatic Preoccupation, and Work Difficulty) 

were removed no longer considered useful in assessing depression.  These items were replaced 

by Worthlessness, Loss of Energy, Agitation, and Concentration Difficulty.  Several BDI-IA 

items were relabeled and reworded.  For example, the label for Self-Accusation was changed to 

Self-Criticalness, and Insomnia was renamed Changes in Sleeping Patterns to reflect sleep loss 

and sleep increase.   

The BDI-II scored high on measures of reliability and validity.  Test-retest correlation 

was .93.  Content validity was demonstrated as revisions were made to bring the instrument more 

in harmony with DSM-IV diagnostic criteria.  Convergent validity was assessed by 

administering the BDI-IA and BDI-II to the same population.  Correlations between the two 

instruments was .93 with the mean BDI-II scores 2.96 points greater than the BDI-IA.  The BDI-

II also demonstrated convergent and discriminant validity by correlating with other 

psychological tests:  Beck Hopelessness Scale r=.68, Scale for Suicide Ideation r=.37, Beck 

Anxiety Inventory r=.60, Hamilton Rating Scale for Depression r=.71, and Hamilton Rating 

Scale for Anxiety r=.47.    

Because both the BDI-IA and the BDI-II were used to assess depression in the current 

sample, a conversion of scores was needed to bring the two measures in harmony.  Beck and his 

colleagues (1996) performed a calibration study of the two scales that was conducted for 

researchers and clinicians who wished to compare BDI-IA scores and BDI-II scores.  The results 
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of this study provided a conversion score of BDI-IA to BDI-II raw scores based on an 

equipercentile equating method (see attachment 6).  BDI-II scores tend to be greater than the 

BDI-IA scores near the middle of the distributions and continue into the upper portions of the 

distributions.  Using the results of the calibration study, the 646 BDI-IA scores were converted to 

BDI-II scores.     

Due to the conversion of scores, the BDI-II score interpretation for this study is as 

follows:  0-13 minimal depression, 14-19 mild depression, 20-28 moderate depression, and 29-

63 severe depression. (Note:  The scores for detecting mild depression are slightly higher than 

the BDI-IA which was scored:  1-10 minimal depression, 11-16 mild mood disturbances, 17-20 

moderate depression, 21-30 moderate depression, 31-40 severe depression, 40-63 extreme 

depression.) 

Data Analysis 

This study used quantitative statistical methods to answer the proposed research 

questions.  Descriptive analyses were first performed detailing the sample frequencies, means, 

and standard deviations of study variables.  Paired t-tests were conducted between partners to 

assess differences in their mean scores on coping, stress, marital adjustment and depression (see 

table 1).  Correlational analyses were used to determine the strength and the direction of the 

relationships between the independent and dependent variables (see table 2-5).   

Multiple regression analyses were used to study the relationships between coping, infertility 

stress, marital adjustment and depression (see tables 6-8; tables 1a-5a in appendix A).  

Diagnostic tools such as tolerance and variance inflation factor were used to assess for 

collinearity between independent variables.       
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In addition to regression, Multivariate Analysis of Variance (MANOVA) and 

Multivariate Analysis of Covariance (MANCOVA) were used to study the impact of intra-couple 

coping.  Studies analyzing data from two-person relationships are not uncommon (Copeland & 

White, 1991).  Kenny (1988) proposed that dyads can be studied using comparative designs in 

which one studies a group of persons who each have only one partner.  And Maguire (1997) also 

promoted the use of advanced statistical methods for treating the dyad as the unit of analysis in 

family research in an attempt to take a more relational approach to studying human interactions.  

This analysis was patterned after Levin’s et al. (1997) methods for examining the effect of 

intracouple coping concordance on psychological and marital distress in infertility patients.  In 

their study, they analyzed the data using median split procedures based on participants responses 

to a coping instrument.  Couples were divided into four groups for each coping dimension 

according to their concordance of high and low scores based on female and males scores 

respectively:  a) concordant high (high/high), b) concordant low (low/low), c) discordant 

(high/low), and d) discordant (low/high).  Three 2x4 factorial MANOVAs were conducted for 

men and women to test whether an interaction was present between concordance of coping and 

stages of treatment on individual psychological and marital distress.  The independent variables 

were stages of treatment and concordance of coping style and the dependent variables were 

global severity of psychological distress and level of marital adjustment.   

In the current study, participants were divided into the same four grouping categories 

using median split procedures.  Afterwards, a 2x4 factorial MANOVA using groups and gender 

as the independent variables was conducted for each of the eight coping categories.  The 

dependent variables were infertility stress, marital adjustment and depression.  For the 

MANCOVA, coping was used as a covariate in each analysis to control for variations in 
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individual coping and more appropriately assess the dyadic nature of the couple pairings.  

Tabachnick & Fidell (2001) note that when choosing a covariate, “one wants to select covariates 

that adjust the dependent variable for predictable, but unwanted sources of variability.  It may be 

possible to pick covariates on theoretical grounds or on the basis of knowledge of the literature 

regarding important sources of variability that should be controlled” (p. 302).  They further state 

that “covariates are chosen because of their know association with the dependent variable” (p. 

19).  Thus, individual coping scores for each coping process were used as a covariate to control 

for the individual correlations that previously existed between men, women, and the dependent 

variables.   

Without the use of coping as a covariate in each analysis, a couple’s reports of infertility 

stress, marital adjustment, and depression would be inflated by the individual correlations that 

previously existed between coping and the dependent variables.  When analyzing coping 

strategies positively correlated with infertility stress and depression and negatively correlated 

with adjustment (e.g., escape/avoidance), it would be expected that couples in the high/high 

group would report greater infertility stress and depression and lower levels of marital 

adjustment when compared to couples in the other groups.  This is because the groups were 

created using the median split procedure which selected men and women for the various groups 

based on the frequency of their use of the coping strategy.  Couples engaged in high amounts of 

escape/avoidance would be expected to report greater stress and depression and lower marital 

adjustment due to the strong correlations that previously existed between escape/avoidance and 

the dependent variables.  By using coping as a covariate, the analysis removed the individual 

effects of coping to examine relational processes above and beyond what we would expect for 

couples in the four groups. 
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Sample Characteristics 

For the individual analyses, a total of 1,026 men and women were included in the study 

(520 females, 506 males).  For the paired samples t-test and multivariate analyses, the sample of 

420 couples (420 females, 420 males) was used.  The men and women who were not included in 

the dyadic analysis (100 females and 86 males) were excluded because they did not have 

partners who also had completed data on each of the four data collection instruments.   

For the sample of 1,026, males were slightly older than females with a mean age (+ SD) 

of 33.9 + 5.4 compared to 32.7 + 4.5 for females (t = -3.8, p < .001).  The mean duration of 

infertility for the couples was 3.4 years.  Eighty percent of infertility diagnoses were attributable 

to females (e.g., tubal factors, endometriosis), 12% of diagnoses were idiopathic (e.g., 

unexplained), and 8% was attributable to males (e.g., low sperm count). All of the study 

participants were referred to the clinic for in-vitro fertilization.  Because of the study selection 

procedures, none of the men or women had any children in their present relationship.  An 

analysis of demographic sample characteristics for the sample of 420 couples (following the 

removal of the 100 females and 86 males without partners) revealed no changes to the above 

sample characteristics.            
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CHAPTER IV 

RESULTS 

Introduction 

This study explored the individual and dyadic coping processes of infertile men and 

women and their relationship to infertility stress, marital adjustment, and depression.  The 

following section will highlight the results of the study which attempted to answer the following 

research questions: 1) How are the coping strategies used men and women in infertile couples 

related to their infertility-specific stress, marital adjustment, and depression?  Does gender 

moderate this relationship?  And 2), To what extent are the coping styles of infertile couples 

related to participants reports of infertility stress, marital adjustment, and depression? 

Means, Standard Deviations, Paired Correlations, and Paired Samples t-Tests 

 Table 1 presents the means, standard deviations, paired correlations, and paired samples 

t-tests of men and women for coping, infertility stress, marital adjustment, and depression 

(n=420 couples).  Females reported significantly higher mean coping scores on seven of the eight 

coping measures when compared to males.  Females tended to use more seeking social support 

(t=13.0, p < .01), escape/avoidance (t=12.0, p<.01), confrontive coping (t=9.1, p < .01), 

accepting responsibility (t=6.5, p < .01), planful problem solving (t=5.4, p < .01), positive 

reappraisal (t=5.3, p < .01), and self controlling (t=4.5, p < .01) when compared to males.  Males, 

on the other hand, tended to use more distancing when compared to females (t=-2.0, p < .05).  

Paired correlations between couples’ coping strategies were all significant, with particularly 

strong relationships between positive reappraisal (r = .47, p < .01), escape/avoidance (r = .46, p < 

.01), planful problem solving (r = .44, p < .01), and confrontive coping (r = .41, p < .01). 
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Females tended to report higher levels of each type of infertility stress when compared to 

males.  Mean differences were particularly large for global stress (t=10.0, p < .01), social stress 

(t=9.5, p < .01), need for parenthood (t=8.7, p < .01), and sexual stress (t=8.3, p < .01).  As with 

coping, paired correlations of infertility stress subscales were strongly related, with five of the 

six paired correlations > .54 (p < .01).  

For marital adjustment, no significant differences were reported between males and 

females (t=.70, p = .48).  Both genders reported mean marital adjustment scores of 120, which 

falls within the adjusted range as indicated by Spanier (1976, adjusted mean scores > 100 

indicate well adjusted couples).  Ninety-five percent of females and 93% of males reported 

scores of 100 or higher with scores ranging from 58 to 146 and 80 to 145, respectively.  Paired 

correlations were strongly related with scores ranging from .57 to .67 (p < .01).       

Females reported significantly higher mean depression scores when compared to males 

(t=7.0, p < .01).  The mean scores for females (6.3) and males (4.0) both fell within the 

“minimally depressed” range of the BDI-II (scores of 0-13 indicate minimal depression).  

Individual scores ranged from 0 to 42 for females and 0 to 36 for males, with 14% of females 

and 5% of males reporting scores > 14.  The paired correlation between male and female 

depression scores was .44 (p < .01).
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 Table 1 – Means, Standard Deviations, Paired Correlations and Paired Samples t-Tests for Ways 

                of Coping, Infertility Stress, Marital Adjustment, and Depression. 
 
                       Females (n=420) Males (n=420)          
 

Variable Mean   SD Mean  SD     t-Value Paired 
Correlatn. 

Ways of Coping       

  Confrontive Coping   4.3 2.8 3.0 2.6    9.1 ** .41** 

  Distancing 5.2 3.1 5.6 2.9 -2.0* .24** 

  Self-Controlling 7.6 3.8 6.6 3.9   4.5** .35** 

  Seeking Social Support 9.9 3.9 7.0 4.1    13.0** .37** 

  Accepting Responsibility 2.1 2.3 1.3 2.0   6.5** .34** 

  Escape / Avoidance 7.0 4.4 4.5 3.5    12.0** .46** 

  Planful Problem-Solving 7.1 3.4 6.1 3.5  5.4** .44**  

  Positive Reappraisal 7.1 4.1 6.0 4.3  5.3** .47** 

Fertility-Problem Inventory       

  Social Stress 26.9 11.3 22.3 9.3 9.5** .55** 

  Sexual Stress 16.7 7.7 13.7 5.5 8.3** .41** 

  Relationship Stress 19.8 9.0 18.4 7.7 3.9** .63** 

  Rej. Childfree Lifestyle 28.3 8.8 26.7 8.4 3.8** .54** 

  Need for Parenthood 37.2 11.0 32.9 10.2 8.7** .55** 

  Global Stress 128.9 35.2 114.0 28.9 10.0** .57** 

Dyadic Adjustment Scale       

  Consensus 51.7 6.5 51.4 6.1 .95 .57** 

  Satisfaction      41.5     4.3 41.6 3.9 -.92 .60** 

  Affectional Expression       9.6     1.9 9.6 1.8 -.98 .62** 

  Cohesion      17.2     3.5 17.0 3.5 1.3 .60** 

  Total      119.9    12.8 119.6 11.9 .70 . 67** 

Beck Depression Scale       

  Beck Total Score       6.3      7.3 4.0 5.2 7.0** .44** 
** p < .01 
* p < .05 
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Bivariate Correlations Between Coping and Infertility Stress, Marital Adjustment, and 

Depression 

Table 2 presents the bivariate correlations between coping and infertility stress, marital 

adjustment, and depression for males and females in the full sample of 1,026 females and males.  

For females, coping was significantly related to infertility stress on six of the eight coping 

measures.  Correlations between coping and infertility stress were particularly strong for escape 

avoidance (r = .60, p < .01), accepting responsibility (r = .41, p < .01), and self controlling (r = 

.34, p < .01).  Confrontive coping (r = .29, p < .01) and positive reappraisal (r = .20, p < .01) 

were moderately related to female stress.  A similar pattern emerged for males.  For men, coping 

was significantly related to infertility stress on seven of the eight coping measures.  As with 

females, correlations were strongest between stress and escape/avoidance (r = .52, p < .01), self 

controlling (r = .30, p < .01), and accepting responsibility (r = .29, p < .01).  Positive reappraisal 

(r = .25, p < .01), and confrontive coping (r = .21, p < .01), were also positively correlated with 

male stress. 

Although the relationship between coping and infertility stress tended to be similar for 

males and females, gender differences were found.  For example, for men the coping strategies 

of distancing and seeking social support were related to infertility stress (r = .17, p < .01; r =.10, 

p < .01), but this relationship was not found for women.  On the other hand, for women there was 

a relationship between planful problem solving and infertility stress (r = .10, p < .01) while no 

relationship was found for men.   

For marital adjustment, a different pattern emerged for men and women.  For women, 

coping was significantly related to marital adjustment on five of the eight coping measures.  

Escape/avoidance (r = -.26, p < .05), accepting responsibility (r = -.21, p < .01), self controlling 
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(r = -.12, p < .01), and confrontive coping (r= -.12, p < .01) were negatively related to marital 

adjustment meaning that the higher the score on these coping measures the lower the scores on 

marital adjustment.  Seeking social support was the only coping strategy positively related to 

female marital adjustment (r = .10, p < .01).  For males, escape avoidance (r = -.09, p < .05) and 

distancing (r = -.09) were negatively related to marital adjustment, while seeking social support 

was positively related to marital adjustment (r = .18, p < .01).  However, unlike females, planful 

problem solving (r = .18, p < .01) and positive reappraisal (r = .14, p < .01) were also positively 

related to male marital adjustment.    

Males and females also differed somewhat in how coping was related to depression.  For 

both females and males there was a significant positive relationship between coping and 

depression on four of the eight coping scales.  Escape avoidance was positively related to 

depression for females and males (r = .55, p < .01, r = .33, p < .01, respectively), as was 

accepting responsibility (r = .39, p < .01, r = .20, p < .01, respectively).  However, confrontive 

coping (r= .20, p < .01) and positive reappraisal (r = .09, p < .05) were related to depression for 

females, while distancing and self-controlling were related to depression for males (r=.16, p < 

.01). 
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Table 2 – Bivariate Correlations Between Coping and Infertility Stress, Marital Adjustment, and Depression 

 
         Females (n=520)             Males (n=506) 

 
 Global 

Infertility 
Stress 

 Marital       
Adjustment Depression 

Global 
Infertility  

Stress 

Marital 
Adjustment Depression 

Coping Process  

  Confrontive Coping .29**  -12** .20** .21** .07 .04 

  Distancing .02  -.07 .06 .17** -.09* .16** 

  Self-Controlling .34**             -.12**       .06 .30** -.03 .16** 

  Seeking Social Support .05  .10** -.03 .10* .18** -.09 
 

  Accepting Responsibility .41** -.21** .39** .29** -.04 .20** 

  Escape/Avoidance .60** -.26** .55** .52** -.09* .33** 

  Planful Problem Solving .10*  .07 .03 .04 .18** -.07 

  Positive Reappraisal .20** -.02 .09* .25** .14** .01 

      

** Correlation is significant at the .01 level (one-tailed)  
*   Correlation is significant at the .05 level (one-tailed) 
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Bivariate Correlations Between Coping and Specific Types of Infertility Stress 

Table 3 presents the correlations between coping and each type of infertility stress for 

men and women (n=1,026).  Escape/avoidance had the strongest correlation with infertility stress 

for both men and women among the eight coping processes.  Accepting responsibility, self-

controlling, and confrontive coping were also strongly related with infertility stress for males and 

females.   

For women, distancing was unrelated to infertility stress with the exception of 

relationship stress (r=.10, p < .01).  While for men, distancing was significantly related to social 

stress (r=.12, p < .01), sexual stress (r=.16, p < .01), relationship stress (r=.19, p < .01) and the 

need for parenthood (r=.13, p < .01).  Seeking social support was unrelated to social stress, 

sexual stress, and relationship stress in females, and had a small but significant relationship to 

rejecting a childfree lifestyle (r=.08, p < .01) and the need for parenthood (r=.11, p < .01).  For 

males, seeking social support was positively correlated with rejecting a childfree lifestyle (r=.13, 

p < .01) and the need for parenthood (r=.13, p < .01), but was also negatively related to 

relationship stress (r=-.09, p < .01).  Engaging in planful problem solving was also negatively 

related to relationship stress for men (r=-.15, p < .01), but was unrelated to relationship stress for 

women.   

For women, strong positive correlations (r >. 25) were found between five of the eight 

forms of coping and a need for parenthood (i.e., escape avoidance, accepting responsibility, 

positive reappraisal, self-controlling, and confrontive coping).  For males, all eight coping 

processes were significantly correlated with a need for parenthood, escape avoidance (r=.45, p < 

.01) and positive reappraisal (r = .29 <. 01) having the strongest relationships.      
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Table 3 – Bivariate Correlations Between Coping and Infertility-Specific Stress 
 
         Females (n=520)                  Males (n=506) 

 
 

Social Stress Sexual 
Stress 

Relationship 
Stress 

Reject 
Childfree 
Lifestyle 

Need for 
Parenthood Social Stress Sexual Stress Relationship 

Stress 

Reject 
Childfree 
Lifestyle 

Need for 
Parenthood 

Coping Process    

Confrontive Coping 
.21**          .25** .18** .16** .25** .16** .13** .04 .17** .22**

Distancing 
    -.04 .01 .10* -.03 .05 .12** .16** .19** .02 .13** 

Self-Controlling 
.30**          .29** .26** .10* .26** .31** .18** .21** .14** .18**

Seeking Social 
Support .01          .06 -.06 .08* .11** .10* .06 -.09* .13** .13**

Accepting 
Responsibility .29**          .34** .35** .19** .34** .19** .24** .21** .19** .21**

Escape/ 
Avoidance .54**          .52** .37** .27** .46** .45** .39** .27** .24** .45**

Planful Problem 
Solving .01          .07* -.02 .12** .16** .01 .01 -.15** .14** .10*

Positive Reappraisal 
.11**          .13** .05 .14** .27** .20** .11** -.02 .22** .29**

 

        

 
** Correlation is significant at the .01 level (one-tailed)  
*   Correlation is significant at the .05 level (one-tailed) 
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Intercorrelations Between Ways of Coping Independent Variables 

 Table 4 presents the intercorrelations between the independent variables.  As expected, 

significant positive correlations were found between coping processes since individuals are 

likely to engage in numerous coping strategies (Stanton, 1991).  Correlations ranged from .07 

(distancing and seeking social support) to .54 (planful problem solving and confrontive coping).  

Correlations are slightly greater than the range (.01 to .39) reported by Folkman, et al. (1986) 

when validating the Ways of Coping Questionnaire.  

Overall, confrontive coping appeared to be the most correlated coping strategy with the 

other seven variables, sharing approximately 25% of the variance with six of the seven coping 

processes.  Variables which also shared approximately 25% of their variance included 

escape/avoidance and self-controlling (r=.50, R2 = .25), escape avoidance and accepting 

responsibility (r=.53, R2 = .28), seeking social support and planful problem solving (r=.53, R2 = 

.28), seeking social support and positive reappraisal (r=.49, R2 = .24), and planful problem 

solving and positive reappraisal (r=.53, R2 = .28).       

Distancing appeared to have the least amount of shared variance with the other variables, 

sharing 7% of variance or less with six of the seven coping processes.  Other variables which 

shared 10% or less of variance included seeking social support and self-controlling (r=.31, R2 = 

.10), seeking social support and escape avoidance (r=.27, R2 = .07) seeking social support and 

accepting responsibility (r=.20, R2 = .04), planful problem solving and accepting responsibility 

(r=.31, R2 = .10), and planful problem solving and escape/avoidance (r=.24, R2 = .06). 

 72



 73

 
Table 4 – Intercorrelations Between Ways of Coping Independent Variables (n=1,026) 
 
 
Coping Process Confrontive 

Coping Distancing Self-
Controlling 

Seeking 
Social 

Support 

Accepting 
Responsibility

Escape / 
Avoidance

Planful 
Problem 
Solving 

Positive 
Reappraisal 

Confrontive 
Coping -- .23**      .47** .48** .50** .49** .54** .53**

Distancing          

       

        

        

        

       

.23** -- .41** .07 .25** .27** .24** .25**

Self-Controlling         .47** .41** -- .31** .45** .50** .44** .46** 

Seeking Social 
Support 

.48** .07 .31** -- .20** .27** .53** .49**

Accepting 
Responsibility 

.50** .25** .45** .20** -- .53** .31** .39**

Escape / 
Avoidance 

.49** .27** .50** .27** .53** -- .24** .41**

Planful Problem 
Solving 

.54** .24** .44** .53** .31** .24** -- .53**

Positive 
Reappraisal 

.53** .25** .46** .49** .39** .41** .53** -- 

** Correlation is significant at the .01 level (two-tailed)  
*   Correlation is significant at the .05 level (two-tailed) 
 



Intercorrelations Between Infertility Stress, Marital Adjustment and Depression 

 Table 5 presents the intercorrelations between the dependent variables.  Infertility stress 

had a strong, positive relationship with female depression (r=.62, p < .01), and a moderate 

positive relationship with male depression (r=.33, p < .01).  Thus, participants who experienced 

high levels of infertility stress were also likely to report higher depression scores. 

Infertility stress was negatively related to marital adjustment.  This relationship was 

found in both genders but appeared to be stronger for females (r=-.39, p < .01) than males (r=-

.24, p < .01).  This relationship indicates that greater levels of infertility stress were related to 

lower levels of martial adjustment.  A moderate negative relationship was also found between 

depression and marital adjustment for both females and males (r = -.38, p < .01; r = -.36, p < 

.01), respectively.  Thus, higher levels of depression were related to lower levels of marital 

adjustment for both men and women.   
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Table 5 – Intercorrelations Between Infertility Stress, Marital Adjustment, and Depression (Dependent Variables). 

 
 
         Females (n=520)             Males (n=506) 

 
    Infertility 

   Stress 
   Marital       

Adjustment Depression Infertility  
Stress 

Marital 
Adjustment Depression 

   

  Infertility Stress -- -.39** .62** -- -.24** .33** 

  Marital Adjustment -.39** -- -.38** -.24** -- -.36** 

  Depression .62** -.38** -- .33** -.36** -- 

    

 
** Correlation is significant at the .01 level (one-tailed)  
*   Correlation is significant at the .05 level (one-tailed) 
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Variance in Infertility Stress, Marital Adjustment, and Depression Explained by Coping 

 A series of multiple regression analyses were performed to better understand the 

relationship between coping and infertility stress, marital adjustment and depression.  For each 

analysis, the eight coping scales and gender were simultaneously entered into a regression model 

as the independent variables.  Infertility stress, marital adjustment, and depression were the 

dependent variables.  Product variables obtained by multiplying coping and gender were 

simultaneously entered and run in a second regression model to assess the potential interaction 

between coping and gender.  The R2 change statistic was used to measure the significance of 

additional variance added to the model by the product variables.   

Results from the regression analyses for infertility stress, marital adjustment, and 

depression are presented in tables 6-8.  (Note: A series of regression analyses were also 

calculated using the coping scales and the five infertility-specific sub-scales of the FPI.  Findings 

from these analyses were beyond the scope of this study and are included in appendix A.)     

Table 6 presents the results of the multiple regression analysis using the eight coping 

processes as the independent variables and global infertility stress as the dependent variable.  

The analysis found that 39% of the variance in infertility stress among study participants was 

explained by participants’ coping (R2 = .39, p < .01).  Gender differences related to coping and 

infertility stress were not found.  The product variables in the equation failed to contribute any 

significant variance to the model indicating that there is no significant interaction between 

gender and coping (e.g., separate regression equations for men and women would not be 

significantly different from one another).     

The standardized betas, which test the unique contribution of each coping strategy above 

and beyond the others, showed that escape avoidance contributes the greatest amount of unique 
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variance to the model (β = .53, p < .01), followed by distancing (β = -.12, p < .01), accepting 

responsibility (β = .12, p < .01), self-controlling (β = .10, p < .01), and planful problem solving 

(β = -.08, p < .05).  Thus, holding all other variables constant, for every one standard deviation 

increase in escape/avoidance, participants are likely to have a corresponding .53 standard 

deviation increase in infertility stress.  (This same rationale can be used for each of the above 

variables.)  Escape/avoidance, accepting responsibility, and self-controlling were associated with 

increased infertility stress, while coping by distancing and planful problem solving were 

associated with decreased in infertility stress.   

Table 6 also presents the collinearity diagnostics (Tolerance and Variance Inflation 

Factor [VIF]) for the regression analysis.  (Since these diagnostics test the intercorrelations 

between the independent variables, they are the same for each regression analysis in tables 6-8, 

but are only presented in table 6.)  Values of tolerance range between .49 to .80 and values for 

Variance Inflation Factor (VIF) range between 1.3 to 2.0.  These values indicate acceptable 

levels of both variables showing that although modest collinearity may exist, it is not great 

enough to yield redundant information, which may significantly contaminate the interpretation of 

the regression analyses (Pedhazur, 1997).        
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Table 6 – Multiple Regression Analysis:  Examining the Relationship Between Global Infertility 
Stress and Coping (n=1,026) 
 
  Variable  B SE B β t value 
  Confrontive Coping -.06 .42 -.01 -.14 

  Distancing -1.3 .30 -.12    -4.5** 

  Self-Controlling .84 .28 .10     3.0** 

  Seeking Social Support -.08 .25 -.01 -.34 

  Accepting Responsibility 1.8 .47 .12    3.9** 

  Escape / Avoidance 4.2 .26 .53    16.1** 

  Planful Problem Solving -.77 .32 -.08 -2.4* 

  Positive Reappraisal .08 .26 .01 .33 

  Gender -1.8 1.8 -.03 -1.0 

R2 = .39** 
R2 change using gender product variables = .007   
 
*  p < .05     
** p < .01   
 
 
Regression Equation 
ỳ = 102.3 -.06 (cc) - 1.3 (d) + .84 (sc) -.08 (sss) + 1.8 (ar) + 4.1 (ea) -.76 (pps) +.08 (pr) - 1.8 (g) 
 
 
Collinearity Diagnostics (statistics also apply to tables 7 & 8) 
 
Tolerance  1- R2 

 
Confrontive Coping = .49 
Distancing = .79 
Self-Controlling = .56  
Seeking Social Support = .57 
Accepting Responsibility = .61 
Escape/Avoidance = .55 
Planful Problem Solving = .54 
Positive Reappraisal = .55 
Gender = .80 
 

Variance Inflation Factor    _1_ 
                                            1- R2 
Confrontive Coping = 2.0 
Distancing = 1.3 
Self-Controlling = 1.8 
Seeking Social Support = 1.8 
Accepting Responsibility = 1.6  
Escape/Avoidance = 1.8 
Planful Problem Solving = 1.9  
Positive Reappraisal =  1.8 
Gender = 1.3
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Table 7 presents the results of the multiple regression analysis using coping as the 

independent variable and marital adjustment as the dependent variable.  The analysis found that 

9% of the variance in marital adjustment for participants was explained by participants’ coping 

(R2 = .09, p < .01).  As with infertility stress, gender differences were not found.  In addition, the 

product variables failed to contribute any significant variance to the model showing no 

interaction between coping and gender. 

An analysis of the standardized Betas shows that again escape avoidance contributes the 

greatest amount of unique variance to the model (β = -.19, p < .01), followed by planful problem 

solving (β = .13, p < .01), seeking social support (β = .11, p < .01), positive reappraisal (β = .10, 

p < .05) and accepting responsibility (β = -.09, p < .05).  Thus, for every one standard deviation 

increase in escape/avoidance, participants are likely to have a corresponding -.19 standard 

deviation decrease in marital adjustment.  While escape/avoidance and accepting responsibility 

were associated with decreased levels of adjustment, planful problem solving, seeking social 

support, and positive reappraisal were associated with increased levels of marital adjustment.   
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Table 7 – Multiple Regression Analysis:   Examining the Relationship Between Marital 
Adjustment and Coping (n=1,026) 
 
  Variable  B SE B            β       t value 
  Confrontive Coping -.20 .19 -.05 -1.0 

  Distancing -.15 .14 -.04 -1.1 

  Self-Controlling -.14 .13 -.04 -1.1 

  Seeking Social Support .33 .12 .11 2.8** 

  Accepting Responsibility -.51 .22 -.09 -2.4* 

  Escape / Avoidance -.56 .12 -.19 -4.7** 

  Planful Problem Solving .48 .15 .13 3.3** 

  Positive Reappraisal .28 .12 .10 2.4* 

  Gender -.51 .82 -.02 -.62 

R2 = .09** 
R2 change using gender product variables = .009  
 
*  p < .05 
** p < .01   
 
 
Regression Equation 
ỳ = 118.6 -.20 (cc) - .15 (d) -.14 (sc) =.33 (sss) -.51 (ar) -.56 (ea) +.48 (pps) +.28 (pr) - .51(g) 
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Table 8 presents the findings for the multiple regression analysis examining the 

relationship between coping and depression.  Overall, 29% of the variance in depression scores 

among study participants can be explained by participants coping (R2 = .29, p < .01).  As with 

infertility stress and adjustment, gender as an independent variable did not significantly 

contribute to the model related to coping and depression.  However, the product variables of 

coping and gender significantly contributed an additional 1% of variance to the model indicating 

that an interaction between coping and gender was present (R2 change = .01, p < .05).    

The standardized Betas show that again escape avoidance contributed the greatest amount 

of unique variance to the model (β = .52, p < .01) followed by accepting responsibility (β = .18, p 

< .01), distancing (β = -.10, p < .01), and positive reappraisal (β = -.10, p < .01).  While 

escape/avoidance and accepting responsibility were associated with increased levels of  

depression, distancing and positive reappraisal were associated with decreased levels of 

depression.  In terms of the interaction variables, only escape avoidance (β = -.14, p < .05) and 

distancing (β = .14, p < .05) significantly contributed to the model, indicating these variables 

were significantly different for males and females.   
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Table 8– Multiple Regression Analysis:  Examining the Relationship Depression and Coping 
(n=1,026) 
 
  Variable  B SE B            β       t value 
  Confrontive Coping -.08 .11 -.04 -.77 

  Distancing -.20 .09 -.10 -2.5* 

  Self-Controlling .15 .08 .09 1.8 

  Seeking Social Support -.14 .07 -.09 -1.9 

  Accepting Responsibility .51 .13 .18 4.0** 

  Escape / Avoidance .78 .07 .52 11.6** 

  Planful Problem Solving -.03 .09 -.01 -.04 

  Positive Reappraisal -.15 .07 -.10 -2.1* 

  Gender .83 1.0 .07 .81 

  Confrontive Coping PV -.08 .18 -.03 -.46 

  Distancing PV .26 .13 .14 2.0* 

  Self-Controlling PV -.04 .12 -.03 -.35 

  Seeking Social Support PV .03 .10 .03 .37 

  Accept. Responsibility PV -.11 .20 -.03 -.55 

  Escape/Avoidance PV -.26 .11 -.14 -2.3* 

  Planful Problem Solv. PV -.15 .13 -.09 -1.1 

  Positive Reappraisal PV .05 .11 .01 .05 

R2 = .29** 
R2 change using gender product variables = .012* 
 
*  p < .05 
** p < .01   
 
Regression Equation 
ỳ = 2.4 -.08 (cc) -.21(d) +.15 (sc) -.14 (sss) + .51 (ar) + .78 (ea) -.03 (pps) -.14 (pr) +.83 (g)  
      -.08 (ccpv) +.26 (dpv) -.04 (scpv) +.03 (ssspv) -.11 (arpv) -.26 (eapv) -.15 (ppspv) +.05 (prpv) 
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Multivariate Analysis of Variance and Covariance: Examining Couples’ Coping Concordance 

and its Relationship to Infertility Stress, Marital Adjustment, and Depression 

Multivariate analysis of variance and multivariate analysis of covariance were used to 

examine the relationship between couples’ coping concordance and infertility stress, marital 

adjustment, and depression.  Median split procedures were used to place couples into one of four 

groups based on partners’ coping concordance  on each of the eight coping scales.  The groups 

were:  concordant high (high/high), concordant low (low/low), discordant (F-high/M-low), and 

discordant (F-low/M-high).  Eight 2x4 factorial MANOVAs were conducted using groups and 

gender as the independent variables and infertility stress, marital adjustment, and depression as 

the dependent variables.  In addition, eight 2x4 factorial MANCOVAs were conducted using 

coping as a covariate.  Findings from both the MANOVA and MANCOVA are presented in each 

table.     

Table 9 presents the frequency of couples in each of the coping categories.  On each of 

the eight coping scales, couples were more likely to be concordant with their partners.  In seven 

of the eight categories, over 60% of couples were concordant in their coping styles.  The coping 

processes with the greatest percentage of concordant couples (either high/high or low/low) were 

positive reappraisal (69%) , planful problem solving (67%), confrontive coping (67%), escape 

avoidance (64%)  and seeking social support (64%).  For couples in the disconcordant groups, 

couples in the F-high/M-low groups had a greater percentage of couples than the F-low/M-high 

groups in five of the eight coping processes (confrontive coping, distancing, seeking social 

support, accepting responsibility, and positive reappraisal), while couples in the F-low/M-high 

had a greater percentage of couples in self-controlling, escape/avoidance, and planful problem 

solving.  
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Table 9 – Frequency of Couples by Coping Concordant Groups (n=420) 

Variable Female/Male Frequency Percent 
    
Confrontive Coping High/High 152 36.2 
 Low/Low 128 30.5 
 High/Low 75 17.9 
 Low/High 65 15.5 
    
Distancing High/High 117 27.9 
 Low/Low 114 27.1 
 High/Low 114 27.1 
 Low/High 75 17.9 
    
Self-Controlling High/High 124 29.5 
 Low/Low 131 31.2 
 High/Low 79 18.8 
 Low/High 86 20.5 
    
Seeking Social Support High/High 134 31.9 
 Low/Low 136 32.4 
 High/Low 95 22.6 
 Low/High 55 13.1 
    
Accepting Responsibility High/High 116 27.6 
 Low/Low 139 33.1 
 High/Low 85 20.2 
 Low/High 80 19.0 
    
Escape/Avoidance High/High 136 32.4 
 Low/Low 134 31.9 
 High/Low 67 16.0 
 Low/High 83 19.8 
    
Planful Problem Solving High/High 158 37.6 
 Low/Low 123 29.3 
 High/Low 61 14.5 
 Low/High 78 18.6 
    
Positive Reappraisal High/High 141 33.6 
 Low/Low 147 35.0 
 High/Low 74 17.6 
 Low/High 58 13.8 
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Couple Coping Concordance:  Escape/Avoidance  

Tables 10a-e present the results of the MANOVA and MANCOVA for escape/avoidance 

coping.  The MANOVA (table 10a) showed significant multivariate main effects for groups 

(Wilks’ Λ = .74, p < .001) and for gender (Wilks’ Λ = .91, p < .001), and also a significant 

interaction between groups and gender (Wilks’ Λ = .97, p = .001).  Follow-up univariate tests 

indicate that the groups differed on infertility stress (F = 85.8, p < .001), marital adjustment (F = 

9.9, p < .001), and depression (F = 39.1, p < .001).  For gender, follow-up univariate tests 

indicated that males and females differed on infertility stress (F = 60.0, p < .001) and depression 

(F = 35.6, p < .001), but not for marital adjustment (see table 10b).     

Post hoc tests showed that couples in the high/high group had significantly higher levels 

of infertility stress when compared to the other three groups, while couples in the low/low group 

had significantly lower levels of infertility stress when compared to the other three groups.  For 

marital adjustment, couples in the low/low group reported a higher level of marital adjustment 

when compared to couples in the high/high and F-high/M-low groups.  And for depression, 

couples in the high/high group reported higher levels of depression when compared to couples in 

the low/low and F-low/M-high groups.  Couples in the F-high/M-low group also reported 

significantly higher depression scores when compared to couples in the low/low group and F-

low/M-high groups (see table 10d).     

Follow-up univariate tests found a significant interaction between group and gender for 

infertility stress (F = 5.6, p < .001) and depression (F = 7.7, p < .001).  Males and females 

reported similar patterns for infertility stress in the concordant groups (high/high, low/low), but 

differed in one of the disconcordant groups with females reporting a significantly higher levels  

of stress than males in F-high/M-low group.  When examining mean scores in the F-low/M-high 
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group, the mean differences were similar to the concordant group.  Depression scores between 

the four groups showed a similar pattern (see figures 1 and 2).  

 The MANCOVA showed significant main effects for group (Wilks’ Λ = .97, p = .003) 

and for gender (Wilks’ Λ = .99, p =.035) (see table 10a).  However, the interaction between 

group and gender was no longer significant.  Univariate tests indicated the groups differed on 

marital adjustment (F = 4.0, p =.007), and depression (F = 3.2, p =.021), but not for infertility 

stress.  For gender, univariate tests showed that males and females did not differ on infertility 

stress, marital adjustment, or depression indicating a combination of the three variables produced 

the significant multivariate effect.   

Post hoc tests showed that significant differences in stress across the groups were 

eliminated after including the covariate.  However, for marital adjustment, couples in the 

low/low group reported significantly higher levels of adjustment than couples in the F-high/M-

low group, while couples in the F-low/M-high reported significantly higher levels of depression 

than couples in the F-low/M-high group (see table 10e).    
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Table 10a – Escape/Avoidance MANOVA / MANCOVA Multivariate Tests (n=420 couples) 

Variable Wilks’ Λ F Hypothesis 
df 

Error  
df 

p-value 

MANOVA      
  Groups .74 30.1 9 2020 <.001 
  Gender .91 27.6 3 830 <.001 
  Groups x Gender .97 3.3 9 2020 .001 
      
MANCOVA      
  Groups .97 2.8 9 2017 .003 
  Gender .99 2.9 3 829 .035 
  Groups x Gender  .98    1.5 9 2017 .126 
  Covariate .82 59.6 3 829 <.001 
 
 
Table 10b – Escape/Avoidance MANOVA / MANCOVA Follow-up Univariate Tests 
(n=420 couples) 
 
Variable F Value  

(MANOVA) p-value F Value 
(MANCOVA) p-value 

Groups     
  Infertility Stress 85.8 <.001 1.8 .141 
  Marital Adjustment 9.9 <.001 4.0 .007 
  Depression 39.1 <.001 3.2 .021 
     
Gender     
  Infertility Stress 60.0 <.001 3.2 .075 
  Marital Adjustment .18 .672 2.7 .102 
  Depression 35.5 <.001 .43 .512 
     
Groups x Gender     
  Infertility Stress 5.6 .001 2.1 .098 
  Marital Adjustment 1.3 .279 .22 .880 
  Depression 7.7 <.001 2.7 .047 
     
Escape/Avoidance     
  Infertility Stress -- -- 129.8 <.001 
  Marital Adjustment -- -- 6.8 .009 
  Depression -- -- 101.4 <.001 
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Table 10c – Escape/Avoidance Means and Adjusted Means for Infertility Stress, Marital Adjustment, and Depression by Coping Groups and 
Gender (n=420 couples)  
 

Variable       Gender High/High Low/Low F-high/M-low F-low/M-high Total
MANOVA     
  Infertility Stress 
 

Female 150.1 107.9 138.1 120.3 129.1 
Male      

       
132.2 97.5 108.6 115.4 113.4

Total 141.1 102.7 123.4 117.8 121.3
MANCOVA  
  Infertility Stress 
 

Female 127.3 119.2 120.9 126.2 123.4 
Male 123.0 116.2 125.6 113.5 119.6
Total 125.2 117.8 123.2 119.9 121.5

MANOVA
  Marital Adjust 
 

Female 117.8 123.2 115.7 121.6 119.6 
Male      

       
118.7 122.2 117.3 118.6 119.2

Total 118.2 122.7 116.6 120.1 119.4
MANCOVA  
  Marital Adjust 
 

Female 120.2 122.0 117.6 121.0 120.2 
Male 119.7 120.3 115.6 118.8 118.6
Total 119.9 121.1 116.6 119.9 119.3

MANOVA
  Depression 
 

Female 9.6 2.9 9.0 4.1 6.4 
Male      

       
6.0 2.3 3.5 3.7 3.9

Total 7.8 2.5 6.3 4.0 5.1
MANCOVA  
  Depression 
 

Female 5.3 5.0 5.8 5.2 5.4 
Male 4.2 5.7 6.7 3.4 5.1
Total 4.8 5.4 6.2 4.3 5.2
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Table 10d – Escape/Avoidance Tukey Post Hoc Multiple Group Comparison (MANOVA) 
(n=420 couples) 
 
Variable High/High Low/Low F-high/M-low F-low/M-high 
Infertility Stress     
  High/High (141.1) 141.1** 141.1** 141.1** 
  Low/Low 102.7** (102.7) 102.7** 102.7** 
  F-high/M-low 123.4** 123.4** (123.4) 123.4 
  F-low/M-high 117.8** 117.8** 117.8 (117.8) 
Marital Adjust.     
  High/High (118.2) 118.2** 118.8 118.8 
  Low/Low 122.7** (122.7) 122.7** 122.7 
  F-high/M-low 116.6 116.6** (116.6) 116.6 
  F-low/M-high 120.1 120.1 120.1 (120.1) 
Depression     
  High/High (7.8) 7.8** 7.8 7.8** 
  Low/Low 2.6** (2.6) 2.6** 2.6 
  F-high/M-low 6.3 6.3** (6.3) 6.3** 
  F-low/M-high 3.9** 3.9 3.9** (3.9) 
* p < .05 
** p < .01 
(Parentheses indicate the mean used for post hoc comparisons in each column) 
 
Table 10e – Escape/Avoidance Bonferroni Multiple Group Comparison (MANCOVA) (n=420 
couples) (Adjusted Means) 
 
Variable High/High Low/Low F-high/M-low F-low/M-high 
Infertility Stress     
  High/High (125.1) 125.1 125.1 125.1 
  Low/Low 117.7 (117.7) 117.7 117.7 
  F-high/M-low 123.3 123.3 (123.3) 123.3 
  F-low/M-high 119.9 119.9 119.9 (119.9) 
Marital Adjust.     
  High/High (119.9) 119.9 119.9 119.9 
  Low/Low 121.1 (121.1) 121.1** 121.1 
  F-high/M-low 116.6 116.6** (116.6) 116.6 
  F-low/M-high 119.9 119.9 119.9 (119.9) 
Depression     
  High/High (4.8) 4.8 4.8 4.8 
  Low/Low 5.4 (5.4) 5.4 5.4 
  F-high/M-low 6.2 6.2 (6.2) 6.2* 
  F-low/M-high 4.3 4.3 4.3* (4.3) 
* p < .05   
** p < .01 
(Parentheses indicate the adjusted mean used for post hoc comparisons in each column) 
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Figure 1:  Multivariate Analysis of Variance Interaction between Couple Groupings and Gender 
on Infertility Stress (n=420 couples) 
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 Figure 2:  Multivariate Analysis of Variance Interaction between Couple Groupings and Gender 
on Depression (n=420 couples) 
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Couple Coping Concordance:  Accepting Responsibility 

 and MANCOVA for accepting 
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Tables 11a-e present the results of the MANOVA

ibility as the grouping variable.  The MANOVA (table 11a) showed significant 

multivariate main effects for group (Wilks’ Λ = .81, p < .001) and for gender (Wilks’ Λ

< .001), and also a significant group by  gender interaction (Wilks’ Λ = .97, p = .002).  Follow-

up univariate tests (table 11b) for group indicate that the groups differed on infertility stress (F = 

60.3, p < .001), marital adjustment (F = 9.5, p < .001), and depression (F = 28.4, p < .001).  

Follow-up univariate tests for gender indicated that males and females differed on stress (F =

51.2, p < .001), and depression (F = 32.6, p < .001) but, as with escape avoidance, not for mari

adjustment.    

Post ho

s when compared to the other three groups, while couples in the low/low group had 

significantly lower levels of stress when compared to the other three groups.   For marital 

adjustment, couples in the low/low group reported a higher amount of marital adjustment w

compared to couples in the other three groups.  And for depression, couples in the high/high 

group reported higher levels of depression when compared to couples in the low/low and F-

low/M-high groups.  Couples in the F-high/M-low group also reported significantly higher 

depression scores when compared to couples in the low/low group (see table 11d).        

A significant interaction between coping and gender was found for infertility stre

.002) and depression (F = 6.1, p < .001).  For infertility stress, the interaction pattern was

similar for the escape/avoidance interaction.  Males and females reported similar patterns for 

stress in the concordant groups (high/high, low/low), but differed in one of the disconcordant 

groups.  Females in the F-high/M-low group reported a larger mean difference when compared

 91



to females in the other three groups.  When examining mean scores in the F-low/M-high group, 

the mean differences appeared similar when compared to the concordant groups.  However, for 

depression, couples in the high/high group reported larger mean depression differences when 

compared to couples in the low/low group.  This same patterns was seen in the disconcordant 

groups as couples in the F-high/M-low groups reported larger mean differences than couples in

the F-low/M-high groups (see figures 3 and 4).  

 The MANCOVA showed a significant m

 

ain effects for group (Wilks’ Λ = .93, p < .001) 

ed 

 

and for gender (Wilks’ Λ = .95, p < .001) (see table 11a).  However, the interaction between 

group and gender was no longer significant as it was in the MANOVA.  Univariate tests show

a similar pattern as the MANOVA and indicated the concordance groups differed on infertility 

stress (F = 18.2, p < .001), marital adjustment (F = 4.7, p = .003), and depression (F = 3.3, p 

=.021).  Univariate tests showed that males and females differed on stress (F = 36.7, p < .001)

and on depression (F = 16.6, p < .001) (see table 11c).  Post hoc differences showed a similar 

pattern as the MANOVA with the exception that differences in depression for the high/high 

group were eliminated (see table 11e). 
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Table 11a – Accepting Responsibility MANOVA / MANCOVA Multivariate Tests  
(n=420 couples)  
 
Variable Wilks’ Λ F Hypothesis 

df 
Error  

df 
p-value 

MANOVA      
  Groups .81 20.8 9 2020 <.001 
  Gender .92 23.7 3 830 <.001 
  Groups x Gender .97 2.8 9 2020 .002 
      
MANCOVA      
  Groups .93 7.0 9 2017 <.001 
  Gender .95 15.8 3 829 <.001 
  Groups x Gender .99 1.2 9 2017 .315 
  Covariate .96 11.1 3 829 <.001 
 
 
 
Table 11b – Accepting Responsibility MANOVA / MANCOVA Follow-up Univariate Tests 
(n=420 couples) 
 
Variable F Value  

(MANOVA) p-value F Value 
(MANCOVA) p-value 

Groups     
  Infertility Stress 60.3 <.001 18.2 <.001 
  Marital Adjustment 9.5 <.001 4.7 .003 
  Depression 28.4 <.001 3.3 .021 
     
Gender     
  Infertility Stress 51.2 <.001 36.7 <.001 
  Marital Adjustment .24 .623 .257 .613 
  Depression 32.6 <.001 16.6 <.001 
     
Groups x Gender     
  Infertility Stress 4.9 .002 1.1 .337 
  Marital Adjustment .35 .784 .26 .851 
  Depression 6.1 <.001 2.1 .093 
     
Accepting Respons.     
  Infertility Stress -- -- 9.1 .003 
  Marital Adjustment -- -- .01 .902 
  Depression -- -- 28.2 <.001 
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Table 11c – 
 

Accepting Responsibility Means and Adjusted Means for Infertility Stress, Marital Adjustment, and Depression by Coping 
Groups and Gender (n=420 couples)
 

Variable       Gender High/High Low/Low F-low/M-high Total
MANOVA    
  Infertility Stress 
 

Female 110.2 137.2 123.3 129.9 
129.3 98.8 111.9 120.5 115.1

Total 139.1 104.5 124.5 122.0 122.5
 

F-high/M-low
    

148.8 
Male      

       
MANCOVA      

      
       
       

  Infertility Stress 
 

Female 142.9 113.4 132.8 128.9 
Male 125.9 102.6 119.5 115.9
Total 108.0

126.2 
115.7

134.4 124.3 122.9 122.4

MANOVA
  Marital Adjust 
 

Female 116.8 122.9 119.2 120.1 119.7 
117.2 122.4 119.4 118.1 119.3

Total 117.0 122.7 119.3 119.1 119.6
MANCOVA  
  Marital Adjust 
 

Female 116.9 122.9 119.3 120.1 119.7 
Male 117.3 122.4 119.4 118.2 119.3
Total 117.1 122.6 119.4 119.1 119.5

MANOVA
  Depression 
 

Female 9.6 3.2 8.3 4.7 6.4 
Male      

       
4.6 2.5 3.8 4.1 4.0

Total 7.6 2.8 6.1 4.4 5.2
MANCOVA  
  Depression 
 

Female 7.5 4.4 6.7 5.7 6.1 
Male 4.3 3.9 5.2 3.7 4.3
Total 5.9 4.1 5.9 4.7 5.2

       

Male      
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Table 11d – Accepting Responsibility Tukey Post Hoc Multiple Group Comparison (MANOVA) 
(n=420 couples) 
 
Variable High/High Low/Low F-high/M-low F-low/M-high 
Infertility Stress     
  High/High (139.1) 139.1** 139.1** 139.1** 
  Low/Low 104.5** (104.5) 104.5** 104.5** 
  F-high/M-low 124.5** 124.5** (124.5) 124.5 
  F-low/M-high 122.0** 122.0** 122.0 (122.0) 
Marital Adjust.     
  High/High (117.0) 117.0** 117.0 117.0 
  Low/Low 122.7** (122.7) 122.7* 122.7* 
  F-high/M-low 119.3 119.3* (119.3) 119.3 
  F-low/M-high 119.1 119.1* 119.1 (119.1) 
Depression     
  High/High (7.6) 7.6** 7.6 7.6** 
  Low/Low 2.8** (2.8) 2.8** 2.8 
  F-high/M-low 6.1 6.1** (6.1) 6.1 
  F-low/M-high 4.4** 4.4 4.4 (4.4) 
* p < .05 
** p < .01 
(Parentheses indicate the mean used for post hoc comparisons in each column) 
 
Table 11e – Accepting Responsibility Bonferroni Multiple Group Comparison (MANCOVA) 
(n=420 couples) (Adjusted Means) 
 
Variable High/High Low/Low F-high/M-low F-low/M-high 
Infertility Stress     
  High/High (134.4) 134.4** 134.4* 134.4** 
  Low/Low 108.0** (108.0) 108.0** 108.0** 
  F-high/M-low 124.2* 124.2** (124.2) 124.2 
  F-low/M-high 122.9** 122.9** 122.9 (122.9) 
Marital Adjust.     
  High/High (117.1) 117.1** 117.1 117.1 
  Low/Low 122.6** (122.6) 122.6 122.6* 
  F-high/M-low 119.4 119.4 (119.4) 119.4 
  F-low/M-high 119.1 119.1* 119.1 (119.1) 
Depression     
  High/High (5.9) 5.9 5.9 5.9 
  Low/Low 4.1 (4.1) 4.1* 4.1 
  F-high/M-low 5.9 5.9* (5.9) 5.9 
  F-low/M-high 4.7 4.7 4.7 (4.7) 
* p < .05 
** p < .01 
(Parentheses indicate the adjusted mean used for post hoc comparisons in each column) 
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Figure 3:  Multivariate Analysis of Variance Interaction between Couple Groupings and Gender 
on Infertility Stress (n=420 couples) 
                    F = 4.9, p=.002 

igure 4:  Multivariate Analysis of Variance Interaction between Couple Groupings and Gender 
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Couple Coping Concordance:  Self-Controlling 

NOVA and MANCOVA for self-controlling as 

the gro

  groups 

differed

d 

 

lf-controlling coping was associated with lower levels  of infertility 

stress a ples 

 

d 

 significant main effects for group (Wilks’ Λ = .97, p = 

.003) a

 to the 

Tables 12a-e present the results of the MA

uping variable.  The MANOVA (table 12a) showed significant multivariate main effects 

for group (Wilks’ Λ = .89, p < .001) and for gender (Wilks’ Λ = .93, p < .001).  The group by  

gender interaction approached, but was not significant (Wilks’ Λ = .98, p = .090).     

Follow-up univariate tests (table 12b) for coping concordance indicate that the

 on infertility stress (F = 29.2, p < .001), marital adjustment (F = 4.5, p = .003), and 

depression (F = 13.3, p < .001).  Follow-up univariate tests for gender indicated that males an

females differed on infertility stress (F = 47.0, p < .001) and depression (F = 28.0, p < .001) (see

table 12b,c).  However, there were no significant difference between males and females on 

marital adjustment.      

Low levels of se

nd depression and higher levels of marital adjustment.  Post hoc tests showed that cou

in the low/low and F-low/M-high groups had significantly lower levels of infertility stress when 

compared to couples in the high/high and the F-high/M-low groups.  For marital adjustment, 

couples in the F-high/M-low groups reported significantly lower levels of adjustment when 

compared to the other three groups.  And for depression, couples in the F-high/M-low group

reported significantly higher levels of depression when compared to couples in the low/low an

F-low/M-high groups (see table 12d).  

The MANCOVA analysis found

nd for gender (Wilks’ Λ = .95, p < .001) (see table 12a).  There was no significant 

interaction between group and gender.  Univariate follow-up tests showed a similar pattern

MANOVA and indicated the  groups differed on infertility stress (F = 4.6, p = .003), marital 
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adjustment (F = 4.3, p = .005), and depression (F = 4.1, p = .007).  For gender, follow-up 

univariate tests indicated the males and females differed on stress (F = 30.7, p < .001), and

depression (F = 19.6, p < .001), but not adjustment (see tables 12b,c).   

Post hoc tests showed that couples in the F-high/M-low groups r

 

eported significantly 

higher For 

ment 

-

levels of infertility stress, lower levels of adjustment, and higher levels of depression.  

stress, couples in the F-high/M-low groups had significantly higher levels of stress than couples 

in the low/low and F-low/M-high groups.  For adjustment, the only significant differences found 

were in couples in which females engaged in greater amounts of self-controlling than their 

partners.  Couples in this group (F-high/M-low) reported significantly lower levels of adjust

when compared to couples in the other three groups.  For depression, couples in the F-high/M-

low group reported significantly higher levels of depression when compared to couples in the F

low/M-high group. 
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Table 12a – Self-Controlling MANOVA / MANCOVA Multivariate Tests (n=420 couples)  

Variable Wilks’ Λ F Hypothesis 
df 

Error  
df 

p-value 

MANOVA      
  Groups .89 11.6 9 2020 <.001 
  Gender .93 21.3 3 830 <.001 
  Groups x Gender .98 1.6 9 2020 .090 
      
MANCOVA      
  Groups .97 2.8 9 2017 .003 
  Gender .95 14.6 3 829 <.001 
  Groups x Gender .99 .76 9 2017 .652 
  Covariate .97 .9.9 3 829 <.001 
 
 
 
Table 12b – Self-Controlling MANOVA / MANCOVA Follow-up Univariate Tests  
(n=420 couples) 
 
Variable F Value  

(MANOVA) p-value F Value 
(MANCOVA) p-value 

Groups     
  Infertility Stress 29.2 <.001 4.6 .003 
  Marital Adjustment 4.5 .003 4.3 .005 
  Depression 13.3 <.001 4.1 .007 
     
Gender     
  Infertility Stress 47.0 <.001 30.7 <.001 
  Marital Adjustment .09 .753 .179 .673 
  Depression 28.0 <.001 19.6 <.001 
     
Groups x Gender     
  Infertility Stress 2.9 .033 .31 .815 
  Marital Adjustment 1.0 .371 .51 .677 
  Depression 3.0 .028 .63 .596 
     
Self-Controlling     
  Infertility Stress -- -- 26.7 <.001 
  Marital Adjustment -- -- .246 .620 
  Depression -- -- 10.1 .002 
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Table 12c – Self Controlling Means and Adjusted Means for Infertility Stress, Marital Adjustment, and Depression by Coping Groups and 
Gender (n=420 couples)  
 

Variable       Gender High/High Low/Low F-high/M-low F-low/M-high Total
MANOVA     
  Infertility Stress 
 

Female 140.3 117.7 140.6 118.5 129.3 
Male      

       
125.7 101.5 116.4 114.1 114.4

Total 133.0 109.6 128.5 116.3 121.9
MANCOVA  
  Infertility Stress 
 

Female 130.8 124.6 131.7 124.0 127.7 
Male 117.7 111.8 124.2 108.8 115.6
Total 124.2 118.2 127.9 116.4 121.7

MANOVA
  Marital Adjust 
 

Female 120.9 120.8 115.6 121.3 119.6 
Male      

       
119.4 121.2 117.6 119.3 119.4

Total 120.1 121.0 116.6 120.2 119.5
MANCOVA  
  Marital Adjust 
 

Female 121.3 120.5 115.9 121.1 119.7 
Male 120.0 120.8 117.3 119.5 119.3
Total 120.5 120.7 116.6 120.3 119.5

MANOVA
  Depression 
 

Female 8.1 4.7 8.4 4.1 6.4 
Male      

       
5.0 2.6 4.5 4.0 4.0

Total 6.5 3.7 6.4 4.0 5.2
MANCOVA  
  Depression 
 

Female 6.9 5.6 7.3 4.8 6.1 
Male 4.0 3.9 5.4 3.3 4.2
Total 5.5 4.7 6.3 4.1 5.2
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Table 12d – Self-Controlling Tukey Post Hoc Multiple Group Comparison (MANOVA)  
(n=420 couples) 
 
Variable High/High Low/Low F-high/M-low F-low/M-high 
Infertility Stress     
  High/High (133.0) 133.0** 133.0 133.0** 
  Low/Low 109.6** (109.6) 109.6** 109.6 
  F-high/M-low 128.5 128.5** (128.5) 128.5** 
  F-low/M-high 116.3** 116.3 116.3** (116.3) 
Marital Adjust.     
  High/High (120.1) 120.1 120.1* 120.1 
  Low/Low 121.0 (121.0) 121.0** 121.0 
  F-high/M-low 116.6* 116.6** (116.6) 116.6** 
  F-low/M-high 120.3 120.3 120.3** (120.3) 
Depression     
  High/High (6.5) 6.5** 6.5 6.5** 
  Low/Low 3.7** (3.7) 3.7** 3.7 
  F-high/M-low 6.4 6.4** (6.4) 6.4** 
  F-low/M-high 4.0** 4.0 4.0** (4.0) 
* p < .05 
** p < .01 
(Parentheses indicate the mean used for column post hoc comparisons) 
 
Table 12e – Self-Controlling Bonferroni Multiple Group Comparison (MANCOVA)  
(n=420 couples) (Adjusted Means) 
 
Variable High/High Low/Low F-high/M-low F-low/M-high 
Infertility Stress     
  High/High (124.2) 124.2 124.2 124.2 
  Low/Low 118.2 (118.2) 118.2* 118.2 
  F-high/M-low 127.9 127.9* (127.9) 127.9** 
  F-low/M-high 116.4 116.4 116.4** (116.4) 
Marital Adjust.     
  High/High (120.4) 120.4 120.4 120.4 
  Low/Low 120.7 (120.7) 120.7 120.7 
  F-high/M-low 116.6* 116.6* (116.6) 116.6* 
  F-low/M-high 120.3 120.3 120.3* (120.3) 
Depression     
  High/High (5.5) 5.5 5.5 5.5 
  Low/Low 4.7 (4.7) 4.7 4.7 
  F-high/M-low 6.4 6.4 (6.4) 6.4** 
  F-low/M-high 4.1 4.1 4.1** (4.1) 
* p < .05 
** p < .01 
(Parentheses indicate the adjusted mean used for post hoc comparisons in each column) 
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Couple Coping Concordance:  Distancing 

 Tables 13a-e present the results of the MANOVA and MANCOVA for distancing.  The 

MANOVA (table 13a) showed significant multivariate main effects for group (Wilks’ Λ = .96, p 

< .001) and for gender (Wilks’ Λ = .93, p < .001).  The group by gender interaction was not 

significant.     

Follow-up univariate tests (table 13b) for coping concordance indicate that the four 

coping groups differed on stress (F = 9.4, p < .001), marital adjustment (F = 3.9, p = .009), and 

depression (F = 7.4, p < .001).  Follow-up univariate tests for gender indicated that males and 

females differed on infertility stress (F = 47.2, p < .001) and depression (F = 32.4, p < .001).  

There were no significant difference between males and females on marital adjustment (see table 

13b).     

Post hoc tests showed that couples in the F-low/M-high groups reported the highest levels 

of infertility stress which was significantly higher than couples in the low/low and F-high/M-low 

groups.  Couples in the high/high group had significantly higher levels of  infertility stress when 

compared to couples in the low/low group.  For marital adjustment, couples in the F-high/M-low 

group reported higher levels of marital adjustment when compared to couples in the high/high or 

F-low/M-high groups.  For depression, couples in the F-low/M-high group reported significantly 

higher levels of depression when compared to couples in the low/low group and F-high/M-low 

groups.  Couples in the low/low group reported significantly lower levels of depression than 

couples in the high/high group (table 13d).   

The MANCOVA analysis found the same pattern of relationships as the MANOVA.  The 

MANCOVA found significant main effects for group (Wilks’ Λ = .97, p = .001) and for gender 

(Wilks’ Λ = .92, p < .001) (see table 13a).  There was no significant interaction between gender 
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and coping.  Univariate follow-up tests indicated the  groups differed on infertility stress (F = 

7.2, p <.001), marital adjustment (F = 3.3, p =.020), and depression (F = 4.8, p =.002).  For 

gender, follow-up univariate tests indicated the males and females differed on stress (F = 54.2, p 

< .001) and depression (F = 35.1, p <.001), but not adjustment (see tables 13b,c).   

Post hoc tests showed that couples in the F-low/M-high groups reported significantly 

higher levels of stress than couples in each of the other groups.  For marital adjustment, couples 

in the F-low/M-high reported significantly lower levels of adjustment when compared to couples 

in the F-high/M-low group.  For depression, couples in the F-low/M-high group reported 

significantly higher levels of depression when compared to couples in the low/low group and F-

high/M-low groups (see table 13e).     

 

 103



Table 13a – Distancing MANOVA / MANCOVA Multivariate Tests (n=420 couples)  

Variable Wilks’ Λ F Hypothesis 
df 

Error  
df 

p-value 

MANOVA      
  Groups .96 4.3 9 2020 <.001 
  Gender .93 22.2 3 830 <.001 
  Groups x Gender .99 .99 9 2020 .444 
      
MANCOVA      
  Groups .97 3.3 9 2017 .001 
  Gender .92 23.9 3 829 <.001 
  Groups x Gender .98 1.5 9 2017 .130 
  Covariate .99 2.1 3 829 .103 
 
 

 
Table 13b – Distancing MANOVA / MANCOVA Follow-up Univariate Tests (n=420 couples) 
 
Variable F Value  

(MANOVA) p-value F Value 
(MANCOVA) p-value 

Groups     
  Infertility Stress 9.4 <.001 7.2 <.001 
  Marital Adjustment 3.9 .009 3.3 .020 
  Depression 7.4 <.001 4.8 .002 
     
Gender     
  Infertility Stress 47.2 <.001 54.2 <.001 
  Marital Adjustment .168 .682 .05 .809 
  Depression 32.4 <.001 35.1 <.001 
     
Groups x Gender     
  Infertility Stress .63 .593 2.2 .091 
  Marital Adjustment .19 .901 .34 .800 
  Depression 1.9 .134 2.7 .045 
     
Distancing     
  Infertility Stress -- -- 5.9 .015 
  Marital Adjustment -- -- .65 .419 
  Depression -- -- 2.9 .087 
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Table 13c – Distancing Means and Adjusted Means for Infertility Stress, Marital Adjustment, and Depression by Coping Groups and Gender  
(n=420 couples)  
 

Variable       Gender High/High Low/Low F-high/M-low F-low/M-high Total
MANOVA     
  Infertility Stress 
 

Female 131.3 122.5 123.7 142.3 130.0 
Male      

       
116.6 108.8 111.8 121.5 114.7

Total 123.9 115.6 117.8 131.9 122.3
MANCOVA  
  Infertility Stress 
 

Female 128.3 126.6 121.2 146.2 130.6 
Male 112.4 112.0 114.1 118.1 114.1
Total 120.4 119.3 117.6 132.1 122.3

MANOVA
  Marital Adjust 
 

Female 118.7 119.9 122.3 118.2 119.8 
Male      

       
118.4 120.5 121.1 117.8 119.5

Total 118.5 120.2 121.7 117.9 119.6
MANCOVA  
  Marital Adjust 
 

Female 119.1 119.5 122.6 117.7 119.7 
Male 119.0 120.1 120.8 118.2 119.5
Total 119.0 119.8 121.7 118.0 119.6

MANOVA
  Depression 
 

Female 6.9 4.6 5.7 8.9 6.5 
Male      

       
4.8 3.4 3.3 4.6 4.0

Total 5.8 4.0 4.5 6.7 5.3
MANCOVA  
  Depression 
 

Female 6.4 5.2 5.3 9.4 6.6 
Male 4.2 3.9 3.5 4.1 3.9
Total 5.3 4.5 4.4 6.8 5.3
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Table 13d – Distancing Tukey Post Hoc Multiple Group Comparison (MANOVA)  
(n=420 couples) 
 
Variable High/High Low/Low F-high/M-low F-low/M-high 
Infertility Stress     
  High/High (123.9) 123.9* 123.9 123.9 
  Low/Low 115.7* (115.7) 115.7 115.7** 
  F-high/M-low 117.8 117.8 (117.8) 117.8** 
  F-low/M-high 131.9 131.9** 131.9** (131.9) 
Marital Adjust.     
  High/High (118.5) 118.5 118.5* 118.5 
  Low/Low 120.2 (120.2) 120.2 120.2 
  F-high/M-low 121.7* 121.7 (121.7) 121.7* 
  F-low/M-high 117.9 117.9 117.9* (117.9) 
Depression     
  High/High (5.8) 5.8** 5.8 5.8 
  Low/Low 4.0** (4.0) 4.0 4.0** 
  F-high/M-low 4.5 4.5 (4.5) 4.5** 
  F-low/M-high 6.7 6.7** 6.7** (6.7) 
* p < .05 
** p < .01 
(Parentheses indicate the mean used for post hoc comparisons in each column) 
 
Table 13e – Distancing Bonferroni Multiple Group Comparison (MANCOVA) (n=420 couples) 
(Adjusted Means) 
 
Variable High/High Low/Low F-high/M-low F-low/M-high 
Infertility Stress     
  High/High (120.4) 120.4 120.4 120.4** 
  Low/Low 119.3 (119.3) 119.3 119.3** 
  F-high/M-low 117.6 117.6 (117.6) 117.6** 
  F-low/M-high 132.1** 132.1** 132.1** (132.1) 
Marital Adjust.     
  High/High (119.0) 119.0 119.0 119.0 
  Low/Low 119.8 (119.8) 119.8 119.8 
  F-high/M-low 121.7 121.7 (121.7) 121.7* 
  F-low/M-high 118.0 118.0 118.0* (118.0) 
Depression     
  High/High (5.3) 5.3 5.3 5.3 
  Low/Low 4.5 (4.5) 4.5 4.5* 
  F-high/M-low 4.5 4.5 (4.5) 4.5** 
  F-low/M-high 6.8 6.8* 6.8** (6.8) 
* p < .05 
** p < .01 
(Parentheses indicate the adjusted mean used for post hoc comparisons in each column) 
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Couple Coping Concordance:  Seeking Social Support 

 Tables 14a-e present the results of the MANOVA and MANCOVA for seeking social 

support as the grouping variable.  The MANOVA (table 14a) showed significant multivariate 

main effects for group (Wilks’ Λ = .97, p = .001) and for gender (Wilks’ Λ = .94, p < .001), and 

also a significant group by gender  interaction (Wilks’ Λ = .98, p = .019).   

Follow-up univariate tests (table 14b)  indicate that the groups did not significantly differ 

on infertility stress or depression, but did differ significantly on marital adjustment (F = 8.0, p < 

.001).  Post hoc tests showed that couples in the high/high group had significantly higher levels 

of marital adjustment when compared to couples in the low/low and F-high/M-low groups.  

Follow-up univariate tests for gender indicated that males and females differed on infertility 

stress (F = 38.5, p < .001) and depression (F = 32.2, p < .001), but not for marital adjustment 

(see tables 14b and c).    

A significant multivariate interaction between coping and gender was found, but follow-

up univariate tests showed no significant effects for infertility stress, marital adjustment, or 

depression.  Infertility stress approached significance and was likely the variable which most 

influenced the significant multivariate effect (F = 2.2, p =.090) (see table 14b). 

 The MANCOVA showed a significant main effects for gender (Wilks’ Λ = .96, p < .001), 

but not for group or for the interaction between group and gender (see table 14a).  Univariate 

tests showed that males and females differed on infertility stress (F = 23.3, p < .001) and on 

depression (F = 25.6, p < .001) (see tables 14 b and c), but not adjustment.  Post hoc differences 

showed that couples in the high/high group reported significantly higher levels of marital 

adjustment than couples in the F-high/M-low group (see table 14e). 
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Table 14a – Seeking Social Support MANOVA / MANCOVA Multivariate Tests  
(n=420 couples)  
 
Variable Wilks’ Λ F Hypothesis 

df 
Error  

df 
p-value 

MANOVA      
  Groups .97 3.3 9 2020 .001 
  Gender .94 19.0 3 830 <.001 
  Groups x Gender .98 2.2 9 2020 .019 
      
MANCOVA      
  Groups .99 1.1 9 2017 .324 
  Gender .96 12.8 3 829 <.001 
  Groups x Gender .99 1.0 9 2017 .423 
  Covariate .99 1.6 3 829 .181 
 
 
 
Table 14b – Seeking Social Support MANOVA / MANCOVA Follow-up Univariate Tests 
(n=420 couples) 
 
Variable F Value  

(MANOVA) p-value F Value 
(MANCOVA) p-value 

Groups     
  Infertility Stress .40 .753 1.1 .361 
  Marital Adjustment 8.0 <.001 3.0 .028 
  Depression 2.4 .065 1.4 .255 
     
Gender     
  Infertility Stress 38.5 <.001 23.3 <.001 
  Marital Adjustment .02 .881 .01 .967 
  Depression 32.2 <.001 25.6 <.001 
     
Groups x Gender     
  Infertility Stress 2.2 .090 .88 .451 
  Marital Adjustment 1.2 .298 .59 .62 
  Depression 1.6 .185 1.6 .197 
     
Seek Social Support     
  Infertility Stress -- -- 3.2 .07 
  Marital Adjustment -- -- .16 .683 
  Depression -- -- .02 .900 
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Table 14c – Seeking Social Support Means and Adjusted Means for Infertility Stress, Marital Adjustment, and Depression by Coping Groups 
and Gender (n=420 couples)  
 

Variable       Gender High/High Low/Low F-high/M-low F-low/M-high Total
MANOVA     
  Infertility Stress 
 

Female 125.2 128.6 135.3 127.1 129.1 
Male      

       
116.0 112.6 111.6 117.2 114.3

Total 120.6 120.6 123.5 122.2 121.7
MANCOVA  
  Infertility Stress 
 

Female 121.0 130.6 132.1 128.3 128.0 
Male 113.9 116.6 115.3 115.5 115.3
Total 117.4 123.6 123.6 121.9 121.6

MANOVA
  Marital Adjust 
 

Female 122.7 117.7 119.9 118.8 119.8 
Male      

       
122.5 118.0 117.0 121.2 119.6

Total 122.6 117.8 118.4 120.0 119.7
MANCOVA  
  Marital Adjust 
 

Female 122.4 117.8 119.6 118.9 119.7 
Male 122.3 118.3 117.3 121.1 119.7
Total 122.3 118.1 118.4 120.0 119.7

MANOVA
  Depression 
 

Female 4.8 6.8 6.8 7.5 6.5 
Male      

       
3.6 4.3 4.3 3.2 3.9

Total 4.3 5.6 5.6 5.4 5.2
MANCOVA  
  Depression 
 

Female 4.8 6.8 6.8 7.6 6.5 
Male 3.6 4.4 4.4 3.2 3.9
Total 4.2 5.6 5.6 5.3 5.2
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Table 14d – Seeking Social Support Tukey Post Hoc Multiple Group Comparison (MANOVA) 
(n=420 couples) 
 
Variable High/High Low/Low F-high/M-low F-low/M-high 
Infertility Stress     
  High/High (120.6) 120.6 120.6 120.6 
  Low/Low 120.6 (120.6) 120.6 120.6 
  F-high/M-low 123.5 123.5 (123.5) 123.5 
  F-low/M-high 122.2 122.2 122.2 (122.2) 
Marital Adjust.     
  High/High (122.6) 122.6** 122.6** 122.6 
  Low/Low 117.8** (117.8) 117.8 117.8 
  F-high/M-low 118.4** 118.4 (118.4) 118.4 
  F-low/M-high 120.0 120.0 120.0 (120.0) 
Depression     
  High/High (4.3) 4.3 4.3 4.3 
  Low/Low 5.6 (5.6) 5.6 5.6 
  F-high/M-low 5.6 5.6 (5.6) 5.6 
  F-low/M-high 5.4 5.4 5.4 (5.4) 
* p < .05 
** p < .01 
(Parentheses indicate the mean used for post hoc comparisons in each column) 
 
Table 14e – Seeking Social Support Bonferroni Multiple Group Comparison (MANCOVA) 
(n=420 couples) (Adjusted Means) 
 
Variable High/High Low/Low F-high/M-low F-low/M-high 
Infertility Stress     
  High/High (117.4) 117.4 117.4 117.4 
  Low/Low 123.6 (123.6) 123.6 123.6 
  F-high/M-low 123.6 123.6 (123.6) 123.6 
  F-low/M-high 121.9 121.9 121.9 (121.9) 
Marital Adjust.     
  High/High (122.3) 122.3 122.3* 122.3 
  Low/Low 118.1 (118.1) 118.1 118.1 
  F-high/M-low 118.4* 118.4 (118.4) 118.4 
  F-low/M-high 120.0 120.0 120.0 (120.0) 
Depression     
  High/High (4.2) 4.2 4.2 4.2 
  Low/Low 5.6 (5.6) 5.6 5.6 
  F-high/M-low 5.6 5.6 (5.6) 5.6 
  F-low/M-high 5.4 5.4 5.4 (5.4) 
* p < .05 
** p < .01 
(Parentheses indicate the adjusted mean used for post hoc comparisons in each column) 
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Couple Coping Concordance:  Positive Reappraisal 

Tables 15a-e present the results of the MANOVA and MANCOVA for positive 

reappraisal.  The MANOVA (table 15a) showed significant multivariate main effects for group  

(Wilks’ Λ = .92, p < .001) and for gender (Wilks’ Λ = .95, p < .001).  There was no significant 

group by gender interaction.  Follow-up univariate tests (table 15b)  indicate that the groups 

differed on infertility stress (F = 17.8, p < .001) and marital adjustment (F = 3.6, p = .013), but 

not depression.  Follow-up univariate tests for gender indicated that males and females differed 

on stress (F = 34.0, p < .00) and depression (F = 23.9, p < .001), but not adjustment (see table 

15b,c).  Post hoc tests showed that couples in the low/low group reported significantly lower 

levels of stress than couples in each of the other three groups.  For adjustment, couples in the F-

high/M-low group reported significantly lower levels of marital adjustment when compared to 

the couples in each of the other three groups.      

 The MANCOVA analysis found a similar pattern to the MANOVA.  The MANCOVA 

found significant main effects for group (Wilks’ Λ = .96, p < .001) and for gender (Wilks’ Λ = 

.95, p < .001) (see table 15a).  There was no significant interaction between group and gender.  

Univariate follow-up tests indicated the  groups differed on stress (F = 5.3, p < .001) and marital 

adjustment (F = 5.1, p = .002), but not for depression.  For gender, follow-up univariate tests 

indicated the males and females differed on stress (F = 31.4, p < .001) and depression (F = 22.1, 

p < .001), but not adjustment (see tables 15b,c).  Post hoc tests showed a similar pattern to the 

MANOVA.  Couples in the low/low group reported significantly lower  levels of stress when 

compared to couples in the high/high and F-high/M-low groups.   For marital adjustment, 

couples in the F-high/M-low groups reported significantly lower levels of adjustment when 

compared to couples in the low/low and F-low/M-high groups (see table 15e).   
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Table 15a –   Positive Reappraisal  MANOVA / MANCOVA Multivariate Tests (n=420 couples)

Variable Wilks’ Λ F Hypothesis 
df 

Error  p-value 
df 

MANOVA      
  Groups .92 8.1 9 2020 <.001 
  Gender .95 15.6 3 830 <.001 
  Groups x Gender .98 1.5 9 2020 .150 
      

 MANCOVA      
  Groups .96 3.4 9 2017 <.001 
  Gender .95 13.6 3 829 <.001 
  Groups x Gender .99 .98 9 2017 .449 
  Covariate .99 4.3 3 829 .005 
 
 

 
Table 15b – Positive Reappraisal MANOVA / MANCOVA Follow-up Univariate Tests  
(n=420 couples) 
 
Variable F Value  

(MANOVA) p-value F Value 
(MANCOVA) p-value 

Groups     
  Infertility Stress 17.8 <.001 5.3 .001 
  Marital Adjustment 3.6 .013 5.1 .002 
  Depression 1.4 .254 .43 .729 
     
Gender     
  Infertility Stress 34.0 <.001 31.4 <.001 

.01 .949 .135 .713 
  Depression 23.9 <.001 22.1 <.001 
     
Groups x Gender     
  Infertility Stress 2.1 .100 1.3 .266 
  Marital Adjustment .55 .648 .33 .804 
  Depression .141 .935 .14 .934 
     
Positive Reappraisal     
  Infertility Stress -- -- .99 .319 
  Marital Adjustment -- -- 7.3 .007 
  Depression -- -- .56 .460 

  Marital Adjustment 
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Table 15c – Positive Reappraisal Means and Adjusted Means for Infertility Stress, Marital Adjustment, and Depression by Coping Groups 
and Gender (n=420 couples) 
 

Variable       Gender High/High Low/Low F-high/M-low F-low/M-high Total
MANOVA     
  Infertility Stress 
 

Female 136.5 121.3 132.1 125.0 128.7 
Male      

       
124.3 101.7 113.5 121.0 115.1

Total 130.4 111.5 122.8 123.0 121.9
MANCOVA  
  Infertility Stress 
 

Female 134.6 122.6 130.9 126.0 128.6 
Male 122.9 103.4 115.1 120.0 115.3
Total 128.8 113.1 123.0 122.9 121.9

MANOVA
  Marital Adjust 
 

Female 120.7 120.5 117.3 120.1 119.6 
Male      

       
119.5 120.3 116.3 122.2 119.6

Total 120.1 120.4 116.8 121.1 119.6
MANCOVA  
  Marital Adjust 
 

Female 118.7 121.8 116.1 121.1 119.5 
Male 118.0 122.1 118.0 121.1 119.8
Total 118.4 122.0 117.1 121.1 119.6

MANOVA
  Depression 
 

Female 6.9 5.6 6.7 6.0 6.3 
Male      

       
4.2 3.6 4.3 3.9 3.9

Total 5.5 4.6 5.5 4.9 5.1
MANCOVA  
  Depression 
 

Female 6.6 5.8 6.6 6.1 6.3 
Male 4.0 3.8 4.5 3.7 4.0
Total 5.3 4.8 5.6 4.9 5.1
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Table 15d – Positive Reappraisal Tukey Post Hoc Multiple Group Comparison (MANOVA) 
(n=420 couples) 
 
Variable High/High Low/Low F-high/M-low F-low/M-high 
Infertility Stress     
  High/High (130.4) 130.4** 130.4 130.4 
  Low/Low 111.5** (111.5) 111.5** 111.5** 
  F-high/M-low 122.7 122.7** (122.7) 122.7 
  F-low/M-high 123.0 123.0** 123.0 (123.0) 
Marital Adjust.     
  High/High (120.2) 120.2 120.2* 120.2 
  Low/Low 120.4 (120.4) 120.4* 120.4 
  F-high/M-low 116.8* 116.8* (116.8) 116.8* 
  F-low/M-high 121.2 121.2 121.2* (121.2) 
Depression     
  High/High (5.6) 5.6 5.6 5.6 
  Low/Low 4.6 (4.6) 4.6 4.6 
  F-high/M-low 5.5 5.5 (5.5) 5.5 
  F-low/M-high 4.9 4.9 4.9 (4.9) 
* p < .05 
** p < .01 
(Parentheses indicate the mean used for post hoc comparisons in each column) 
 
Table 15e – Positive Reappraisal Bonferroni Multiple Group Comparison (MANCOVA)  
(n=420 couples) (Adjusted Means) 
 
Variable High/High Low/Low F-high/M-low F-low/M-high 
Infertility Stress     
  High/High (128.8) 128.8** 128.8 128.8 
  Low/Low 113.1** (113.1) 113.1* 113.1 
  F-high/M-low 123.0 123.0* (123.0) 123.0 
  F-low/M-high 123.0 123.0 123.0 (123.0) 
Marital Adjust.     
  High/High (118.4) 118.4 118.4 118.4 
  Low/Low 122.0 (122.0) 122.0** 122.0 
  F-high/M-low 117.1 117.1** (117.1) 117.1** 
  F-low/M-high 121.1 121.1 121.1** (121.12) 
Depression     
  High/High (5.3) 5.3 5.3 5.3 
  Low/Low 4.8 (4.8) 4.8 4.8 
  F-high/M-low 5.6 5.6 (5.6) 5.6 
  F-low/M-high 4.9 4.9 4.9 (4.9) 
* p < .05 
** p < .01 
(Parentheses indicate the adjusted mean used for post hoc comparisons in each column) 
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Couple Coping Concordance:  Confrontive Coping, 

 Tables 16a-e present the results of the MANOVA and MANCOVA for confrontive 

coping.  The MANOVA (table 16a) showed significant multivariate main effects for group 

(Wilks’ Λ = .93, p < .001) and for gender (Wilks’ Λ = .93, p < .001).  The group by gender 

interaction was not significant.  Follow-up univariate tests (table 16b) for group indicate that the  

groups differed on stress (F = 17.1, p < .001) and depression (F = 4.3, p=.005), but not 

adjustment.  Follow-up univariate tests for gender indicated a similar pattern.  Males and females 

differed on infertility stress (F = 41.9, p < .001) and depression (F = 27.9, p < .001), but not 

adjustment (table 16b).  Post hoc tests showed that couples in the high/high group had 

significantly higher levels of infertility stress when compared to couples in the low/low and F-

low/M-high groups.  Couples in the F-high/M-low group also reported significantly higher stress 

than couples in the low/low group.   For depression, couples in the high/high and F-high/M-low 

groups reported significantly higher levels of depression than couples in the low/low group (see 

table 16d).   

The MANCOVA analysis found significant main effects for group (Wilks’ Λ = .97, p = 

.004) and for gender (Wilks’ Λ = .95, p < .001) (see table 16a).  There was no significant 

interaction between gender and coping.  Univariate follow-up tests indicated the groups only 

differed on stress (F = 4.6, p =.004), but not marital adjustment or depression.  Gender follow-up 

univariate tests indicated the males and females differed on infertility stress (F = 28.5, p < .001) 

and depression (F = 17.0, p <.001), but not marital adjustment (see tables 16b,c).  Post hoc tests 

showed the couples in the high/high group had significantly higher levels of stress compared to 

couples in the low/low and F-low/M-high groups.  The significant differences in depression 

reported in the MANOVA were not significant once the covariate was included. 
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Table 16a – Confrontive Coping MANOVA / MANCOVA Multivariate Tests (n=420 couples)  

Variable Wilks’ Λ F Hypothesis 
df 

Error  
df 

p-value 

MANOVA      
  Groups .93 7.0 9 2020 <.001 
  Gender .93 19.8 3 830 <.001 
  Groups x Gender .98 1.5 9 2020 .137 
      
MANCOVA      
  Groups .97 2.7 9 2017 .004 
  Gender .95 13.5 3 829 <.001 
  Groups x Gender .99 .98 9 2017 .454 
  Covariate .98 3.3 3 829 .020 
 
 
 

 
Table 16b – Confrontive Coping MANOVA / MANCOVA Follow-up Univariate Tests (n=420 
couples) 
 
Variable F Value  

(MANOVA) p-value F Value 
(MANCOVA) p-value 

Groups     
  Infertility Stress 17.1 <.001 4.6 .004 
  Marital Adjustment 2.1 .093 2.2 .087 
  Depression 4.3 .005 1.3 .271 
     
Gender     
  Infertility Stress 41.9 <.001 28.5 <.001 
  Marital Adjustment .18 .670 .31 .573 
  Depression 27.9 .000 17.0 <.001 
     
Groups x Gender     
  Infertility Stress 2.8 .037 .53 .665 
  Marital Adjustment 1.0 .387 .857 .463 
  Depression 1.1 .311 1.2 .307 
     
Confrontive Coping     
  Infertility Stress -- -- 6.1 .014 
  Marital Adjustment -- -- .24 .623 
  Depression -- -- 7.6 .006 
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Table 16c – Confrontive Coping Means and Adjusted Means for Infertility Stress, Marital Adjustment, and Depression by Coping Groups and 
Gender (n=420 couples)  
 

Variable Gender High/High Low/Low F-high/M-low F-low/M-high Total 
MANOVA       
  Infertility Stress Female 137.8 118.9 137.3 117.8 128.0 
 Male 122.9 106.3 110.8 112.5 113.1 
 Total 130.3 112.6 124.1 115.2 120.5 
MANCOVA       

Female 133.5 121.6 133.6 120.0 127.2 
 Male 120.5 110.6 115.0 111.3 114.3 
 Total 127.0 116.1 124.3 115.6 120.8 
       

  Infertility Stress 

MANOVA       
  Marital Adjust Female 119.9 121.6 117.1 120.2 119.7 
 Male 120.9 119.3 118.0 118.9 119.3 
 Total 120.3 120.5 117.6 119.6 119.5 
MANCOVA       

Female 120.2 121.3 117.4 120.0 119.7 
 Male 121.1 119.0 117.7 119.0 119.2 
 Total 120.6 120.2 117.5 119.5 119.4 
       

  Marital Adjust 

MANOVA       
  Depression Female 7.2 4.8 7.6 5.6 6.3 
 Male 4.4 3.6 4.2 3.2 3.9 
 Total 5.8 4.2 5.8 4.3 5.1 
MANCOVA
  Depression 

       
Female 6.2 5.4 6.7 6.1 6.1 

 Male 3.9 4.6 5.1 2.9 4.1 
 Total 5.1 5.0 5.9 4.5 5.1 
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Table 16d – Confrontive Coping Tukey Post Hoc Multiple Group Comparison (MANOVA) 
(n=420 couples) 
 
Variable High/High Low/Low F-high/M-low F-low/M-high 
Infertility Stress  

Marital Adjust.  

Depression  

   
  High/High (130.3) 130.3** 130.3 130.3** 
  Low/Low 112.6** (112.6) 112.6** 112.6 
  F-high/M-low 124.0 124.0** (124.0) 124.0 
  F-low/M-high 115.2** 115.2 115.2 (115.2) 

   
  High/High (120.4) 120.4 120.4 120.4 
  Low/Low 120.5 (120.5) 120.5 120.5 
  F-high/M-low 117.6 117.6 (117.6) 117.6 
  F-low/M-high 119.6 119.6 119.6 (119.6) 

   
  High/High (5.8) 5.8 5.8 5.8 
  Low/Low 4.2* (4.2) 4.2 4.2 
  F-high/M-low 5.9 5.9* (5.9) 5.9 
  F-low/M-high 4.4 4.4 4.4 (4.4) 
* p < .05 
** p < .01 
(Parentheses indicate the mean used for post hoc comparisons in each column) 
 
Table 16e – Confrontive Coping Bonferroni Multiple Group Comparison (MANCOVA) (n=420 
couples) (Adjusted Means) 
 
Variable High/High Low/Low F-high/M-low F-low/M-high 
Infertility Stress  

Marital Adjust.  

   
  High/High (127.0) 127.0* 127.0 127.0** 
  Low/Low 116.1* (116.1) 116.1 116.1 
  F-high/M-low 124.3 124.3 (124.3) 124.3 
  F-low/M-high 115.6** 115.6 115.6 (115.6) 

   
  High/High (120.6) 120.6 120.6 120.6 
  Low/Low 120.2 (120.2) 120.2 120.2 
  F-high/M-low 117.5 117.5 (117.5) 117.5 
  F-low/M-high 119.5 119.5 119.5 (119.5) 
Depression     
  High/High (5.1) 5.1 5.1 5.1 
  Low/Low 5.0 (5.0) 5.0 5.0 
  F-high/M-low 5.9 5.9 (5.9) 5.9 
  F-low/M-high 4.5 4.5 4.5 (4.5) 
* p < .05 
** p < .01 
(Parentheses indicate the adjusted mean used for post hoc comparisons in each column)
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Couple Coping Concordance:  Planful Problem Solving 

Tables 17a-e present the results of the MANOVA and MANCOVA for planful problem 

solving.  The MANOVA (table 17a) showed significant multivariate main effects for group 

(Wilks’ Λ = .98, p = .042) and for gender (Wilks’ Λ = .93, p < .001).  There was no significant 

group by gender interaction.   

Follow-up univariate tests (table 17b) for groups indicated they differed only on marital 

adjustment (F = 2.8, p = .038).  Group differences on infertility stress and depression were not 

significant.  Follow-up univariate tests for gender indicated that males and females differed on 

stress (F = 49.5, p < .001) and depression (F = 33.7, p < .001) (see table 17b,c).  However, there 

were no significant difference between males and females on marital adjustment.  Post hoc tests 

showed that couples in the F-high/M-low group had significantly lower levels of marital 

adjustment that couples in the high/high group. 

 The MANCOVA analysis found a significant main effect for gender (Wilks’ Λ = .94, p < 

.001), but not for group or the interaction (see table 17a).  Univariate follow-up tests indicated 

the males and females differed on infertility stress (F = 43.2, p < .001) and depression (F = 32.1, 

p < .001).  Since the group univariate test was not significant, no post hoc differences were found 

between the groups.  
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Table 17a – Planful Problem Solving MANOVA / MANCOVA Multivariate Tests  
(n=420 couples)  
 
Variable Wilks’ Λ F Hypothesis 

df 
Error  

df 
p-value 

MANOVA  

MANCOVA  

    
  Groups .98 1.9 9 2020 .042 
  Gender .93 22.6 3 830 <.001 
  Groups x Gender .99 1.2 9 2020 .309 
      

    
  Groups .99 1.3 9 2017 .229 
  Gender .94 18.5 3 829 <.001 
  Groups x Gender .99 .87 9 2017 .558 
  Covariate .98 5.2 3 829 .001 
 
 
 
Table 17b – Planful Problem Solving MANOVA / MANCOVA Follow-up Univariate Tests 
(n=420 couples) 
 
Variable F Value  

(MANOVA) p-value F Value 
(MANCOVA) p-value 

Groups  

Gender     
  Infertility Stress 49.5 <.001 43.2 <.001 
  Marital Adjustment .02 .892 .594 .441 
  Depression 33.7 <.001 32.1 <.001 
     
Groups x Gender     
  Infertility Stress 1.8 .139 1.5 .213 
  Marital Adjustment .784 .503 .67 .572 
  Depression 1.9 .121 1.9 .120 
     
Planful Problem Sol.  

   
  Infertility Stress 2.2 .092 1.6 .177 
  Marital Adjustment 2.8 .038 2.2 .085 
  Depression 1.2 .318 1.2 .310 
     

   
  Infertility Stress -- -- .60 .439 
  Marital Adjustment -- -- 11.4 .001 
  Depression -- -- .07 .782 
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Table 17c – Planful Problem Solving Means and Adjusted Means for Infertility Stress, Marital Adjustment, and Depression by Coping 
Groups and Gender (n=420 couples) 
 

Variable Gender High/High Low/Low F-high/M-low F-low/M-high Total 
MANOVA       
  Infertility Stress Female 127.6 123.9 134.6 134.7 130.2 
 Male 116.0 112.0 108.1 117.9 113.5 
 Total 121.8 118.0 121.3 126.3 121.9 
MANCOVA       

Female 126.2 125.0 133.5 135.5 130.1 
 Male 115.0 113.6 109.5 117.3 113.9 
 Total 120.6 119.3 121.5 126.4 121.9 
       
MANOVA

  Infertility Stress 

  

MANCOVA       
Female 119.3 121.9 116.2 119.5 119.2 

 Male 119.2 121.4 119.6 119.4 119.9 
 Total 119.2 121.6 117.8 119.4 119.5 
       

  Marital Adjust 

MANOVA       
  Depression Female 5.7 5.5 7.5 7.7 6.6 
 Male 4.1 4.0 3.6 4.0 3.9 
 Total 4.9 4.8 5.5 5.8 5.3 
MANCOVA
  Depression 

     
  Marital Adjust Female 121.6 120.0 118.0 118.0 119.4 
 Male 120.8 118.7 117.2 120.4 119.2 
 Total 121.2 119.4 117.6 119.2 119.3 

       
Female 5.8 5.4 7.6 7.6 6.6 

 Male 4.1 3.9 3.5 4.0 3.9 
 Total 5.0 4.7 5.5 5.8 5.2 
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Table 17d – Planful Problem Solving Tukey Post Hoc Multiple Group Comparison (MANOVA) 
(n=420 couples) 
 
Variable High/High Low/Low F-high/M-low F-low/M-high 
Infertility Stress  

Marital Adjust.  

Depression  

   
  High/High (121.8) 121.8 121.8 121.8 
  Low/Low 118.0 (118.0) 118.0 118.0 
  F-high/M-low 121.3 121.3 (121.3) 121.3 
  F-low/M-high 126.3 126.3 126.3 (126.3) 

   
  High/High (121.2) 121.2 121.2* 121.2 
  Low/Low 119.3 (119.3) 119.3 119.3 
  F-high/M-low 117.6* 117.6 (117.6) 117.6 
  F-low/M-high 119.2 119.2 119.2 (119.2) 

   
  High/High (4.9) 4.9 4.9 4.9 
  Low/Low 4.8 (4.8) 4.8 4.8 
  F-high/M-low 5.5 5.5 (5.5) 5.5 
  F-low/M-high 5.8 5.8 5.8 (5.8) 
* p < .05 
** p < .01 
(Parentheses indicate the mean used for post hoc comparisons in each column) 
 
Table 17e – Planful Problem Solving Bonferroni Multiple Group Comparison (MANCOVA) 
(n=420 couples) (Adjusted Means) 
 

High/High Low/Low F-high/M-low F-low/M-high Variable 

Marital Adjust.  

Depression 

Infertility Stress     
  High/High (120.6) 120.6 120.6 120.6 
  Low/Low 119.3 (119.3) 119.3 119.3 
  F-high/M-low 121.5 121.5 (121.5) 121.5 
  F-low/M-high 126.4 126.4 126.4 (126.4) 

   
  High/High (119.2) 119.2 119.2 119.2 
  Low/Low 121.6 (121.6) 121.6 121.6 
  F-high/M-low 117.8 117.8 (117.8) 117.8 
  F-low/M-high 119.4 119.4 119.4 (119.4) 

    
  High/High (5.0) 5.0 5.0 5.0 
  Low/Low 4.7 (4.7) 4.7 4.7 
  F-high/M-low 5.5 5.5 (5.5) 5.5 
  F-low/M-high 5.8 5.8 5.8 (5.8) 
* p < .05 
** p < .01 
(Parentheses indicate the adjusted mean used for post hoc comparisons in each column) 

 122



CHAPTER V 

DISCUSSION 

The purpose of this study was to explore the individual and dyadic coping processes of 

infertile men and women and their relationship to infertility stress, marital adjustment, and 

depression.  Results from this study indicate that several key relationships exist between these 

variables.   

Summary of Key Findings 

Coping and Gender 

Although both men and women used a variety of coping strategies, women tended to 

engage in these coping strategies more frequently than men.  Women reported using coping more 

often than men on seven of the eight coping scales of the WCQ.  These findings support Jordan 

and Revenson’s meta-analysis (1999) gender that found that women used more seeking social 

support, escape/avoidance, planful problem solving, and positive reappraisal than men (Jordan & 

Revenson, 1999).  However, it was unexpected that women also reported using more confrontive 

coping, accepting responsibility, and self-controlling.  Men, on the other hand, coped more than 

females by distancing, which was also found in a prior study (Stanton, et al., 1992).  

One of the most apparent findings in this study was the strength of the relationship 

between escape/avoidance coping and infertility stress, marital adjustment, and depression, 

which was replicated in several analyses.  For all eight types of coping measured, 

escape/avoidance had the strongest positive correlations between stress and depression for both 

females and males – a finding that is consistent with prior research (Stanton, 1991; Stanton, et 

al., 1992; Litt et al., 1992).  Additionally, escape/avoidance coping contributed the greatest 

amount of unique variance to infertility stress (global and specific types), marital adjustment, and 
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depression when included in multiple regression models with the other seven scales of coping 

and gender.  

Individuals who used escape/avoidance to cope with infertility engaged in behaviors such 

as, “wished the situation would go away or somehow be over with, “tired to make myself feel 

better by eating, drinking, smoking, using drugs or medication or so forth,” and “avoided being 

with people in general.”  Lazarus and Folkman maintain that coping is not adaptive or 

maladaptive, but situation specific.  While avoidance may be an effective coping approach in 

situations that are short-term as Stanton (1991) suggests, infertility is often long-term in nature 

and is not solved by avoidant behavior.  Using escape/avoidance to cope with infertility likely 

involves a perpetuating cycle of escape and return to a problem that remains unsolved and that 

has probably become more painful.     

A similar pattern was found for individuals coping with infertility by accepting 

responsibility.  Men and women who coped by accepting responsibility (e.g., criticized or 

lecturing myself, believed I brought the problem on myself), reported strong positive correlations 

with stress and depression, and, for women, decreased marital adjustment.  These findings also 

support prior research which has found accepting responsibility to be associated with increased 

distress in infertile populations (Levin et al., 1997; Stanton, 1991; Stanton et al., 1992).  It is 

unclear why some individuals choose to accept responsibility for infertility when it is a medical 

condition that is rarely related to one’s personal behavior.  Perhaps men and women who are 

unexpectedly diagnosed with infertility feel the need to place blame on someone or something in 

order to make sense of the situation.  Tennen and colleagues (1991) propose that men and 

women may accept blame for infertility in an effort to protect one’s spouse from additional 

stress-related burdens.     
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Seeking social support showed a positive relationship to marital adjustment for both men 

and women (e.g., talked to someone about how I was feeling, asked a relative or friend I 

respected for advice).  For women, this findings appears to support prior research that has shown 

women who are less socially isolated have reported higher levels of life satisfaction and have 

employed more adaptive coping skills in response to the stress associated with infertility 

(Daniluk, 1997; Stanton, 1991).  For men, this finding was somewhat surprising.  Although they 

are less likely than women to seek social support (Jordan & Revenson, 1999), previous research 

has not found this relationship.  It is interesting that for men, the use of planful problem solving 

(e.g., I knew what had to be done, so I doubled my efforts to make things work, I came up with a 

couple of different solutions to the problem) was also related to increases in marital adjustment.  

Perhaps engaging in behaviors aimed at solving the problem, which may include seeking social 

support, helps men feel more useful when faced with the challenges of infertility.  Because men 

are unable to solve the problem of infertility by themselves, they often report feeling powerless 

to help themselves and their partner (Daniluk, 1997).  As a result, engaging in planful problem 

solving may lend itself to feeling a greater sense of purpose for themselves and their partner as 

they do all that they can to help solve the problem.    

Coping, Gender and Outcome Variables 

When comparing the infertility stress of study participants, females reported higher mean 

infertility stress scores on each of the six scales of the FPI.  The same held true for mean 

depression scores.  These findings are consistent with a wide body of literature that females 

report infertility as more stressful and are also more likely to report greater psychological distress 

(Greil, 1997; Robinson & Steward, 1996).   
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Regression analyses showed that 39% of the variance in infertility stress was explained 

by participants’ coping strategies.  Coping through escape/avoidance, accepting responsibility, 

and self-controlling were associated with increases in stress, while distancing and planful 

problem solving were associated with decreases in stress.  The large amount of variance in stress 

explained by coping underscores the strong interrelationship between stress and coping; 

however, the directionality of this relationship is unclear.  It is likely that the event of infertility 

creates stress, which then leads to coping.  However, it is also possible that ineffective coping 

strategies (e.g., escape/avoidance) lead to increased stress and actually become stressors 

themselves.  Future studies using more controlled designs may help clarify the specific nature of 

the relationship between stress and coping.   

 While men and women in this study reported higher than average levels of marital 

adjustment, there was no significant difference in marital adjustment based on gender.  Over 

95% of females and 93% of males reported scores above the adjustment point of 100 as indicated 

by the DAS (Spanier, 1976).  Although anecdotal reports have described infertility as a “brutal 

and unanticipated shock” and “a crisis that may affect the couple’s future life goals and dreams,” 

these findings are consistent with a larger body of literature indicating that “marital satisfaction 

among the infertile is as high, or higher than that of non-infertile individuals” (Greil, 1997, p. 

1683).   

 The above-average scores of marital adjustment may be explained by the treatment 

selection criteria at the London Health Sciences Centre, which required couples to be “stable” 

before qualifying for advanced infertility treatments.  It is possible that this requirement may 

have led to social desirability biases for men and women whose marriages were not well adjusted 

but who greatly desired to qualify for treatments.  The high levels of marital adjustment may also 
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be related to the timing of data collection.  Prior research has shown that the duration of 

treatments may have a deleterious effect on the couple’s overall level of adjustment. Berg and 

Wilson (1991) found couples who had above-average levels of marital satisfaction during the 

first two years of infertility treatment reported dramatically lower levels of martial adjustment 

after the third year of treatment, which approached the clinical cutoff point of 100.  

 Results of the regression analyses also showed that 28% of the variance in participants’ 

depression scores was explained by coping.  Coping through escape/avoidance and accepting 

responsibility were associated with increased levels of depression, while distancing and positive 

reappraisal were associated with decreased levels of depression.  As with adjustment, the 

majority of men and women in the study were not in the depressed range as measured by the 

BDI-II (13% of women and 7% of men reported scores of 14 or higher which indicate depressive 

symptoms).  Although infertile men and women are found to be more psychologically distressed 

than men and women presumed to be fertile (Greil, 1997), it appears this distress does not 

translate into clinically depressive symptoms.  While some studies have found higher rates of 

depression among participants (Domar et al., 1992), Edelmann, Connolly, and Bartlett (1994) 

found that infertile couples who pursue advanced infertility treatments appear to be 

psychologically well adjusted.  As with marital adjustment, it is possible that the timing of data 

collection is key since couples who provided data did so three months prior to their first 

infertility treatments. At this point in time they may be hopeful that participation in the treatment 

program will result in pregnancy, which may be related to lower depression scores.  Studies 

examining the depression rates of couples during and after the completion of treatments would 

be helpful in examining if changes in depression occurred over the course of the infertility 

experience.    
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Product variables were used in the regression analyses to test whether there was an 

interaction between gender and coping for each of the eight regression models.  The interactions 

between gender and coping were significant in two of the eight analyses (depression, sexual 

stress).  Thus, a test comparing the regression equations for men and women would show that 

they are significantly different from one another.  However, the R icated that 

the amount of additional variance explained by each variable was only 1%.  Since coping already 

explained 29% and 28% of the variance in each model respectively, the practical significance of 

this finding appears small.  It is likely that these differences may be more influenced by the large 

sample size than by a meaningful interaction that may have clinical significance.  Thus, it is 

important to use caution when interpreting the interaction findings.  

2 change statistic ind

Couple’s Coping Concordance and its Relationship to Infertility Stress, Marital Adjustment, and 

Depression 

Findings from both multivariate analyses consistently showed that couples in the four 

groups differed in their reports of infertility stress, marital adjustment, and depression.  In 

addition, gender differences were also found with females consistently reporting greater levels of 

stress and depression when compared to males.  While the MANOVA found a significant 

interaction between gender and coping in three analyses – escape/avoidance, accepting 

responsibility, and seeking social support – the interactions were not found to be significant once 

the covariate was included.  This is likely due to the partialing out of variance in male and 

female coping.  MANCOVA post hoc comparisons among the four groups found several key 

couple pairings that were associated with mean differences in stress, marital adjustment, and 

depression.   
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Self-Controlling (F-high/M-low) 

Couples in which the female uses high amounts of self-controlling and the male uses low 

amounts reported lower levels of martial adjustment when compared to couples in each of the 

other three groups.  Couples in this group also reported significantly higher levels of infertility 

stress than couples in the low/low and F-low/M-high group, and significantly higher levels of 

depression than couples in the F-low/M-high group.  Engaging in high amounts of self-

controlling coping is associated with behaviors such as “I tried to keep my feelings to myself” 

and “I kept others from knowing how bad things were” (WCQ).  Since females in F-high/M-low 

group are less likely to communicate with their partner about their infertility stress, women in 

these couples fail to receive the benefit of partner support which is a critical element of the 

coping process (McDaniel, Hepworth, & Doherty, 1992).  This may lead to a sense of isolation 

which help explain the decrease in marital adjustment and increase in stress and depression in 

themselves and their partners.   

It is interesting, however, that the opposite of this dyadic coping style (F-low/M-high) 

does not appear to produce the same results.  When females engaged in low amounts of self-

controlling and their partners engaged in high amounts, couples were likely to report lower levels 

of stress and depression, and higher levels of marital adjustment.  Couple where men use more 

self-controlling than women may reflect the more common relational dynamic in which men are 

less likely to discuss their problems and women are more open to expressing discomfort and 

asking for help.  Studies have indicated that males were much less likely than females to confide 

in others regarding infertility (Daniluk, 1997).  As a result, the F-low/M-high relational dynamic 

may appear normal to the couple and, therefore, may be less likely to produce a negative 

outcome.   
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Distancing (F-low/M-high) 

For distancing, couples in the F-low/M-high group reported the highest amounts of 

infertility stress when compared to each of the other three groups.  This was the only time across 

all eight analyses that this group (F-low/M-high) reported the greatest levels of stress.  The 

elevated levels of stress for couples in this group may be the result of women feeling 

unsupported by their husbands who may appear to take the situation very lightly (e.g., made light 

of the situation, refused to get too serious about it).  Women in these couples may also report 

greater amounts of stress because their partners’ actions may be an inadvertent form of denial 

(e.g., refused to think about it too much, tried to forget the whole thing) which limits their ability 

to work toward resolution.   

Although couples in this group reported the highest levels of stress when compared to 

couples in the other three groups, it is interesting that couples in this group only reported 

significantly lower levels of marital adjustment and higher levels of depression when compared 

to couples in the F-high/M-low group.  Levin et al., (1997) found that couples that reported the 

lowest levels of marital satisfaction were in couples where the man used a high amount of 

emotion-oriented coping (distancing is a type of emotion-oriented coping).  It is noteworthy that 

while distancing was not individually related to negative outcomes for women, females in the F-

low/M-high group reported negative outcomes when their partners engaged in the strategy.  This 

supports Beaurepaire’s (1994) hypothesis that some coping strategies may not be harmful to 

individuals, but appear to be linked with negative outcomes when used by one’s partner.  This 

may be because women in couples in the F-low/M-high group may feel alienated when their 

partners do not appraise the problem as seriously as they do.  However, when both partners used 

distancing, partners tended to report lower levels of stress than those in the F-low/M-high group.  
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Previous research has shown that couple’s who appraise the stress of a situation differently from 

their partners may report greater negative outcomes when compared to couples who perceive the 

stress similarly (Peterson, et al., in press).   

Accepting Responsibility (Low/Low, High/High)  

Post hoc tests revealed important relational dynamics related to couples’ accepting 

responsibility (e.g., “criticized or lectured myself,” “realized I brought the problem on myself”).     

It appears that couples in the low/low group report the most positive outcomes among the four 

groups.  Couples in the low/low group reported lower levels of infertility stress when compared 

to the other three groups, higher levels of marital adjustment when compared to couples in the 

high/high and F-low/M-high groups, and lower levels of depression when compared to couples 

in the F-high/M-low group.  Couples in the high/high group, on the other hand, reported the 

greatest amount of stress and lowest amount of marital adjustment.   

These findings may be related to the lack of control individuals and couples experience 

when coping with infertility.  Accepting responsibility measures an individuals’ 

acknowledgement of their role related to the stress, as well as their attempts to correct the 

problem (e.g., “I made a promise to myself that things would be different next time”).  For 

infertile couples, criticizing oneself and accepting blame for the problem do little good in helping 

the couple achieve their goal of pregnancy.  In addition, trying to do things “different” the next 

time will likely be ineffective in helping the problem since infertility is a medical condition 

which is not solved by altering one’s behavior in relation to the stress.  If both partners use high 

amounts of accepting responsibility, negative outcomes results.  However, the study also found 

that if even one partner in a couple used this coping strategy it appears to have an impact on both 

partners.  This suggests a relational dynamic that is congruent with family systems theory, that 
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the behavior of one member of the couple can impact the other member of the couple even if 

both do not engage in the behavior.      

Seeking Social Support (High/High) 

Couples in which both partners used high amounts of seeking social support, reported 

higher levels of marital adjustment when compared to couples where both partners used low 

amounts of seeking social support.  Although prior research has found that that wives who seek 

social support have partners with lower levels of psychological distress (Stanton, 1991), this was 

not found in this study (there were no significant differences among the four groups of couples 

for depression or infertility stress levels).  The only significant findings were related to marital 

adjustment, suggesting the importance of unity in the marital dyad when engaging in this coping 

strategy (e.g., accepted sympathy and understanding from someone, talked to someone about 

how I was feeling).   

Positive Reappraisal (Low/Low) 

 Post hoc tests showed that couples in which both partners used low amounts of positive 

reappraisal reported significantly lower levels of infertility stress when compared to couples in 

the other three groups.  This finding was particularly unexpected because engaging in positive 

reappraisal has been linked with positive outcomes in other studies (Levin et al., 1997; Stanton, 

1991; Stanton, et al., 1992).  For couples in the current study, when both partners used low levels 

of positive reappraisal (e.g., changed or grew as a person in a good way, discovered what was 

important in life, I changed something about myself), they seem to experience lower levels of 

infertility stress.  For males, this was especially key.  It appears that men report less infertility 

stress if both they and their partner do not attempt to engage in redefining their situation.  

Perhaps men feel confident that treatments will be successful and thus, do not need to reappraise 
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their situation.  It is also possible the directionality between stress and coping may be influencing 

the results since couples who are less stressed may not feel the need to redefine the situation, 

while couples who are more stressed do.      

Escape/Avoidance (F-high/M-low) 

 Escape/avoidance (e.g., had fantasies about how things might turn out, avoided being 

with people in general) was the coping mechanism most impacted by the inclusion of the 

covariate.  Findings from the MANVOA, which showed significant group differences in 

infertility stress, were all eliminated once the covariate was added to the analysis.  Although 

differences in stress were eliminated, couples in the F-high/M-low group still reported higher 

depression scores when compared to couples in the F-low/M-high groups and lower levels of 

martial adjustment when compared to couples in the low/low group.  These findings suggest that 

couples in which females cope by escaping from the problem, and males do not, may feel 

increased isolation and helplessness which is related to higher levels of depression and lower 

levels of marital adjustment.    

Planful Problem Solving and Confrontive Coping 

Levin and colleagues (1997) found that women who reported high task-oriented coping 

concordance with their partners reported the highest levels of marital satisfaction, while marital 

satisfaction was the lowest among couples concordant in their use of low task-oriented coping.  

Findings from this study did not support Levin’s conclusions.  The coping strategies of 

confrontive coping (e.g., I expressed anger towards the person who caused the problem, I did 

something I didn’t think would work, but at least I did something), did not produce significant 

differences in marital adjustment across couples in each of the four groups.  However, for 

confrontive coping, couples in which females used low amounts of confrontive coping reported 
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significantly lower amounts of infertility stress when compared to couples who both used high 

amounts of confrontive coping.   

Couples using planful problem solving (e.g., I made a plan of action and followed it, 

came up with different solutions to the problem) did not show any significant differences 

between the groups on infertility stress, marital adjustment, or depression.  This may be due to 

the timing related to couples completion of the questionnaire.  Since all of the couples are acting 

on their plans and have not seen success or failure related to their goals, it is not surprising that 

differences do not exist.  However, once treatment is administered the relationship between 

planful problem solving and outcomes may be different depending on the results and the 

couples’ follow-up plans (e.g., continued treatments, adoption, childfree living).  

Clinical Implications 

 Several authors have discussed clinical approaches to working with infertile couples.  

Shapiro (1982) advocated that therapists help couples move through the stages of the grieving 

process.  McDaniel, Hepworth and Doherty (1992) use a biopsychosocial model in their 

treatment approach that emphasizes the use of outside support systems.  However, there is 

relatively little written regarding the clinical treatment of infertility from a systems perspective.  

Instead, therapists commonly view infertility as an individual problem, which often leads to 

unsatisfactory outcomes (Greil, Leitko, & Porter, 1988).  Such approaches to therapy fail to take 

into account the complex interpersonal relationships that are often found among couples coping 

with infertility.   

 Findings from the current study enhance our understanding of how individuals’ coping 

strategies are related to infertility stress, marital adjustment, and depression, and how outcomes 

and couple dynamics are linked.  The following section will attempt to integrate the results of 
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this study with clinical theory by examining potential treatment approaches from structural 

family therapy and narrative therapy. 

Structural Family Therapy 

 Structural family therapy is one treatment approach that could be used in conjunction 

with this study’s findings to help couples coping with infertility.  This approach, developed by 

Salvador Minuchin, challenges therapists to view families in a relational context as opposed to 

focusing on linear behaviors.  Minuchin stated, “One of the therapeutic goals [of structural] 

family therapy is to help family members experience their belonging to an entity that is larger 

than the individual” (Minuchin, 1981, pg. 193).   

 Study findings from the multivariate analyses support Minuchin’s idea.  Results from this 

study showed that even if individuals did not engage in negative coping processes, their partners 

use of a negative coping process may also affect them.  To alter a negative relationship dynamic, 

Minuchin (1981) proposed restructuring a couple’s tasks or boundaries which would be 

particularly useful when working with couples in which one partner is coping using ineffective 

strategies which in turn has a deleterious effect on his or her partners functioning.  For example, 

this study found that couples in which females used high amounts of self-controlling and the 

males used low amounts of self-controlling had lower levels of marital adjustment when 

compared to couples in the other three groups.  In this situation, the therapist could use structural 

family therapy principles to help the couple understand the mutuality of the problem.  The 

therapist could help the couple to see how each partner’s behaviors impact the other by 

discussing how the wife, by keeping her feelings to herself and not involving her husband, may  

trigger negative emotional reactions in him.  Likewise, a husband’s thoughtlessness about what 

he may say regarding the infertility may result in the wife’s increased use of self-controlling 
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coping strategies.  The goal of therapy would be to shift couples from a structure of F-high/M-

low self controlling to one of the other three couple pairings.   

 As the therapist challenges the structural concept of a linear relationship in the marriage 

and helps both partners to understand their complementary roles in dealing with the issue, the 

couple may begin to develop a better understanding of their response to and feelings about their 

infertility.  This emphasis on their marriage as a system has the potential to help members of the 

couple become mutually supportive and understanding of how one partner’s coping may impact 

the other.  Using the findings from this study, therapists can challenge the couple structure to 

either promote or discourage any of the couple pairings that were significantly related to 

infertility stress, marital adjustment, or depression in this study.  A summary table of the 

significant couple groupings which have clinical relevance can be found in attachment 7.   

Narrative Therapy  

 Narrative therapy is a second treatment approach that could be used to help couples 

adjust to and resolve the difficulty they experience when faced with infertility.  One of the main 

tenants of narrative marital therapy is the deconstruction of a couple’s dominant story and the 

subsequent reconstruction and replacement of a less oppressive, alternate story (Nichols & 

Schwartz, 1998).  Couples experiencing infertility often come to therapy having labeled 

themselves as failures, and thus may cope in self-defeating ways such as escape/avoidance or 

accepting responsibility.  A primary goal of the narrative approach is to help each member of the 

couple create new meaning about the infertility by reconstructing a new narrative regarding his 

or her experience.       

 As part of the Infertility Project organized at the Ackerman Institute for the Family, 

Diamond and colleagues (1999) developed a treatment model to help couples work through the 
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experience of infertility.  One of the key tenants of their approach was the use of externalizing 

language to describe the couples they worked with.  They propose using terms such as 

‘struggling with infertility’ as opposed to using the label ‘infertile’, as this “permits a shift in the 

couple’s experience from a passive posture of being infertile to a more active stance of 

struggling with infertility” (p. 16).   

The use of externalizing language could be also be used to describe the couple’s 

relational dynamics.  By using the findings in attachment 7, a therapist could identify the couple 

pairing being reflected in the couple narrative.  For example, men and women in couples who 

used high amounts of accepting responsibility reported greater amounts of infertility stress than 

couples in the other groups.  Because the desire to accept responsibility may be a powerful 

component of their relationship (e.g., one partner using accepting responsibility in an effort to 

protect the other), a therapist could externalize the use of accepting responsibility as ‘blame.’  

The therapist could ask questions such as, “when you feel stress related to the infertility, what 

does ‘blame’ tell you to do?”  If accepting responsibility is having a negative impact on the 

couple’s marital adjustment, the therapist could identify the role blame plays into their 

relationship by asking, “do you feel that ‘blame’ causes you to act in ways contrary to how you 

really feel about your partner,” or “does ‘blame’ have you act in ways that is contrary to how you 

would like your relationship to be?”  Finally, the therapist could identify unique outcomes to 

help the couple develop alternative stories by asking questions such as, “can you remember a 

time when blame tried to get you to act in negative ways, but you didn’t let it?  How did you do 

that?”    

 Narrative approaches to working with infertility are fairly new and are still under 

development.  One potential expansion of this theory to working with infertile couples could be 
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externalizing individual and relational coping patterns.  Since infertility is a medical condition 

that occurs within a person but happens to a couple, the individual diagnosed with infertility is 

likely to internalize infertility as part of his or her identity.  Externalizing the problem can help 

couples see the problem as an experience as opposed to a negative internal characteristic that 

defines them.  

 
Limitations 

It should be noted that the current study contains a number of limitations which should be 

taken into account.  First, participants represent only a sub-set of infertile couples whose earlier 

treatments have failed and who have made a decision to pursue advanced reproductive 

technologies.  While it is estimated that approximately 75% of couples will pursue some form of 

infertility treatment (e.g., medication, surgery, etc), it is unclear what percentage of infertile 

couples elect to pursue advanced reproductive treatment (Sadler & Syrop, 1987).  As such, the 

generalizability of the findings may be limited to infertile couples pursuing advanced treatments.   

Second, due to the cross-sectional design of this study, the analysis fails to capture the 

impact of time on infertility treatments.  Berg & Wilson (1991) have shown that infertility 

treatments longer than two to three years typically result in negative outcomes such as decreased 

marital satisfaction.   

Third, while specific data on race and ethnicity of study participants were not collected, it 

is estimated that the sample was comprised primarily of patients who are Caucasian reflecting 

the Canadian population during those years (Newton et al., 1999).  As a result, minority groups 

are underrepresented, which is a common limitation in the infertility literature as a whole (Greil, 

1997).  Because infertility research primarily uses convenience samples of white middle-class 
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couples, “a select group of the infertile, who are almost certainly not representative of the 

infertile population as a whole, speak for the whole group” (Greil, 1997).  

Fourth, while moderate in size, intercorrelations were found among the independent 

variables. Pedhazur (1997) notes that although adverse consequences may result in regression 

analyses when intercorrelations are high, there is no agreement on what “high” means.  Pedhazur 

also notes that the most stringent definition of collinearity occurs when two variables fall on the 

same line and are perfectly correlated.  Although the independent variables in this study did not 

have this type of relationship, some variables did reveal shared variances up to 25% (confrontive 

coping, planful problem solving).  Thus, the regression statistics in this study must be interpreted 

with caution.   

Finally, because 80% of the sample had a female factor diagnosis (e.g., tubal factors, 

endometriosis), this represents a skewed sample of the infertility population.  It has been 

estimated that 40% of infertility is attributable to females, 40% to males, and 20% to a 

combination of male and female factors (Robinson & Steward, 1996; Wright, Allard, Lecours, 

and Sabourin, 1989) although this distribution is rarely found in research studies (Ulbrich, et al., 

1990).  Because 80% of participants in this study had a female factor diagnosis, couples with a 

male factor and idiopathic diagnosis were underrepresented.  Ulbrich et al. (1990) used a sample 

68% female factor diagnosis, 11% male factor diagnosis, and 21% combined infertility, and 

speculated the underrepresentation of males may be a function of men being more reluctant to 

discuss their infertility and seek social support.  It is likely a similar dynamic is occurring here, 

but further research is needed to assess the frequency of male-factor infertility and the reasons 

why men diagnosed with infertility choose not to pursue treatments.  Although the impact of 

diagnosis (e.g., male factor, female factor, or idiopathic) was not directly addressed in this study, 
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prior research attempting to establish a link between the attribution of an infertility diagnosis  

and psychological distress have been inconclusive (Greil, 1997; Connolly et al.,1987; Domar, et 

al., 1992).  The current study found no significant differences in stress and depression among 

couples in the three diagnostic categories.  However, couples with an idiopathic diagnosis 

reported significantly lower levels of marital adjustment when compared to couples with a 

female factor or male factor diagnosis.  This finding appears to show that an unknown cause of 

infertility places an added burden on the couple’s relationship, which is related to decreases in 

marital adjustment.  Studies which examine the relationship between infertility diagnosis and 

marital adjustment are needed to shed more light on this dynamic. 

 
Future Research 

Findings from this study help point the direction to future research which may benefit 

infertile populations.  First, the creation of a new instrument which measures infertility specific 

coping would be valuable.  Although the Ways of Coping Questionnaire (WCQ) is a reliable and 

valid measure that helps one to understand the coping processes of individuals and couples 

experiencing certain stresses, some of the items appear to have little relevance to couples 

experiencing infertility (e.g., “tried to get the person responsible to change his or her mind”).  

Although such coping strategies could be indirectly related to infertility stress, more specific 

questions that capture the coping experiences of infertile men and women would be helpful in 

furthering our understanding of the relationship between coping and infertility stress.  This new 

instrument could be developed in conjunction with the Fertility Problem Inventory (FPI) which 

measures five areas of infertility stress (social stress, sexual stress, relationship stress, need for 

parenthood, rejection of a childfree lifestyle), so that various types of coping could be linked 
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with specific forms of infertility stress.  Questions in the new measure could be developed by 

analyzing the literature which exits related to infertility stress and coping.  In addition, questions 

from the WCQ could be modified to address coping with infertility.  For example, questions 

could include, “Because of the infertility, I specifically avoid interacting with people who have 

young children” or “When asked about infertility, I frequently change the subject to a less 

painful topic” (escape/avoidance).  Other examples could include: “Because my partner and I 

cannot conceive, I criticize or lecture myself because I think it is my fault (accepting 

responsibility); “I consistently keep my partner from knowing how badly the infertility stress 

impacts me” (self-controlling coping); “I frequently talk to family and friends about the 

difficulties I face as a result of the infertility” (seeking social support); “ I expressed anger about 

the infertility and confronted my partner related to his or her lack of involvement in the process 

(confrontive coping); “After learning of the diagnosis of infertility, I went on as if nothing had 

happened” (distancing);  and “As a result of the infertility, I now see my role as a parent in a 

different way than I did before (positive reappraisal).  By linking this instrument with the FPI, 

the relationship between coping with infertility and infertility stress could be more clearly 

identified.  This information would be highly useful to clinicians and medical practitioners in 

infertility clinics who could advise their clients about effective and ineffective ways to cope with 

the stresses they are likely to experience as a result of the infertility experience.   

Future research that examines the impact of coping with infertility stress in understudied 

populations (e.g., minorities, couples not pursing treatments) is also needed.  Findings from such 

studies would be valuable in identifying the relationship between infertility and coping among 

minority couples and those who do not pursue treatment. 
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Qualitative studies that examine the individual and dyadic coping processes of men and 

women would be of great value.  These studies could help reveal the complex processes of 

coping with infertility and could shed additional light on the couple groupings that reported 

positive outcomes (low/low accepting responsibility, high/high seeking social support), as well 

as those that reported negative outcomes (F-high/M-low self-controlling, F-low/M-high 

distancing).         

Finally, future research could include longitudinal studies that track changes in infertile 

couples’ coping strategies over time.  Longitudinal studies could more fully explore Lazarus and 

Folkman’s hypothesis that stress and coping are situation specific.  Coping strategies that appear 

ineffective at the early stages of treatment may prove to be effective given a new set of 

circumstances.  If longitudinal designs are not possible, cross-sectional designs that replicate this 

study using infertile populations not pursuing treatment or who recently completed treatments 

would be valuable.  This would allow researchers to more fully understand the relationship 

between coping and infertility stress, marital adjustment and depression across the various 

phases of the infertility experience.     
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APPENDIX A 

Variance in Infertility Stress Subscales Explained by Coping  

In addition to the three regression analyses presented above, a series of multiple 

regression analyses were used to better understand the relationship between coping and the five 

specific types of infertility stress.  Results from these analyses are presented in table 1A-5A.  As 

with the former regression analyses (see tables 6-8), each of the eight coping scales were 

simultaneously entered into a regression model as the independent variables.  Gender was also 

entered as an independent variable in each analysis.  The five forms of infertility stress were the 

dependent variables in five separate regression equations.  Product variables using coping and 

gender were simultaneously entered  in a second model to assess the potential interaction 

between coping and gender.  The R  measure the significance of 

additional variance explained by  the product variables.   

As in the previous regression equations, escape/avoidance contributed the greatest 

amount of unique variance in each of the five models.  Escape/avoidance had a positive 

relationship with  infertility stress indicating that increases in escape/avoidance would be 

2 change statistic was used to

As shown in tables 1A-5A coping explained 34% of the variance in participants’ social 

stress scores (R2 = .34, p < .01), 28% of the variance in participants’ sexual stress scores (R2 = 

.28, p < .01), 26% of the variance in participants’ need for parenthood (R2 = .26, p < .01), 20% of 

the variance in relationship stress, (R2 = .20, p < .01), and 10% of the variance in  participants’ 

rejection of a childfree lifestyle (R2 = .10, p < .01).  Gender did not contribute significantly to the 

variance in any of the five models.  No interaction effects were found using the coping and 

gender product variables with the exception of sexual infertility stress.  For sexual infertility 

stress, the interaction variables contributed an additional 1% of variance.  
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indicative of increases in infertility stress.  Accepting responsibility and self-controlling also 

showed positive relationships with infertility stress.  Accepting responsibility significantly 

contributed  unique variance to four of the five models with social infertility stress being the only 

exception.  Self-controlling significantly contributed to three of the five models, with need for 

parenthood and rejecting a childfree lifestyle being the only exceptions.  Distancing, on the other 

hand, was negatively associated with estimates of stress in each model and contributed a 

significant amount of unique variance to each model with the exception of relationship stress.  

Planful problem solving was also negatively related to infertility stress and significantly 

contributed unique variance to the models of social and relationship stress (see tables 1a and 3a).  

Positive reappraisal was the only variable that was negatively related to the dependent variable in 

one model (relationship stress, see table 3a) and positively related to the dependent variable in a 

second model (need for parenthood, see table 5a).   
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Table 1a – Multiple Regression Analysis:  Examining the Relationship Between Social Infertility 
Stress and Coping (n=1,026) 
 
  Variable  B SE B            β       t value 
  Confrontive Coping -.03 .14 -.01 -.26 

  Distancing -.57 .10 -.16 -5.5** 

  Self-Controlling .51 .10 .18 5.3** 

  Seeking Social Support -.05 .09 -.01 -.05 

  Accepting Responsibility .05 .16 .01 .30 

  Escape / Avoidance 1.3 .09 .52 14.9** 

  Planful Problem Solving -.36 .11 -.12 -3.3** 

  Positive Reappraisal -.06 .09 -.03 -.71 

  Gender -1.1 -.60 -.05 -1.7 

R
R2 change using gender product variables = .005   
 
*  p < .05 
** p < .01   
 

2 = .34** 

Regression Equation 
ỳ = 20.1 - .03 (cc) - .57 (d) + .51 (sc) -.05 (sss) + .05 (ar) + 1.3 (ea) -.36 (pps) - .06 (pr) - 1.1 (g) 
 
Collinearity Diagnostics (statistics also apply to tables 2A-5A) 
 
Tolerance  1- R2 

 
Variance Inflation Factor  

Confrontive Coping = .49 
Distancing = .79 
Self-Controlling = .56  
Seeking Social Support = .57 
Accepting Responsibility = .61 
Escape/Avoidance = .55 
Planful Problem Solving = .54 
Positive Reappraisal = .55 
Gender = .80 
 

  _1_ 
                                            1- R
Confrontive Coping = 2.0 
Distancing = 1.3 
Self-Controlling = 1.8 
Seeking Social Support = 1.8 
Accepting Responsibility = 1.6  
Escape/Avoidance = 1.8 
Planful Problem Solving = 1.9  
Positive Reappraisal =  1.8 
Gender = 1.3 
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Table 2a – Multiple Regression Analysis:  Examining the Relationship Between Sexual 
Infertility Stress and Coping (n=1,026) 
 
  Variable  B SE B            β       t value 
  Confrontive Coping .08 .12 .03 .70 

  Distancing -.39 .09 -.17 -4.2** 

  Self-Controlling .23 .09 .13 2.5* 

  Seeking Social Support -.002 .08 -.01 -.03 

  Accepting Responsibility .31 .14 .10 2.2* 

  Escape / Avoidance .81 .07 .49 11.0** 

  Planful Problem Solving -02 .10 -.01 -.25 

  Positive Reappraisal -.13 .07 -.08 -1.7 

  Gender .46 1.1 .03 .41 

 Confrontive Coping PV -.19 .19 -.06 -.96 

  Distancing PV .38 .14 .19 2.7* 

  Self-Controlling PV -.20 .13 -.12 -1.5 

  Seeking Social Support PV .06 .11 .04 .56 

  Accept. Responsibility PV .08 .22 .02 .38 

  Escape/Avoidance PV -.17 .12 -.08 -1.4 

  Planful Problem Solv. PV -.15 .15 -.09 -1.0 

  Positive Reappraisal PV .03 .12 .02 .27 

R2 = .28** 

 
*  p < .05 
** p < .01   
 

R2 change using gender product variables = .011* 

Regression Equation 
ỳ = 11.5 +.08 (cc) -.39 (d) +.23 (sc) -.002 (sss) +.31 (ar) + .81 (ea) -.02 (pps) -.13 (pr) +.46 (g) -.19 (ccpv) 
+.38 (dpv) -.20 (scpv) +.06 (ssspv) +.08 (arpv) -.17 (eapv) -.15 (ppspv) +.03 (prpv) 
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Table 3a – Multiple Regression Analysis:  Examining the Relationship Between Relationship 
Infertility Stress and Coping (n=1,026) 
 
  Variable  B SE B            β       t value 
  Confrontive Coping .05 .12 .02 .46 

  Distancing .05 .09 .02 .63 

  Self-Controlling .38 .08 .17 4.6** 

  Seeking Social Support -.12 .07 -.06 -1.6 

  Accepting Responsibility .77 .14 .20 5.6** 

  Escape / Avoidance .48 .08 .24 6.4** 

  Planful Problem Solving -.46 .09 -.19 -4.9** 

  Positive Reappraisal -.22 .07 -.11 -3.0** 

  Gender -.16 .52 -.01 -.31 

R2 =.20** 

 
*  p < .05   
** p < .01  
 
Regression Equation

R2 change using gender product variables = .008  

 
ỳ = 17.6 +.05 (cc) +.05 (d) + .38 (sc) -.12 (sss) + .77 (ar) + .48 (ea) -.46 (pps) -.22 (pr) - .16 (g)
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Table 4a – Multiple Regression Analysis:  Examining the Relationship Between Rejection of a 
Childfree Lifestyle and Coping (n=1,026) 
 
  Variable  B SE B            β       t value 
  Confrontive Coping -.01 .14 -.01 -.09 

  Distancing -.33 .10 -.11 
 

-3.4** 

  Self-Controlling -.09 .09 -.04 -.10 

  Seeking Social Support -.02 .08 .01 .35 

  Accepting Responsibility .31 .15 .08 2.0* 

  Escape / Avoidance .51 .09 .24 6.0** 

  Planful Problem Solving .16 .11 .06 1.5 

  Positive Reappraisal .15 .08 .07 1.8 

  Gender .64 .59 .04 1.1 

R2 = .10** 
R2 change using gender product variables = .003 
 
*  p < .05 
** p < .01   
 
Regression Equation 
ỳ = 24.2 -.01 (cc) - .33 (d) -.09 (sc) -.02 (sss) + .31 (ar) + .51 (ea) +.16 (pps) +.15 (pr) +.64 (g)
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Table 5a – Multiple Regression Analysis:  Examining the Relationship Between Need for 
Parenthood and Coping (n=1,026) 
 
  Variable  B SE B            β       t value 
  Confrontive Coping -.07 .15 -.02 -.48 

  Distancing -.28 .11 .08 -2.6* 

  Self-Controlling -.07 .10 -.03 -.73 

  Seeking Social Support -.02 .09 -.01 -.28 

  Accepting Responsibility .36 .17 .07 2.1* 

  Escape / Avoidance 1.1 .09 .43 11.8** 

  Planful Problem Solving -.04 .12 -.01 -.04 

  Positive Reappraisal .36 .09 .14 3.9** 

  Gender -.72 .65 -.03 -1.1 

R2 = .26** 
R2 change using gender product variables = .008 
 
*  p < .05   
** p < .01  
 
Regression Equation 
ỳ = 28.3 -.07 (cc) - .28 (d) -.07 (sc) -.02 (sss) + .36 (ar) + 1.1 (ea) -.04 (pps) +.36 (pr) - .72 (g) 
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Attachment 1 

DATA SHARING AGREEMENT 

 
Mr. Brennan Peterson, a doctoral candidate of Marriage and Family Therapy in the Department 
of Human Development of Virginia Polytechnic Institute and State University, agrees to the 
following conditions regarding the use of data collected and provided by Dr. Christopher 
Newton, Ph.D., Psychologist of the London Health Sciences Centre, Division of Reproductive 
Endocrinology and Infertility.  The data will be used for the express purpose of completing Mr. 
Peterson’s Doctoral dissertation.  The following stipulations must be followed as specified and 
agreed upon by Mr. Peterson and Dr. Newton:   
 

•  The data are to be used specifically and only for the purpose of completing the 
dissertation and for the publication of relevant findings in a subsequent article or articles. 

 
•  Any publication resulting from use of the data will credit Dr. Newton with second 

authorship. 
 
•  The data are provided “as is” and Dr. Newton is released from any liability for 

inaccurate or incomplete information contained in the data. 
 
•  Mr. Peterson will be responsible for cleaning and merging several sets of data from 1991 

– 2001 and providing Dr. Newton with a finalized data set containing information on the 
Fertility Problem Inventory (FPI), Beck Depression Inventory (BDI), Dyadic Adjustment 
Scale (DAS), Beck Anxiety Scale (BAS), and Ways of Coping Questionnaire (WCQ). 

 
•  Upon sending a copy of the final data set to Dr. Newton, Mr. Peterson will have access 

to the data to examine how couples cope with infertility-related stress and how coping is 
related to depression, adjustment, and anxiety in infertile men and women.  The study 
will be grounded in family systems theory as well as the family stress and coping 
theoretical framework. 

   
•  By signing this agreement, Mr. Peterson is bound to the terms and conditions set forth 

herein and represents and warrants that the undersigned has the legal power, right, and 
actual authority to sign this agreement and bind Mr. Peterson to the terms and conditions 
hereof. 

 
 
 
 Brennan D. Peterson          Date 
 
 
 
 Christopher Newton, Ph.D.         Date 



Attachment 2 
Ways of Coping Questionnaire (Partial Instrument) 

 
 Folkman, S., Lazarus, R.S., Dunkel-Schetter, C., DeLongis, A., & Gruen, R.J.  (1986).  
Dynamics of a stressful encounter:  Cognitive appraisal, coping, and encounter outcomes.  
Journal of Personality and Social Psychology, 50, 992-1003.     

 
Below is a list of ways people cope with a wide variety of stressful events.  Take a few moments 
to think about the ways you responded when you were first told of the infertility problem or first 
realized that infertility was a real problem.  Please answer A, B, C, or D, to describe how each 
statement applies to you.  Use the following legend to guide your response.   
 
 A – Does not apply or not used 
 B – Used somewhat 
 C – Used quite a bit 
 D – Use a great deal 
 
Escape/Avoidance 
__  Wished the situation would go away or somehow be over with 
__  Avoided being with people in general 
 
Accepting Responsibility 
__  Criticized or lectured myself 
__  Realized I brought the problem on myself 
 
Self-Controlling 
__  I tried to keep my feelings to myself 
__  Kept others from knowing how bad things were 
 
Distancing 
__  Made light of the situation; refused to get too serious about it 
__  Went on as if nothing had happened 
 
Seeking Social Support 
__ Talked to someone to find out more about the situation and how I was feeling 
__ Accepted sympathy and understanding from someone 
 
Positive Reappraisal 
__  Changed or grew as a person in a good way 
 
Confrontive Coping 
__  Stood my ground and fought for what I wanted 
 
Planful Problem Solving 
__  I made a plan of action and followed it 
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Attachment 3 

The Fertility Problem Inventory (Partial Instrument) 

The following statements express different opinions about a fertility problem.  Please place a 
number on the line to the left of each statement to show how much you agree or disagree with it.   
 
Please mark every item.  Use the following response categories: 
 
  6 = strongly agree 
  5 = moderately agree 
  4 =  slightly agree 
  3 = slightly disagree 
  2 = moderately disagree 
  1 = strongly disagree 
 
Social Concern 
 ____ It doesn’t bother me when I am asked questions about my infertility 
 ____ I can’t help comparing myself with friends who have children 
 
Sexual Concern 
 ____ I feel I have lost my enjoyment of sex because of the fertility problem 
 ____ Having sex is difficult because I don’t want another disappointment 
 
Relationship Concern 
 ____ My partner doesn’t understand the way the fertility problem affects me 
 ____ My partner and I could talk more openly about our fertility problem 
 ____ Because of infertility, I worry that my partner and I are drifting apart 
 
Rejection of Childfree Lifestyle 
 ____ Couples without a child are just as happy as those with children 
 ____ I could see a number of advantages if we didn’t have a child (or another child) 
 
Need for Parenthood 
 ____ Pregnancy and childbirth are the two most important events in a couple’s 
          relationship 
 ____ My marriage needs a child (or another child) 
 ____ As long as I can remember, I’ve wanted to be a parent  
 
For a complete copy of the instrument, please contact  

Christopher Newton, Ph.D. 
Reproductive Endocrinology and Infertility 
London Health Sciences Center 
London, Ontario  Canada 

 519-685-8300 x 32477 
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Attachment 4 

Dyadic Adjustment Scale (Partial Instrument) 

 Spanier, G.B. (1976).  Measuring dyadic adjustment:  New scales for assessing the 
quality of marriage and similar dyads.  Journal of Marriage and the Family, 38, 15-28. 
 
Most persons have disagreements with their relationships.  Please indicate below the appropriate 
extent of the agreement or disagreement between you and your partner for each item on the 
following list: 
 
  5 = Always agree 
  4 = Almost always agree 
  3 = Occasionally disagree 
  2 = Frequently disagree 
  1 = Almost always disagree 
  0 = Always disagree 
 
____ Handling family finances 
____ Matters of recreation 
____ Religious matters 
____ Demonstration of affection 
____ Philosophy of life 
____ Making major decisions 
____ Leisure time interests 
 
Please indicate below approximately how often the following items occur between you and your 
partner 
 
  1 = All of the time 
  2 = Most of the time 
  3 = More often than not 
  4 = Occasionally 
  5 = Rarely  
  6 = Never 
 
____ How often do you discuss or have you considered divorce, separation, or terminating the   
         relationship? 
 
____ How often do you and your mate leave the house after a fight? 
 
____ Do you ever confide in your mate? 
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Attachment 5 

Beck Depression Inventory I-A (Partial Instrument) 

 Beck, A.T., Rush, A.J., Shaw, B.F., & Emery, G.  (1979).  Cognitive Therapy of 
Depression, Guilford, New York. 
 
As you fill out this questionnaire, read each item carefully and circle the number next to the 
answer that best reflects how you have been feeling during the past few days.  Make sure you 
circle one answer for each of the twenty-one questions.  If more than one answer applies to how 
you have been feeling, circle the higher number.  If in doubt, make your best guess.  Do not 
leave any questions unanswered. 
 
0 I do not feel sad 
1 I feel sad 
2 I am sad all the time and I can’t snap out of it 
3 I am so sad or happy that I can’t stand it 
 
0 I am not particularly discouraged about the future 
1 I feel discouraged about the future 
2 I feel I have nothing to look forward to 
3 I feel that the future is hopeless and that things cannot improve 
 
0 I get as much satisfaction out of thing as I used to 
1 I don’t enjoy things the ways I used to 
2 I don’t get real satisfaction out of anything anymore 
3 I am dissatisfied or bored with everything 
 
0 I don’t cry any more than usual 
1 I cry more now than I used to 
2 I cry all the time now 
3 I used to be able to cry, but now I can’t cry even though I want to 
 
0 I have not lost interest in other people 
1 I am less interested in other people than I used to be 
2 I have lost most of my interest in other people 
3 I have lost all of my interest in other people  
 
0 I can sleep as well as usual 
1 I don’t sleep as well as I used to 
2 I wake up 1-2 hours earlier than usual and find it hard to get back to sleep 
3 I wake up several hours earlier than I used to and cannot get back to sleep 
 

 

 163



Attachment 6 

Beck Depression Inventory II (Partial Instrument) 

 Beck, A.T., Steer, R.A., & Brown, G.K.  (1996).  Beck depression inventory:  Manual, 
second edition.   San Antonio:  Harcourt Brace. 
 
Instructions:  This questionnaire consists of 21 groups of statements.  Please read each group of 
statements carefully, and then pick out the one statement in each group that best describes the 
way you have been feeling during the past two weeks, including today.  Circle the number beside 
the statement you have picked.  If several statements in the group seem to apply equally well, 
circle the highest number for that group.  Be sure that you do not choose more than one 
statement for any group. 
 
Sadness 
0 I do not feel sad 
1 I feel sad much of the time 
2 I am sad all of the time  
3 I am so sad or unhappy that I can’t stand it 
 
Pessimism 
0 I am not discouraged about my future 
1 I feel more discouraged about my future than I used to be 
2 I do not expect things to work out for me 
3 I feel my future is hopeless and will only get worse 
 
Loss of Pleasure 
0 I get as much pleasure as I ever did from the things I enjoy 
1 I don’t enjoy things as much as I used to 
2 I get very little pleasure from the things I used to enjoy 
3 I can’t get any pleasure from the things I used to enjoy 
 
Guilty Feelings 
0 I don’t feel particularly guilty 
1 I feel guilty over many things I have done or should have done 
2 I feel quite guilty most of the time 
3 I feel guilty all of the time 
 
Loss of Interest 
0 I have not lost interest in other people or activities 
1 I am less interested in other people or things than before 
2 I have lost most of my interest in other people or things 
3 It’s hard to get interested in anything  
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Attachment 7 

MANCOVA POST HOC COMPARISONS 
Significant Couple Pairings 

 
POSITIVE OUTCOMES

 

 
 
Accepting Responsibility  (Low/Low group) (Infertility Stress, Marital Adjustment, and Depression) 
  
Couples in the low/low group had significantly lower levels of stress when compared to the other three 
groups, while couples in the high/high group had significantly higher levels of stress when compared to 
the other three groups.   
 
Couples in the low/low group reported significantly higher amount of marital adjustment when compared 
to couples in the high/high and F-low/M-high groups.   
 
Couples in the low/low group, reported lower levels of depression when compared to couples in the F-
high/M-low groups (see table 17e). 
 
 
Seeking Social Support (High/High group) (Marital Adjustment) 
 
Couples in the high/high group had significantly higher levels of marital adjustment when compared to 
couples in the low/low and F-high/M-low groups.   
 
 
Positive Reappraisal (Low/Low group) (Infertility Stress) 
 
Couples in the low/low group reported significantly lower levels of infertility stress when compared to 
couples in the other three groups.   
 
 
Confrontive Coping (Low/Low group, F-low/M-high group) (Infertility Stress) 
 
Couples in which females used low amounts of confrontive coping (low/low, F-low/M-high) reported 
significantly lower amounts of infertility stress when compared to couples who both use high amounts of 
confrontive coping, however, they did not differ for marital adjustment.     
 
 
NEGATIVE OUTCOMES 
 
Escape/Avoidance (F-high/M-low group) (Marital Adjustment and Depression) 
 
Couples in the F-high/M-low group reported significantly lower levels of adjustment when compared to 
couples in the low/low group.   
 
Couples in this group also reported significantly higher levels of depression when compared to the  
F-low/M-high group. 
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MANCOVA POST HOC COMPARISONS 
 

Significant Couple Pairings (cont) 

 
 
NEGATIVE OUTCOMES (cont) 
 
Self-Controlling (F-high/M-low group) (Infertility Stress, Marital Adjustment, and Depression) 
 
Couples in the F-high/M-low group reported significantly lower levels of marital adjustment when 
compared to the each of the other three groups.   
 
Couples in the F-high/M-low group also reported significantly higher amounts of stress than couples in 
the low/low and F-low/M-high group.   
 
Couples in the F-high/M-low group also reported significantly higher levels of depression than couples in 
the F-low/M-high group. 
  
 
Distancing (F-low/M-high group) (Infertility Stress, Marital Adjustment, and Depression) 
 
Couples in the F-low/M-high groups reported the highest amounts of infertility stress when compared to 
each of the other three groups.  This was the only time across all eight analyses that this group reported 
the greatest levels of stress.  In addition, the mean stress score of 132.1 for these couples is among the 
highest for all groups of couples across each of the eight coping processes (146.2 females, 118.1 males).   
 
Couples in the F-low/M-high group reported significantly lower levels of marital adjustment when 
compared to F-high/M-low.   
 
Couples in this group reported significantly higher levels of depression when compared to couples in the 
low/low and F-high/M-low groups.   
 
 
Accepting Responsibility (High/High group) (Infertility Stress and Marital Adjustment) 
 
Couples in the high/high group had significantly higher levels of stress when compared to the other three 
groups.   
 
Couples in the high/high group reported significantly lower levels of marital adjustment when compared 
to couples in the low/low group.   
 
 
Positive Reappraisal (F-high/M-low group) (Marital Adjustment) 
 
Couples in the F-high/M-low groups reported significantly lower levels of adjustment when compared to 
couples in the low/low and F-low/M-high groups.  This is a similar pattern to couples who cope using self 
controlling.   
 



 

Attachment 8     
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706 Appalachian Drive #10, Blacksburg, VA 24060           Home Phone (540) 552-3744, brpeters@vt.edu  
 
EDUCATION Doctoral Candidate, Marriage and Family Therapy, Virginia Tech, 

August 2000-present 
· 3.87 overall grade point average 
· Interests: infertility, marriage and family relationships, couples 

therapy, intimacy, parent-child interaction, efficacy of therapy 
 

Master’s Degree, Marriage and Family Therapy, Virginia Tech,   
December, 2001 

· 3.92 overall grade point average 
· Thesis: Examining congruence between couples’ perceived 

infertility- related stress and its relationship to depression and 
marital adjustment in infertile men and women 

  
Bachelor of Science, Brigham Young University, April 1995 

· 3.80 overall grade point average 
·Major: Psychology 
·Minor: Business Management  
  

TEACHING 
EXPERIENCE Summer Faculty, Marshall University Graduate College, Counseling 

Department, South Charleston, WV, May 2002 – presen
· Instruct graduate students in adult and family development 
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Instructor, Department of Human Development, Virginia Tech, 
Blacksburg, VA September, 2001 – May, 2002 

· Taught family relationships to 100 undergraduate students   
· Graded exams and reviewed reaction papers  
· Consulted with students regarding individual performance  

WORK  
EXPERIENCE Staff Liaison, Board of Trustees, American Psychiatric Association 

Washington, D.C., June 1998-August 2000 
· Maintained daily contact with the APA President and Director 
· Attended APA Board meetings and reported Board actions  
· Reviewed and reported public policy determined by APA Board 
· Coordinated flow of information between APA staff and Board of 

Trustees 

t 

 167



 
    Brennan D. Peterson 
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· Educate group members regarding effective parenting techniques  
· Work with parents and families to create better solutions to 
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· Provided marital, family, and individual therapy   
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· Co-conducted weekly class on anger management  
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