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ABSTRACT
This study explores women's experienœs of infertility in an age of assisted
reprodudivetechnologies (ARTs). This study was directed at trying to understand
the decision-making process sunounding motherhood, infertility and ARTs. This
research uses indepth, semi-structurecl interviews to elicit women's subjective
experienœs of the decision-making process surrounding infertility. This study also
uses a structural analysis ?O understand how women's decisions are context
dependent. More specifically, this study shows how the social, poliical and
economic context of this society alienates women from their reproductive lives.
This research adds indepth descriptive data on women's experiences of infertiliity
to the current knowledgeon this issue. I intervieweci 15 wornen who were at various
stages of their infertility experienœ and who had not al1 punued medical
intervention to achieve pregnancy. The interviews focussed on the various reasons
why women want children and why they would , or would not seek ARTSto achieve
this goal. This study is unique in that the women described al1 of the options
available to them as alienating. This research shows that society has left many
infertile women with little choice over the decisions surrounding their reproductive
lives.
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Chapter 1 Introduction

Women in this Society experience strong social pressures to give and nurture
life. Right from the beginning of a young girl's life, sbe is taught to identii with
motherhood. Social and cultural instiiutions in western society consistently emphasize
the importance of motherhood to the female role (Miall. 1986). Several themes are
reinforced: "[motherhood] as an expected part of mamage, children as an essential
elernent of farniiy formation, reproduction as part of the female role. [and] reproduction

as natural or instinctive behaviour" (Bequaert Holmes. 1992: 271). Society values
genetic motherhood. An inordinate amount of pressure is put on women to produce
genetically related children (Overail. 1987). For women who intemalize this culturally
fonned notion of biological motherhood. the inability to achieve this goal can be
devastating.
In recent years. women's options for having children have changed. Before the
advent of assisted reproductive technologies (ARTs), infertile women had two choices:
they could either remain childless or adopt a child. Now. however, the availability of
ARTs has had a significant impact on the infertifity experience. The developrnent and
use of ARTs have introduced new dilemmas, choices and pressures for women
(Achilles, 1990). For some women. the availability of these techniques, the negative

view of childlessness, and the strong social pressures to procreate, are fundamental Ri
the quest for a child of one's own. A woman facing infertility today may feel compelled
to try everything available to overcome her problem (Bequaert Holmes. 1992).

Unfortunately, these technologies are rarely successful and are often hamful to
women physically, ernotionally and financially (Corea. 1985).
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Although the recent explosion of ARTs has brought more attention to the
experienœ of infertiiii, information on the decisionmaking process sunounding ARTs
is relatively unexplored. Research has not adequately addressed the reasons why
some women pemist in treatment at any mst. Acwrding to Alpem (1992: 147), "the
desire to have children is believed to be the pnmary motivator behind the development
of reproduction-aiding techniques and services." Until recently, few questioned the
origins of this desire. As Richardson (1993:62) states, "to ask why women have
children is to start a revolution in the way we think about wornen and motherhood."
Motherhood has always been considered a natural part of the adult female role. This
belief has strongly infiuenced the acceptance and use of reproductive technologies.

The great length to which women go to fuHill their 'biological destiny' is often viewed as
natural and reasonable (Alpem, 1992).
In recent yean, many researchen have begun to question the source of
women's motivation to have a child, and the role that reproductive technologies play in
the decision-making process (Alpen, 1992, Corea, 1985; Spallone, 1989; Strother
Ratcliff, 1989). These researchers have worked toward undentanding the various
reasons why women seek any possible solution to have a child. The main findings are
that the desire to have children is a result of many intetrelated forces. Investigations
have uncovered the role society and the rnedical profession play in shaping the
decision-making process around motherhood, infertility and ARTs.
If we are to help women overcome the desire to have a child at any price, then
being better infonned of this highly emotional and complex phenomenon is essential.
What is more important, we need ta acknowledge the painful reality for those who want

to, but cannot. conceive. This information will help infertile women to understand how
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the wider social context influences and wnstrains the decisions they make. Wdh this
information, women may begin to undentand more cleariy their experiences of
infertility.
This is a study of women's experienœs of infertility in an age of reproductive
technologies. More specifically. this study addresses the decision-making process of

meen women who wete kced with fertility probbms. This study attempts to unravel
the reasons why women want children, and why they pursue the various options
available to them for overcoming fertility probkms. Further, this study addresses how
the specifïc social, economic and political context in which women find themselves
creates few options for nurturing relationships and therefore limits the choices available
to women.
In chapter 2, 1 discuss the theoretical frarnework of this study. Chapter 3
consists of a literature review on mothehood. infertility and ARTS. Chapter 4, the
methods chapter, presents the objectives of the study and outlines the research
process. In chapter 5. 1 provide a demographic profile and brief biographies of the

women who parücipated in my study. Chapter 6 provides a description of the women's
narratives according to three central categories; motherhood, infertility and ARTS and
links this information to similar research on these topics. Chapter 7 consists of the
discussion and the conclusions. In particular. I discuss how the decision-making
process surrounding infertility and the options available to wornen for overcoming
infertility are alienating in several respects.
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Chapter 2 Theoretical Framework: Socialist Feminist Theoty

The theoretical framework of the study is basad on a feminist analysis.
Ferninism is a rich and varied body of knowledge. It refiects a variety of concems and
priorities hcluding motherhood, infertüii and reproductive technobgies, among othen.
Furthermore, within feminism are various strategies for dealing with these issues and
the desireâ outcornes. Although there is more than one feminist perspective. there are
some basic premises that al1 currents of feminism share (Farganis, 1986; Tong. 1989;
Lindsey. 1994). Feminists are dedicated to looking at social life from a woman's
perspective, and start h m the realizaüon that women and men live different lives. The
main goal of any feminist analysis is to improve the quality of women's lives.

To tap into the potenoal factors that motivate women to desire motherhood. this
study uses a socialist feminist perspective. Socialist ferninist theory situates women's

experiences in the context of the political, social and economic structures in which they
Iive. Furthemore, socialist feminist analysis provides a method that is historical
(Eisenstein. 1979). This perspective deals with many issues that help to explain the
situation of women in advanced capitalist societies. Jaggar (1983: 123)contends that,
"socialist feminism...oflets the most convincing promise of constructing an adequate

theory and practice for women's liberation."
This theoretical perspective brings together Manism and radical feminism. As
Eisenstein (1979: 6) states, "the synthesis of radical feminism and Manist analysis is
a necessary step in fomulating a cohesive socialist feminist political theory." Socialist
ferninists believe that women's lives are best understood both by their relation to the
means of production and the relations of reproduction. Both radical feminism and
Marxism, taken together, give socialist feminists important theoretical and
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methodologicaltools for understandingthe experiences of women. Hence, discussing
how radical feminism and Marxism contrbute to socialist feminisrn is important. It is
also essential to highlight how socialist feminism departs fmm these two perspectives,
and is thus a distinct theoretical framework.

The concept of patriarchy is central to socialist feminist analysis. Radical
feminists use the concept of patriarchy "to refer to al1 systems of male dominance"
(Jaggar, 1983: 106). "Patriarchy is a sexual system of power in which the male
possesses superior power and economic privilege...it is rooted in biology rather than in
economics or history" (Eisenstein. 1979: 17). For most radical feminists, patriarchy is
the universal basis of female subordination and male domination. The oppression of
women is manifested through sexual practices such as rape, prostitution, motherhood.
heterosexuality and sexual intercourse (Jaggar, 1983). Radical feminists argue that
women, by virtue of their sex, are oppressed by men. The differences that exist
between the sexes are moted in human biology, and are essentially a pre-social given.
The biologically determinist claims of some radical feminists portray patriarchy
as nievitable and unchanging. Many radical feminists fail to acknowledge that women's
lNes have changed historically. and are often govemed by the economic structure of a
particular society. Unlike radical feminists. socialist feminists do not accept patriarchy
as a universal phenornenon that shapes women's lives and coerces their behaviour
(Gerson, 1985). Socialist feminists believe that in addition to patriarchy. any theory
trying to explain women's experiences must also take into account the economic and
social structure of a particular society. As Young (1990: 27) claims,
a feminist theory must account for male domination as structured in a set of
specific, though variable, social and economic relations, with specific rnaterial
effects on the relations of men and women.
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To understand the oppression of women, socialist feminists agree that
considering the relationship between patriarchy and capitalisrn is important As
Eisenstein (1979: 5) claims. "capitalism and patriarchy are interdependent and are
essential to socialist feminist analysis."

The control of women's sexuality and

reproduction are inseparably Iinked to capitalism. As Jsggar (1983: 136) states,

"sexuality and procreation are a part of the economic foundation of society, partially
detennining 'the economy,' and partially detennined by it.' Women bear and rear the
future bbour force. Women provide capitalists with a cheap source of labour power
and often function as a resewe army. The sexual division of labour also maintains the
status quo. Tharefore, any theory that neglects to address the economic and social
structures cannot adequately deal with the cornplexities of women's lives.
The analysis of socially constnicted gender characteristics provides a partial
explanation for women's experienœs and behavior (Gerson, 1985). The differences
between the sexes are not innate. but are socially imposed. Moreover. gender
character types Vary historically, and are therefore alterable (Jagger, 1983).
Many socialist feminists look at child socialization within the nuclear family to
further their understanding of the acquisition of gender characteristics. The different

ways in which young girls and boys are socialized perpetuate and maintain masculine
and ferninine character types (Farganis. 1986). A variety of social practices operate to
sustain existing relations of production and reproduction. The nuclear family is a
fundamental system that preserves the sexual hierarchy of capitalist patriarchal
society. Socialist feminists challenge the specific household arrangements and
ideology of the nuclear family (Thorne and Yalom, 1982).

Socialist feminists move beyond the nuclear famiiy and incorporate the wider
social structure in their analysis. As Jaggar (1983: 130) contends,
socialist feminism does not view contemporary rnasculinity and femininity as
constmcted entirely through the social organization of procreation; these
constructs are elaborated and reinforced in nonprocreative labour as well.
Various institutions socialiy impose the dflerences between men and women
throughout an individual's life. These include the ideology of the nuclear famiiy, childcare arrangements, the education system, the sew-segregated structure of the paid
labour force, the media, and the health care system. These systems organize, define,
protect and maintain the dominant ideology of capitalist patriarchy (Eisenstein, 1979).
It is within these specific social practiœs that the sexual division of labour is reinforced
and maintained.
Socialist feminisrn departs extensively from radical feminism. Nevertheless, the
ideas generated by radical feminists have played a part in socialist feminist theory.
Radical ferninists provide socialist feminists with the necessary tools to undentand how
patriarchy operates within various institutions to maintain male dominance and female
subordination. This theoretical perspective shows how women's bodies are used
against them to serve the interests of a male dominated society.
Along with some premises of radical ferninism, socialist feminists have
incorporated and moved beyond the tenets of Manist theory. These feminists have
adopted and transfomed Marx's analysis, to a feminist theory (Jaggar, 1983;
Eisenstein, 1979).
Marx dernonstrated how human nature varies historically according to the
relations of production within a society. Socialist feminists extend this to explain the
nature of women's lives. They conceptualite the oppressive nature of reproduction and
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production within a specific historical and economic conte*

There is nothing innately

oppressive about rnotherhood. heterosexuality, child rearing and childbearing
(Eisenstein. 1979; Gerson. 1985). However, socialist feminists contend that these
activities have been historicalfy developed by capitalist patriarchy in such a way that
renders them oppressive.
Socialist feminists have also adopted Marx's class analysis to further their
explanation of women's oppression. They extend Marx's class analysis to include an
understanding of the significance of the patriarchal sexual hierarchy within capitalist
society. This perspective refines Marx's class analysis to include sexual politics as a
core attribute in its investigation of human life (Young, 1990).
Marx's theory on alienation strongly influences socialist feminist political theory.
Although Marx's theory on alienation is cleariy male-biased. it provides an important
conceptual map for uncovering the alienated foms of social experiences for women.
Therefore, socialist feminists have revised Mads theory of alienation to define and
understand the oppressive nature of women's experienœs in capitalist patriarchal
societies (Eisenstein. 1979; Jaggar. 1983). According to Young (1990: 168).
alienation means the objectiication or appropriation by one subject of another
subject's body. action, or product of action. such that she or he does not
recognize that objectification as having its origins in her or his experience.
In this society, a number of social. political and economic institutions operate to limit
women's experiences.

Socialist feminists contend that the institutionalization of

sexuality. childbearing and child rearing have prevented women from fully developing
their potentialities (Jagger, 1983). For socialist feminists, the liberation of women
cannot corne about unless we abolish alienated foms of activity (Jagger, 1983).
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Another important theoretical tool that they have adopted is Marx's analysis of
human consciousness. Socialist feminists have embraced Marx's theory on this
phenomenon because it enables them to investigate the realities of human
consciousness. According to socialist feminism, because a woman is defined by her
sex, her consciousness is defined by her relations to the rneans of reproduction; Le.,

her beliefs, attitudes and desires are grounded in the ptevailing mode of reproduction
(Jagger, 1983).
Understanding and explaining the 'intemalkation' of oppressive social realiüas
is a fundamental tool in socialist feminist political theory. Women's experiences are
inexbicably Iinked to the social structure. As Gerson (1985: 193) states, "the forces
that shape options and channel actions, motives and belief systems are often hidden
from conscious awareness." Separating a woman's individual consciousness h m that
of a sociafly imposed reality is extremely difficult. This leads to the conclusion that any
analysis of women's consciousness must take into account that women's lives do rest
on social processes (Cume, 1988; Thorne and Yalom, 1983; Gerson, 1985).

Socialist feminists believe that it is essential to ground consciousness within

specific historical contexts and modes of production. Jaggar (1983: 150) describes this
perspective as follows:
it must be historical. it should be nondeterministic, recognizing the ways in
which certain historical ckcumstances allow specific groups of women to
transcend at least partially the perceptions and theoretical constructs of male
dominance and in which this feminist 'raised consciousness' can inspire and
guide women in a struggle for change.
Socialist feminism is a distinctive approach that enables one to conceptualize
how women's oppression has its roots in the material and social arrangements of

society, particularly in the material and social organization of reproduction within
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capitalist patriarchal society (Tong, 1989). Within the sexual division of labour,
capitalism and patriarchy can shape a woman's Me. As Eisenstein (1979:Zi) explains.

"a sexual division of labour and society that define people's activity, purposes, goals,
desires, and dreams according to their biological sex, is at the base of patriarchy and
capitalism." Wahin capitalist patriarchal institutions, gender differences are sociaUy
constructed thereby ensunng male domination and female subordination, and the
reproduction of an oppressive society.

Socialist Feminism in this Study
Socialist feminist theory is an important conceptual rnap for uncovering the
reasons why wornen want children in an age of ARTS. Socialist ferninists play a key
role in uncovering the realities of motherhood within this society (Thome and Yalom,
1982; Jagger. 1983). This theoretical perspective guides the researcher to consider a

number of interrelated social processes that can potentially affect a woman's desire to
have a child. Furthemore, socialist feminism gives me the neœssary tools to consider
the relations of power that shape motherhood. and the ideology that defines and
protects it.
Socialist ferninist theory allows me to conceptualize the role that patriarchy and
capitalism play in defining women's lives. This is accomplished by conducting a
structural analysis of women's Iives. I address the separate structures that affect a
woman's identity, values, and desires in this society. These separate structures
include production,
Yalom, 1982).

reproduction. sexuality and the socialization of children (Thome and
Moreover, a structural analysis of women's lives uncovers the
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institutions thaï reinforœ and perpetuate capitalist patriarchal values and ideak, among
thern the ideology of the nuclear family. and modem medicine.
Challenging the ideology of the nuclear family is essential to any socialist
feminist analysis. As for my research, an evaluation of the ideology and specific
structural arrangements of the nuclear family, based on a socialist feminist political
theory. is instructjve. As many socialist feminists have revealed. it is within the nuclear
family that capitalist patriarchal ideology cornes ta fruition (Thome and Yalom, 1982;
Jagger, 1983). It is through an analysis of the ideology of the nuclear family that we
can set out the principle site for the perpetuation of male dominance and female
subordination.
The nuclear family is characterized by a particular sexual division of labour.
This arrangement maintains the power of men over women. The family, as defined
under capitalist patriarchy, also proteck the sexual hierarchy of society. In other
words, the sexual division of labour not only dictates roles based on sex, it also
reinforces the ideological reality of capitalist patriarchy. Furthemore, it is within these
practices that the social construction of femhine and masculine identities is most
evident.
Along with a critical evaluation of the nuclear family, I address the oppressive
nature of medical practices. specifically in ternis of women. In this society. medicine
is viewed as a 'neutral science.'

We widely accept that physicians and medical

scientists are fundamentally concemed with helping and improving the lives of all.
Socialist feminists challenge the rnedical profession, and argue that it asserts and
sustains-either overtly or covertiy-the social. political and cultural values of society
(Young, 1990). It is within reproductive medicine that the oppressive nature of medical
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practices is most evident Socialist feminists have pointed out that women have been

increasingly alienated from their reproductive ries because of the rnedical profession's
contmi over procreation and chiidbearing. Not oniy have wornen lost control over if and

when to have children. they now have little control over the conditions of labour and
reproduction. Women lack alternatives to childbirth because of a monopoly over
reproductive pradicas by the rnedical profession. The medical profession dominates
the lives of women who want to. but cannot, procreate. Various technological
innovations. such as IVF. have been developed under the dictates of capitalist
patnarchy. These techniques further the alienation of women from their bodies, and
place the control of reproduction within the hands of medical scientists and physicians.
With a socialist ferninist critique. I can conceptualize the progressive loss of
control that women experience because of the medical profession and various
technological developments.

A socialist feminist poliücal theory allows me to

incorporate gender as an important variable in my analysis of the medical profession
and recent technological developments. I consider the gender-specific nature of
medical practices. treatments and technologies; al1 of which are geared toward
controlling women's reproductive lives.
Methodologically, socialist ferninist theory not only guides me in t e n s of the
factors that I n e 4 to address to uncover women's motivation for seeking ARTS, it also
influences my anaiysis of women's experiences. There are many problems in trying to
develop a theory based simply on women's voiced explanations. Therefore. I consider
the personal experiences of wornen. but I also incorporate a structural approach to my

data analysis (Currie, 1988). Utilizing socialist ferninist theory to make sense of how
women's decisions and experiences are related to, and interact with, various social
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processes. is fundamental to a structural analysis. Overall, this theoretical perspective
enables me to situate women's experiences within the broader social context of
capitalist patriarchy.
In sum, I move beyond an experientially-based analysis, and incorporated a
more structural understanding of women's decision-making surrounding ARTS. As a

number of socialist feminists have revealed. women's experiences and desires are
grounded in specific historical, social, political and eainornic foundations, and are often
hidden h m conscious awareness (Jagger, 1983; Eisenstein, 1979).
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Chapter 3 Review of the Literatun
The primary objective of this chapter is to review thoroughly what has been
written about motherhood. inferülity and IVF, to highligM the potential reasons why
women want children. Although not al1women with inferülity problems seek IVF as a
way of solving their dilemma. this review will focus on this technology because it is
often the fast option sought when others fail.

Motherhood
A cornmon perception is that al1 women want and need to have children.

Motherhood is typically viewed as the most natural and expected role for a woman to
occupy. Throughout the history of modem society. a vast amount of Iiterature has
been devoted to proclaiming that "a tnily ferninine woman wants to give birth to and
care for babies..." (Oakley, 1980: 39). Women who choose not to have a child are
often asked to explain their nonconforrnity to their presumed biological destiny

(Phoenix et al., 1991).
A number of questions need to be addressed to further our knowledge of
motherhood in contemporary society. These questions must focus on what is it that
truly makes women want children, and why this is such a significant aspect of their
Iives. These are questions that need to be answered to understand the realities of
motherhood. More irnportantly, this information may help to explain infertile women's
quest for children of their own.
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A vast arount of information has been devoted to the issue of motherhood by

writers in various disciplines and professions (e.g., rnedical scientists, psychologists,
sociologists and feminists). Each of these orientations diffkr dramatically in their
response to why women have children. In what follows, I look at each perspective.
highlighting the divenities that exist and criticisms of the theoretical perspectives.

MedicallScientific Perspectives on Motherhood
The medicallscientifc analysis of reproduction dominates the Iiterature.
According to this perspective. a woman's desire to mother is a result of her biology.
This theory of a matemal instinct began in the 18th century when it was used to
describe a female animars behaviour with her young (Antonis, 1981). In the 19th
century, rnedical scientists began to use this theory to explain women's reproductive
behaviour. According to this perspective, reproduction is an innate, universal and
inevitable phenornenon.
This framework continues to dominate the medical and scientific literature in the
20th century. It is still widely accepted that motherhood is based on biological
prograrnming, and therefore, it is natural for women to mother and to want ta be
mothers.

Advocates of this theoretical perspective contend that there is a

horrnonaUphysiologicaI basis for women's mothering.

Oakley (1980: 57) states

"whichever way you look at it, women are at the mercy of their bodies....women's
biological abilities have created their ultimate destiny."
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Sociobiology is another area that has addressed this issue by focusing on
anatomy and physiology as a due to reproductive behaviour (Farganis, 1986).
According to Lindsey (1994: 41),
the fundamental assertion of sociobiology is that we are strudured by nature
with a desire to ensure that our individual genes pass to future generations and
that this is the motivating factor in almost al1 hurnan behaviour.
This perspective explains human behaviour in ternis of genetic history, and links it to
human survival. According ta this theory, "people are constrained by certain behavioral
predispositions which are influenced by genes" (Farganis, 1986: 114). The fact that
women desire motherhood is attributed to a genetic determination, which is a part of
their evolutionary heritage (Lindsey, 1994).
The belief that wornen are barn with a biological drive and need to reproduce
has b e n heavily criticued (Alpem, 1992; Farganis, 1986; Richardson, 1993). Feminist
critics believe that these theories confine women to their biological destiny (Phoenix et
al., 1991; Oakley, 1980; Jagger, 1986; Rich, 1986). No substantial evidence exists to
support such biological cbims. The attempt of medical scientists and sociobiologists

to place mothering in the domain of nature oversimplifies a very complex phenornenon.
Assuming that the desire to mother is simply the result of biological programming is
unrealistic (Mackie, 1987). In other words, biological explanations cannot adequately

deal with the changing nature of women's Iives, primarily in relation to motherhood. A
number of feminists stress the need for a more historical and structural understanding
of motherhood (Thome and Yalom, 1982). These feminists believe that we should try
ta understand the desire to mother in relation to a society's particular social, political
and economic systern. and not to attribute it to a biological, pre-social phenornenon.
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Psychological Theories on Motherhaad
Psychological theories on mothering tend to concur with the basic prernises of
the medical scientific approach. This theoretical perspective generally assumes that
mothehood is essentially a psychologicalstate, which is accompanied and caused by

a physiological condition (Oakley. 1980). Psychologists agree with medical scientists
that wornen have a mothering instinct: motherhood is a psychological state, but the
stimulus is biological.
The main difterence between psychological theories and nedical theories is that

the former focuses on inherent aspects of the female personality, whereas the latter
focuses simply on biological drives. The most influential approach in the psychological
literature on motherhood is the psychoanaîytic perspective. According to this tradition,
motherhood is an inherent characteristic of the female psyche (Phoenix et al., 1991).
Proponents of psychoanalysis argue that the desire to mother is slowly built into the
feminine penonality during early experiences in the family (Phoenix et al., 1991).
Therefore, the desire to rnother is part of the unconscious inner dynamics of the
psyche, and a normal characteristic of a woman's identity and personality. According
to Antonis (1981: 62), "psychoanalytic writers place motherhood at the centre of

women's psycho-emotional development." Thus, they see a woman who faik to
intemalize this aspect of her personality as poorly adjusted to her adult female identity.
Psychological theories on mothering are criticized in much the same way as
medical explanations. Little evidence exits to support the belief in an unconscious
psyche controlling the behaviour of women (Oakley. 1980; Phoenix et al., 1991). To
assume that the desire to mother is an inherent aspect of the female sex is to create a
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rigid, oppressive and mythologised view of women. mese theories tend to over

psychologize human behaviour.
The most compelling criücisms against both psychological and medical theories
on mothering are that they are asocial and ahistorical. Medical and psychological

perspectives almost totally disregard the vast amounts of social influences affecting
human behaviour. The world in which individuals exist is dynamic. diverse and everchanging. AH women are exposed to a variety of societal and cuitural expectations that
play a fundamental role in their behaviour.

To assume that every aspect of

reproductive behaviour is a result of biological programming or an inherent penonality
characteristic is misleading and flawed.

Functionalists on Motherhood
Functionalist sociologists have developed a socio-cultural analysis of
motherhood. These theorists situate motherhood within sociological concepts such as
roles and identities. The purpose of these investigations is to show the normative
quality of motherhood for women and the overall functioning of society in general.
Functionalist sociologists believe that the desire to mother is a response to the
reproductive norms of society.

Conformity to reproductive norms is considered

essential to the proper functioning of society.

The main tenet of this perspective is that motherhood is normal and the most
important aspect of the adut female social role. Motherhood is viewed as a means by
which wornen achieve full adult status, and in this respect, is central to their sense of
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themselves as normal, functioning adults. This normative behaviour is not a part of
womenk natural biological inheritance, but is leamed through socialization (Phoenix et
al,, 1991).
According to functionalism, a womank motivation to mother is based on a need
to fulfill her role in society. This is often called the motherhood mandate. Lindsey
(1994: 183) describes the motherhood mandate as "the belief that a woman's greatest

fulfilment and ultimate achievement will be in her role as mother." Without this, a
woman has not reached her mature adult status, nor has she fulfilled her true destiny
and role in life (Richardson, 1993).
It is important to point out that medical, psychological and functionalist theories
are differentially applied to women, based on their marital status and sexual
orientation. According to Maclntyre (1976: 159), "the equation of rnarriage with
motherhood, and non-rnarriage with non-motherhood, is extremely petvasive."
Motherhood is an integral part of the adut role, but only within the confines of
mamage. The desire to mother outside of a mamage is viewed as dysfunctional and
abnormal. Richardson (4 993: 77) states that "there are contradictory theories of
motherhood for single and manied women...single women (and lesbians) desire
children for selfishlbad reasons."
Functionalist sociologists continue to promulgate the notion that motherhood is

a normal, if not expected, part of the adult female role. This approach reinforces
fundamentally the mandatory quality of motherhood, but within a particular sociocultural context Functionalists view motherhood as a taken-for-granted difference
between men and women. one that is essential to the overall functioning of the family
(Farganis, 1986). Although functionalist explanations of motherhood differ from medical
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and psychological ones, the outcorne is essentially the same. As Phoenix et al. (1991:
40) state, "common to al1 these, is a view of motherhood as an essential stage of

development and as an ultimate fulfilment for al1women."

Feminist Theories on Motherhood
The criticisms of the medical, psychoanalytic and functionalist theories have
been articulated by feminist theorists who are dissatisfied with the state of knowledge
on this issue. These theorists challenge ideas of a matemal instinct and the normative
quality of motherhood (Oakley, 1980: Antonis, 1981;Rowland, 1989; Lindsey. 1994).
Feminist researchers are deeply concemed with prevailing ideologies that mandate
motherhood for all women.

Unlike functionalist sociologists, feminists view the

motherhood mandate as problernatic and oppressive to women.
According to some feminist theorists. the sources of wornen's motivation for
having children are highly cornplex, and cannot be merely attributed to biological or
psychological programming, or to normative behaviour (Farganis, 1986; Oakley, 1980;
Alpem, 1992). They reject these theories because they fail to consider the number of
social processes that play a part in the desire to have children. Moreover, the social

organization of motherhood and reprduction. and the relations that emerge from these
activities in capitalist patriarchal society are ignored.
It is not motherhood in and of itself that has alarmeci sorne feminists. The main

concerns of feminists anses out of the belief that rnotherhood, as defined and
restricted under capitalist patriarchy, exploits and oppresses women (Jagger. 1983;
Rich; 1986; Young,1990). Some feminists focus on how, in our society, procreative

activities are organized so that wornen have lost control over these experiences
(Jagger. 1983). A nurnber of ferninists believe that women are conditioned to want ta
have children. As Rowbnd (1987: 68) states,
women have chikiren because they are socialûed or conditioned to do so; or
because they are convinced of the rewards of mothering; or in order to gain a
seKidentity in a workl that continualiy denies them of this; or to prove their selfworth and attain the status of a 'mature adult.'
These realities suggest that women's choices are suspect when it cornes to having
children in this society (Jaggar, 1983). Therefore, some feminist theorists want to
understand how womenls motivations for rnotherhood are shaped socially.
Ta that end, feminists believe that it is essential to examine motherhood "in

specific social and historical conte-

and in ternis of ideological functions" (Phoenix et

al.. 1991: 66). Feminist theorists believe the sources of womenls motivation to mother
are not determined by biological factors, but are instead socially constructed by
capitalist patriarchal institutions, among them the dominant ideology and the
socialkation processes of contemporary society (Farganis, 1986; Thome and Yalome,
1982). Most feminists believe that by addressing these structures, we can understand

the choices women make (Stanworth, 1987). These institutions exert strong social
pressures on women to regard mothemood as the most significant aspect of their lives
(Katz Rothman, 1989).

Many feminists have looked at the social construction of gender characteristics
and the significance of gender identities to understand why women desire motherhood.
Identities are cornmonly considered parts of the total person (Mackie, 1987). Gender
identities are culturally fonned role expectations and actions that differ for men and

women (Lindsey. 1994). Gender-role identities involve the acceptance of oneself as
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ferninine or masculine. In other words, one has intemaiued the culturally assigned
behavioun of these ascriptions. lndhnduals use these aspects of the self to evaluate
themselves, to understand who they are. and to know what is expected of thern.
Feminist theorists argue that societal structures construct the contents of
gender identities to maintain appropriate sexdetermined behaviour (Rowland, 1989).
Men and women are often taught to identw with different foims of behaviour based on
biological diflerences. For women, motherhood is constructed as the most salient
gender-role identity. Phoenix et al. (1991: 13) state that "motherhood is central to the

ways in which women are defined by others and to their perceptions of thernselves."
It is through the role of mother that women are highly valued and rewarded for their

achievements in this society.
Feminists believe that the importance society accords to the motherhood role
partially explains why most women desire children. Pronatalist attitudes and beliefs
force some women to believe that without motherhood, they are not real women. This
is because women are repeatedly told that their identity, social maturity and selfrespect rests on having children. These combine to place motherhood at the centre of
women's lives. Furthemore, a number of feminists have pointed out that the present
organization of motherhood restricts women from developing their capacities in other
areas of life (Jagger, 1983).
Gender-role identities aid in shaping wornen's motivation to have children.
Therefore, looking at how individuals acquire their identities is important. According to
some feminist theorists. individuals acquire identities in the course of gender
socialization (Mackie. 1987). Lindsey (1994: 48) defines socialization as ''the lifelong
process through which individuals learn their culture. develop their human potential,
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and become functioning members of society." This proœss teaches males and
females that they are expected to behave differenfly because of their biological sex.
The process of sociaiization defines which attitudes, values and behavioral patterns are
considered appropriate for men and women (Lindsey, 1994).

The patriarchal family is the most significant agent of socialization for gender
roles. Through socialization in eariy childhood, young boys and girls leam what is
expected of them, and ultimately what they should desire and value in life. Through
their interactions with parents and siblings, young children leam what is required of
them to fulfill their gender roles. Socialization ensures that children will identify with.
and confom to, the noms of society (Alpem. 1992). This process maintains the
sexual division of labour that is essential to the continuation of capitalist patiarchy.
It is within the confines of the nuclear family that girls are taught to accept
motherhood as the greatest achievement and ultimate fulfilment for women (Lindsey,
1994). This socialization process begins at birth and continues throughout adult life.

As Antonis (1981: 61) states, "motherhood is the chief occupation for which females

are reared." Women are taught to be mothers, and are told they ought to be mothers.
Young boys are also socialized to view famiiy life in a parücular way. Children are
consistently taught that a man's role in life is to provide for his family, whereas a
womanls job is to stay home and bear and rear children. The ways in which young boys
are socialized helps to reinforce the prevailing view of women as rnothen. The
patriarchal nuclear family not only conditions women to want to mother, it also informs
them that children must be reared by women (Farganis, 1986). Wthin a patnarchal
family, the mother should be fimly dedicated to having and raising her children. Young
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boys and girls are socialized ni ways that influence and reinforce traditional sex-role

orientations.
Pronatalkt and promatemal stemtypes are encouraged well beyond the stage
of eady childhood socialkation. Women are consistently exposed to experiences and
pfessures that inforni them of the importance of motherhood for the adult female role.
Women are often bombarded with "do's" and "don'ts" from their families, friends, the
media and the education system (Richardson. 1993).
Another expedation that is consistently reinforced in women is that of wifehood.
For the majority of women in this society, adulthood involves finding a husband and
getting mamed. The normative expectations of adulthood reinforce the imperatives of

wifehood for a woman's identity and social maturity. These inforni women that
motherhood and rnamage are central to the ferninine gender role (Antonis. 1981).
Women leam that marriage and motherhood are inextricably linked. As Antonis (1981:
59) states. "marriage and reproduction are linked tagether in a way implying that each

explains and necessitates the other." It is common for women to be told that children

are essential to a rnamage because they make a mamage happier and more
complete. Children are often viewed as the rnost important sign of a couple's
commitrnent to each other, and to society.

We cannot disregard the fact that women are so strongly socialized to believe
that mamage and motherhood are central to their lives. Il is unrealistic to assume that
women are not affected by the M i e 6 and attitudes that inform them of the importance
of motherhood in their lives. Capitalist patriarchal institutions tie women to a role that

lirnits the choices and options available ta them for achieving a meaningful life
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(Richardson. 1993. Jaggar, 1983). These institutions form an environment in which
women believe that motherhood is essential for, and desired by, al1 wornen.

Empirical Research on MotheritoodlParenthood
In recent years. researchers have conducted studies to uncover why women
and men desire parenthood (Newton et al.. 1992; Greil. 1991;Williams, 199Ob). The
purpose of these investigations is to detemine individuals' attitudes and intentions
toward parenthood, and how these factors influence their decisions to have children
(Gomly et al.. 1987). Some of these studies address the meaning of motherhood for
women and the significance attached to this role. It is important to point out that
studies dedicated to understanding why individuals desire parenthood rarely consider
the social context in which decisions are made.
Although there is substanüal variability in the teasons given for wanting to have

children, consistent responses emerge. The most cornrnonly identified reasons for
having children include the following: gratiiing the need for gender-role fulfilment;
achieving aduft-status or a social identity; seeking sources of marital completion and
biological continuity; and alleviating social pressures (Newton et al., 1992; Greil. 1991;
Gomly et al.. 1987; Achilles. 1990). Most individuals feel that parenthood is a natural
and normal part of being an adult. One study found that most individuals (women and
men alike) believe that rnotherhood is the most appmpriate role for women, and that a l
women should want to be rnothers (Scott and Morgan. 1983).
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Researchers have found that the reasons identified for wanting children are
generally more significant for women than men (Newton et al., 1992). In other words,
both men and women desire children, but in differing magnitudes and sometimes for
different reasons. Throughout studies. women proclairn motherhood as their ultimate
achievement in Me (Newton et al., 1992 and Williams, 1990b). In addition, as Scott
and Morgan (1983) found, women in their study derived theit major role definitions from
being a mother. According to Greil(1991: 31), "the reasons for this are because the
parent rok is more œntral to the transition to adulthood for women,

...and parenthood

is more œntral to women's idenüty than men's." A study conducted by Williams (1990:
550) found that most women "believe biological motherhood is an inherent and
essential part of fernininity." These findings show that the beliefs and attitudes of this
pronatalist society affect women. The social construction of a woman's identity plays
a fundamental part in her desire to have a child. As Bequaert (1992: 263) states,

the few studies that have been conducted have found that women tend to
adhere to the dominant ideology of the importance of motherhood and had
experienced strong extemal social pressures.

The motherhood mandate is stil widely accepted and pervasive in our society.
Although more and more women are finding different means for achieving penonal
fulfilment, motherhood is still accepted as the most important source of a woman's
identity (Lindsey, 1994). Achilles (1987: 287) reveals that "mothehood has remained
central to a woman's sense of identity and self-esteem." The fact that women are
socialized to value themselves prirnarily through motherhood is evident throughout
these studies.
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Although variation does exist, the majority of women in this society intemalize
the importance of rnotheihood for the adult fernale rok. Women and men widely
accept the prevalent cultural stereotyping that equates motheihaod with femininity.
Most of the women intenriewed in the studies reviewed feel a strong need to
experience rnotherhood to express their womanhood. Motherhood serves also as a

means to establishing their gender-worth (Williams, 1WOb; Newton et al., 1992). The
intemalization of these beliefs and attitudes plays a role in wornen's desire to have
children.

Infertility and the New Raproductive Technologies

To undetstand more clearfy women's desire for a chiid. we need to look closely
at the issues sunounding infertility and ARTs. The propaganda that women are
nothing unless they bear children is especially problernatic for those who want to. but

cannot, conceive. This is especially the case when ARTs are available.

An Historical Context
Throughout history, women have been the targets of infertiiïty treatrnent and
diagnosis. The Bible tells us that God punished women with infeitility because of their

sins. As well, men punished women for being infertile (Rehner, 1989). In the western
world. between the 14th and the 17th centuries, when a couple was unable to have a
child, the woman was accused of making the man impotent. As Rehner (1989: 26)
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reveals. "infertile wornen have been bumed at the stake as witches" because they were
considerad evil. According to Shattuck and Schwartz (3989: 332). in the 19th century.
"even after the discovery that male spem was a contributing factor to infertility,
medicine continued to regard women as the more responsible agent for infertility."
Even in modem times, infertility is wnsidered an exclusively female flaw
(Rehner, 1989). Modem medicine has redefined the meaning of infertility and the
appropriate techniques to cure this disease. The source of the problem and the

proposed solutions still revolve around women's bodies and their behavioural
characteristics As Shattuck and Schwartz (1991: 334) reveal, "to avoid medical
responsibility for infertility, societal attention is instead directed at blaming women for
their liberalized sexual freedom and at holding women accountable for choosing
education and careers over motherhood." Women are told that the longer they wait to
have a family. the less chance they will have at conceiving. Women are often
bombarded with negative comments about pursuing a career or education, rather than

having a family. The cause of infertility becomes a matter of women having made poor
choices. In reality, wornen's economic and educational gains have not led to an
increase in infertility. According to Faludi (1991: 30),'Womenk quest for economic and
educational equality has only improved reproductive health and fertility." Blaming
infertility on women's choices is indicative of male power that oppresses and controls
women.
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The Medicalization of lnfedlity and Women's Lives
Wahin contemporary society, medical and scientific experts hold an incredible
amount of authority over a wide array of issues. This authonty is generally accepted
because of a strong belief in the legitimacy of the objective knowledge produced by
these experts (Franklin, 1990). The medical profession has exclusive power over the
production and deployment of knowledge related to the human body. As Spallone
(1989: 76) states, 'Yhey have the power to define the problems, the therapies, the
technology, and its social meaning."
Popular representations &y the medical profession construct the image that
infertility is exclusively a biological problem found within the individual (Franklin, 1990).
Their response to infertility is through medical intervention, with the end goal being
pregnancy (Strickler, 1992). Keeping in mind that the accepted meaning of any
disease or disability plays a part in defining the appropriate treatment strategy is
important. This applies to the problem of infertility. Therefore, it is critical to analyze

how infertility has k e n defined and represented by the medical profession; that is, how
it has been medicalized.
lnfertility has been defined as a medical disease. According to the medical

model, the inability to procreate is distinctly abnormal. As Becker and Nachtigall reveal
(1992: 459), the rnedical mode1makes it clear that "infertility falls outside the model of

norrnalization to represent, instead, the abnonnal, aberrant, or atypical body that must
be cured." This definition places infertility in the hands of medical scientists. and
encourages invasive technological solutions to the problern of infertility (Strother
Ratcliff, 1989).
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The medical establishment. which includes physicians, rnedical scientists and
proceduralists. is a profitsriented industry. They have routinely sought to redefine
women's experienœs as medical diseases. Historically, we can see this in childbirth
and menopause, among other female experiences. According to Corea (1985: 303),
"ever since the late 1800s the medical profession has fought to control childbirth." And

as Strother RatclifF(1989: 184) demonstrates. "instead of menopause being seen as a
natural aging process..A has corne to be seen as a 'deficiency disease' that merits
technology-based medical intervention." The treatrnent strategies initially proposed by
medical scientists to cure these medical disabilities have now become routine medical
procedures.

These innovations include caesarean sections, ultrasonography,

episiotomies, hysterectomies, and estrogen replacement therapy (Strother Ratcliff,
iS8S; Corea, lS8S).

Defining infertility as a medical condition is very strategic. Diagnosing infertility

as a physiological inability is the chief means by which the medical profession can
justify control over its treatment. Reproductive technologies are closely tied to this
medical definition. According to Steinberg (1990: 90), "the meaning of infertility has a
necessary relationship to the structure and implementation of assisted reproductive
technologies." These innovations reinforce a medical definition of infertility and a
technologically-based treatment strategy. As Spallone (1989: 66) reveals, "infertility
was the first medical disability for which in-vitro ferlilization was pot to use as a clinical

treatment."
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Infertility: Its Prevalence and Distribution
lnfertility is "the inability or failure to conceive after one year of regular.
unproteded intercourse" (Sandelowski, 1990: 48). This definition is not universally
accepted, but researchen and the medical profession comrnonîy use it (Royal
Commission on New Reproductive Technologies [RCNRV, 1993).

Various

organizations now use a two-year time period because "a significantly smaller
proportion of couples has a pregnancy after two years than dunng the first two years"

(RCNRT, 1993: 183). According to the Royal Commission Report (1993: 189), "based
on the two-year estirnate of the prevalence of infertility (7 percent), approximately half

a million Canadians (250,000 couples) in their reproductive years are cunentiy affected
by infertility."

In recent years, medical experts, scientists and the media have presented
infertility as a growing health problem (Sandelowski, 1990). The numbers used to
describe the magnitude of the problern are very important. As Biyant (1990: 2)
explains, "numben chosen to define infertility affect both the perceived magnitude of
the problem, and the apparent cure rate." It is common to corne across articles in the
professional literature and popular press that address an infertility epidemic. According
to Grant (1994), when factors such as the postponement of childbearing to later yeaw

are taken into account, rates of infertility are similar to those thirty years ago. In fact.
some researchen have discovered that rates of infertility have decreased in recent
years (Faludi, 1991). As Faludi (1991: 29) reveah, We percentage of women unable

-

to have babies had actually fallen from 11.2% in 1965 to 8.5% in 1982." Reports of
infertility reaching epidemic proportions may merely reflect the medical profession's
attempt to create a market for their services and a changing social milieu.
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Medical scientists have studied the etiology of infertility extensively. According
to Shattuck and Schwartz (1991), the etiology of inkrtility is due to mak factors in 40%
of cases, female factors in 40% of cases, and idiopathic (unknown) factors in 20% of

cases. However, in its recent report, the Royal Commission on New Reproductive
Technologies (RCNRT) noted that "it is difficult to attach exact figures to the propoaon
of infertility that is attributable to either male or fernale member of a couple" (RCNRT.
1993: 167).

Researchers have identified potential causes of infertility for both males and
fernales. The factors that contribute to female infertility include ovulation and endocrine
disorders, obstructions in the reproductive tract due to inflammatory disease,
endornetriosis, sexually transmitted diseases, and structural or functional problems of
the uterus and cewix (RCNRT, 1993). For males, the factors that contribute to
infertility include sperm production and maturaüonal problems, hormonal dysfunctions,
spem motility, obstructions and blockages, ejaculation and anatomical abnormalities
(RCNRT, 1993).

None of these immediate causes anse spontaneously, but are a result of other

facton (Bryant, 1990). It is uncornmon to corne across information in the popular
press or scientific jou mals that address medically induced (iatrogenic) infertility.
Fortunately, some researchers have addressed this devastating, but recurring,
phenornenon (Corea, 1985; Overall, 1987; Spallone, 1989). According to these
researchers, various techniques developed by the medical profession have conttibuted
to the problem of infertility. Corea (1985: 117) states that "these iatrogenic causes
include IUDs, caesarean-sections, the pill or Depo-Provera, and DES." The medical
profession implemented these techniques without proper evaluation as to the potential
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harmful effects they had on women. The medical profession hailed these innovations

-

as serving the interests of women the key to women's liberation and freedom from

-

reproduction. In reality, they were experimental procedures practised on women's
bodies.
lnfertility has been linked to untreated sexually transmitted diseases (STDs).
Physicians and govemment officiak failed to respond appropriately to the growing
problern of STDs and the connection between STDs and infertility (Faludi, 1991;
Corea, 1985). These diseases are largely responsible for the vast proportion of
infertility during the '80s and '90s. According to Bryant (1990: 20), "STDs are well
knawn to be related to pelvic inflammatory disease, and inflammation of the fallopian

tubes which can lead to permanent damage."

Nevertheless, physicians and

government officiais seemed uninterestecl in these health problems that could be cured
and prevented. According to Bryant (1990: 24), "Ri the same year that the Canadian
Government funding agencies spent $3.5 million on basic NRT research, only slightly
over $400,000 was spent on public health and health services research activities
related to reproductive disorders." Faludi (1991) notes that chlamydia is the fastest
growing STD in North America, yet it was poorly publicized. diagnosed and treated.
In western countries. infertility is perœived as a problem only within the confines
of rnarriage (Overall, 1987). Physicians treat this as a medical problem when it affects
married, middle-and upperclass, heterosexual couples. The medical profession plays
a powerful rok in perpetuatingthe status quo; that children should only be raised within

the nuclear famiiy. According to Overall(1987: 173), "this reinforces the connection of

standard heterosexuality with reproduction and disengages other forrns of sexual life
expression from procreation."
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Several researchers have shown that the medical profession is actively
participating as an agent of social control by defining whose infertility problems are
worthy of attention (Woliver,1989; Rowland, 1987).

This gatekeeper function

reinforcss, and is consistent with, the more general belief system regarding the Iink
between mamage and acceptable motherhood which was discussed earfier. The
medical profession has the authority to make moral and social judgements about who
shouM be allowed to reproduce in our society. Through their practice, doctors are
essentialiy saying, biology is destiny, but for oniy a select group of women. This reality
poses serious implications for women who do not fall within the noms of acceptable
motherhood.
The emotional turrnoil experienced by inferMe women is compounded when they

are single, poor, or in a lesbian relationship. Medical researchers and physicians
reinforce the oppression of silence experienced by these infertile women. Information
aimed at understanding the experienœ of infertility for single or lesbian women is
virtually nonexistent. Most studies focus on middle- and upper-class, well-educated,
married couples. Whether the experience of infertility differs between classes, or in
non-traditional versus traditional families is unknown. Medical authority over the
problern of infertility allows medical researchers to limit information according to their
values and beliefs. As Franklin (1990: 207) states, "these explanations are used
selectively, to produce explanations of the experience of infertility which reinforces
social noms." More importantly, the gatekeeper function of the medical profession
ulthately prevents some women from receiving assistance for fertility problems.
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The Experience of Inferülity
A small number of researchen have investigated the infertility experience in

societal ternis, to try and understand it better (Sandelowski, 1990; Stanton et al., 1991;
Klein, 1989; Miall, 1986; Connoly et al., 1992). These studies focus on the impact of
infertility on psychological and emotional well-being, interpersonal relaiionships, sex
role identi and the marital relationship. Essentially, these investigations attempt to
show that individuals experience the effects of inferb'lity in al1aspects of their lives.
lnfertility is a muladimensional experience.

Infertile women are not a

homogeneous group. Each woman goes through a different series of stages and
resolutions, and is affected by the experience in varying ways and degrees. Many
factors affect the experience of infertility. including the options available for becoming
a mother; the diagnosis and treatment at the present time; the time involved in the
infertility experience; the motivation for wanting motherhood; the value placed on
conceiving; and the mechanisms a woman uses to handle life experiences (Kraft et al.,
1980; Woods et al., 1991; Stanton et al., 1991;Miall, 1986).

Although this is a complex event, researchers have found some cornmon
reactions to the initial awareness that a problem exists. The initial response to the
diagnosis of infertility is often one of surprise. Sorne ernotional reactions to the
problem of infertility include grief, sonow, anger, frustration. distress, anxiety, feelings

of guilt and a loss of self-worth (Williams, 1990; Stanton et al., 1991; Woods et al.,
1991). A study conducted by Miall(1986) found that most women categorized infertility
as something negatiie, as s type of failure. In this study, nearly haif the women
intervieweci admitted finding A hard to disclose the problem to their families and friends,
because they felt inadequate and ashamed.
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The majority of studies conducted suffer methodological probkrns, and the
findings are generally inconsistent (Downey and McKinney, 1992).

Dunng

investigations, most women are at different stages of their infertility work up, but the
reseanher often groups them together (Connoly et al., 1992; Downey and McKinney,
1992). Future research efforts should account for time involved in the infertility work

up. the specific treatment that participants are presently involved in. and a variety of
other psychosocial factors that are significant to the experience. Although these
studies are inconsistent, they have generated some useful information. The findings
demonstrate that the realization that one is unable to conceive is the beginning stage
of a long and often painful experience.
After failing to conceive, infertile women face many decisions, such as whether
to remain child-free, adopt, or seek medical assistance. The reasons behind the

decision a woman makes are still relatively unclear. The choice to remain child-free is
often considered a non-issue for those women who desire a child, or for those who

have a partner who wants a child. This is not surpnsing considering how much
pressure is placed on women to have children and to become biological mothen
(Woliver, 1989). We live in a society that regards the chiidless woman (or couple) as

a failure. Therefore, for some, remaining child-free is not an option. Adoption is often
difficult in North America because of the steady decline of adoptees, and the long
waiting lists for infants (Grant, 1994). This is especialiy problematic for women
(couples) who want more than one child. Another potential problem with adoption is
that the majority of women (couples) want a genetically-related child. and therefore

view adoption as a second-best option (Williams. 1990). Remaining child-free, or
trying to adopt does not always satisfy the needs of the infertile woman or her partner.
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Therefore, women may seek a rnedical solution for their problems. Although not al1
women seek medical solutions to infertile@, a majority will Rnd themselves on the
medical treadmill (Klein, 1989).
In western countries, the rnedical path is often unavoidable (Rehner, 1989).
Women are encouraged to seek assistance from a reproductive specialist. Medical
scientists tell these women (couples) that medical treatment such as ARTS can
produce desired results. The first visit to the physician begins the often long joumey
through various diagnoses, treatments and surgical procedures. According to Woods
et al. (1991: 182), "the progression is usually from low-nsk to high-risk diagnostic tests
and from low-risk to high-risk treatrnent options."

Because 10-20% of wornen

(couples) never leam why they cannot conceive, they will continue to try anything to

achieve their goal (Rehner, 1989). This uncertainty also complicates the treatment
strategy, and extends the length of treatment time (Rehner, 1989).
The medical options avaihble to infertile women (couples) include dnig therapy,
surgical procedures, inseminations by husbandfdonor, intra-uterine insemination, in
vitro fertilization (IVF), and gamete intra-falkpian transfer (RCNRT, 1993). Quite often,

the rnedical option chosen depends on the seventy of the problem. Often, doctors
combine a range of techniques to achieve successful results. Ultimately, the medical
practitioner decides which treatment strategies they will prescribe according to the
disgnosis.
The infertility work up can last anywhere from 2-12 years (Hallebone, 1991;
Klein, 1989). According to Becker and Nachtigall(1992). most wornen enter treatment
unaware of the lengthy and often cornplex procedures involved. Nevertheless, most
women continue until they have exhausted al1 medical options. Throughout the
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infertility workiip, women (couples) experience an emotional roller coaster. According
to Woods et al. (1991: l 8 f ) , "women experience feelings of excitement and joy to
sadness and uncertainty. Feelings of surprise. fear, hope...betrayal." During the
infertility work-up, a woman's life is greaUy affected in al1 spheres. The rigorous
treatment makes it difficult to continue working and therefore women may thwart life

plans and careers (Rehner, 1989). It is common for social and marital relationships to
be damaged dun'ng the infertility work-up (Rehner, 1989; Stanton et al., 1991). Not

being able to procreate can consume the lives of the people involved. sometimes with
no resolution in sight.
The reasons why some women continue infertility treatment is not well
understood. As Newton et al. (1992: 24) state. "the attitudes and behaviours of those
who penist in treatment have not been adequately addressed." The endless array of
medical treatments available to some infertile women has ptolonged this often painful

and unattainable desire.
The very existence and availability of reproductive technologies further
complicate the experiences of women who want a child. According to Shattuck and

Schwartz (1991: 335), ''the endless array of reproductive options has created a new
burden for the infertile - the burden of not trying hard enough." As Lauritzen (1990:41)
reveak, "once an individual is presented with a treatment option. not to pursue it is, in
effect, to choose childlessness."
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M :Its History and Career as a Medical Innovation
IVF is a recent technological devekpment that has increased the options
availabk to infertile women (couplas). IVF practitionen promote this technology as the
final hope in relation to the problem of infertility. As Halkbone (1991: 130) claims, '70
get to the stage of IVF, many other medical and surgical proœdures have taken place
for each individual." According to Becker and Nachtigall (1992:466), "by the time
couples reach IVF. they have reached the end of their treatment options." Women
undergoing NF treatment are exposed to even more emotional dificuloes because this
is considered their last chance for a biological child (Litt et al., 1992).
Medical scientists have k e n experimenting on women since the 1940s, though
their attempts continued to fail. (The Crst major success came in Britain in 1978 with
the birth of Louise Brown.) It is questionable if they infomed women in IVF programs

of the odds of becoming pregnant, and if in fact, they had consented to these
experimental procedures. According to Corea (1985: 166). "women in IVF programs
did not know the full nature of the program or that these programs were experimental
venus actual therapy."
Throughout the developmental process, promising reports of this scientific
endeavour filled the medical joumals and popular press. As with any newly developed
technological innovation, only positive reports were found in articles and media stories
(McKinlay, 1982). IVF was and still is hailed as a safe and effective means of
overcoming infertility. The main emphasis is on the successes that have occurred.
although the number of successes is relatively small (Overall. 1989). Rarely is there
any discussion of the actual success rates. the complicated procedures involved or the

devastating effeds that IVF has on women (couples) who were unable to reproduce
even after several attempts.
It is not a coincidence that billions of dollars are spent on researching

techniques that focus exclusively on womenls bodies (Strother RatclifF, 1989). As
Wajcman reveals (1991:22), "political choiœs are embedded in the very design and
selection of technology." A male-centred view of reproduction and parenthood drives
these innovations (Rowland, 1987). In Western society, a child is what grows out of a
man's seed, and wornen's bodies are reduced to baby-making machines (Katz
Rothman, 1989). This powerful message plays a part in defining which of the
technologies will be punued and accepted.
The medical community strategically portrays IVF as a humanitarian response
to a biological inability (Williams, 1WOa;199Ob). This powerful message enables the
medical profession to place the treatment of infertility within the dornain of medicine,

and to justify the further development of various scientific innovations (Franklin, 1990).
This also serves to reinforce the idea that this technology is good, and in the best

interest of women (couples) who want a child of their own (Katz Rothman, 1989).
According to the RCNRT (1993), in Canada, as of 1991, fewer than 400 infants
were bom using IVF. When IVF was first developed, physicians generally performed
it on women who had blocked fallopian tubes (Grant. 1994). The indications for IVF

use have recently multiplieci. According to the Royal Commission Report (1993: 498),
in the mid- to late 1980s, IVF was being used for indications ranging from
unewplained infertility, ovulation defects, and endometriosis, in addition to tubal
blockages..NF is also used as a diagnostic test of male infertility after assisted
insemination has been unsuccessful, to ensure there is no chance the male
partner's sperm can fertilize the egg, before the couple stops treatment or turns
to donor insemination.
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These technologies have expanded from k i n g used on infertile women to the
fertile population. As Corea (1985: 123)states, "NF is being used on healthy women
who have partnen that are infertik." In other words, they promote IVF as the ideal
means by which a fertile woman can give her infertile partner a child.
In Canada. "one cycle of IVF costs between $5,4ûû and $7,500 per patient"
(RCNRT. 1993: 525). (Note: these costs are based on 1993 figures and may not
represent present day costs). These figures refkct direct medical and patient costs;
"they do not include the costs associated with premature and multiple births and
chronic care for long-term disabilities" (RCNRT, 1993: 523). According to the Royal
Commission Report (1993: 527), 3 0 % of IVF deliveries are multiple. compared to a
rate in the general population of about 1 percent." The costs of caring for triplets.
quadruplets and quintuplets are much higher than for a single baby. The birth of
multiple babies can cost a couple anywhere from $8.000 to $16,000 higher per year, as
compared to giving birth to a single baby (RCNRT, 1993).
Researchen. medical practitioners and policy-maken have investigated the
effectiveness of IVF. The documented success rates of IVF tend to Vary in ternis of
who is reporting the figures. Those with a vested interest in this procedure (Le., IVF

proceduralists and researchers) report the highest success rates. According to these
expert sources, percentages of successful IVF range anywhere from 15-25%. More
critical evaluaton of IVF dispute these figures (Corea, 1985; Grant 1994; Overall,
1989). These critics point out that clinicians often manipulate the figures presented in
medical joumals and the popubr press. and are generally rnisleading. According to
these crïtics, the actual number of successful births is between O to 5% (NACSW,
1991; Overall, 1989). Clinicians involved in IVF rarely provide information on the

number of women who have actuaiiy participated in these experiments.

These

professionals also fail to highlight that multiple births are common to IVF because
docton generally implant more than one egg. The meaning of success ako varies from

one clinic to the next. Some clinicians measure success as successful impbntations,
as opposed to live births (Grant, 1994). These omissions inevitably alter the statistical
reports on IVF.
The effectiieness of IVF is, therefore, questionable. As the Royal Commission

Report concludes (1993: 521),

a substantial proportion of women undergoing IVF at fertility programs across
the country are doing so when there is no evidenœ that, given their diagnosis or
that of their partner, IVF will help them conceive. In other words, unproven and
quite possible ineffective procedures are being offered as medical treatment,
and wornen are undertaking the risks of these procedures without knowing
whether they are more likely to have a child than if they reœived no treatment.
IVF clinics and practitionen are misleading women by promoting a false promise of
success (Rowland, 1987). Medical experts continually exploit a woman's desire to
have a child. According to Klein (1991: 395), ''vuornen find themselves compelled to
undergo IVF, but few women end up taking a baby home." This reality has devastating

implications for women who want to nurture Iife. The fact that medical experts directly
link the desire to have a child with the hope for a rnedical cure merely serves to
conceal alternative options (Franklin, 1990). As Woliver (1989: 38) states, "social
solutions for infertility, rather than medical, are de-emphasized by reproductive
technology." Medical scientists manipulate many women into balieving that this is their
last hope of conceiving a child. Unfortunately, the sense of failure and loss is
multiplied when their last hope has been ineffective. Nevertheless, rnedical scientists
are quick to point out that something is better than nothing.
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Several researchers have addressed the technical procedures associated with
IVF. and how they affect the health and well-being of women (Grant 1994; Corea,
1985; Bequaert, 1992; Steinberg, 1990). ln a routine IVF pmcedure, women who are

unable to conceive are exposed to a rigorous treahiient program. In the first stage,
wornen take a hormone cocktail to stimulate ovulation, releasing up to twenty-two eggs,
as opposed to one (Crowe. 1990). Women usually take these drugs for five days.

During these days the patient must have blood tests every day to measore estrogen
levels, and ultrasound is performed to rnonitor the releasing of her eggs (Crowe, 1990).
In the next stage, the physician does a procedure called a laparoscopy. The purpose
of this procedure is to harvest ripe eggs from the woman's ovaries. Once the doctor
has harvested these eggs, hefshe then inspeds the eggs, and places them in a petri

dish. At this tirne. the sperm is washed and prepared for the fertilization proœss. The

most suitable spem is plaœd in the petri dish with the harvested eggs. and the
technician waits for f e M i i o n to occur. When fertilization has occumd, the physician
transfers the embryo into the woman's uterus. If the implantation has been successful,
the patient must then wait to see if the I M procedure was effective.

The terni IVF strategically obscures the many procedures that are necessary in
order for this process to be possible (Steinberg. I W O ) . Fertihkation does not occur by
simply unithg an egg and spem in a petri dish. The procedures involved in IVF pose

serious risks to the health and well-being of women. Not only are women haned
physically. this procedure is an economic burden and a serious risk to the
psychological well-being of the participant.
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The Social and Psychological Impact of IVF
According to Hynes et al. (1992: 269). "IVF is described by women as an
emotionally demanding and stressful treatment, and. depending on the outcome. a
source of great despair." Wornen who want to have a child are often eager to elect IVF
because of the belief in the effectiveness of this procedure. Rarely are women
informed of the true odds of becoming pregnant through this procedure (Corea, 1985).
Limited empirical research addresses the psychological impact of failed IVF
attempts (Hynes et al., 1992). There are some preliminary investigations aimed at
addressing this emotionally turbulent experïence (Newton et al., 1992; Hynes et al.,
1992; Litt et al.. 1992). Researchers discovered that continued IVF failure causes

feelings of anxiety. anger, depression, lower self-esteern and especially a 'loss of
control.' Studies reveal that women, more than their partners, are affected by IVF
failure. This is sometimes attributed to the fact thal women are exposed to the IVF
proœdure. Another possible reason for greater levels of distress among women is that
women may idenüfy more strongly with futfilling a reproductive roie. A study conducted
by Newton et al. (1992) found evidence of this. According to this study (1992: 30),

'bomen who emphasized role fuKlment not only had poorer adjustment before IVF, but
also exhibïted higher levek of anxiety, depression, and negative life appraisal when the
cycle failed ."
The IVF procedure intnides into every sphere of a woman's life. According to
Strickler (1992). the Iives of women undergoing IVF revoive around basal
thennometen, hormone injections and monthly cycles of anxiety. Women entering the
IVF program have already been exposed to many disappointments and hardships.
The etnotional and physical stress associated with IVF merely exacerbates existing
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problems. Throughout the IVF procedures, wornen (couples) wait impatiently, hoping
that the technique is sucœssful. According to a study conducted by Williams (1989),
women's accounts of their experienœ with IVF showed that it was extremely stresshl
both physically and emotionally. These wornen found the waiting period the most
stressful of all. "These wornen experienced intense psychological conflict between
being optimistic or being realistic" (Williams, 1990: 134)
Besides the potentially serious psychological implications, IVF cames with it
many social implications for women. Reproductive technologies negate and devalue
the role that women play in procreation and motherhood (Young, 1990). IVF takes
reproductive control away from women. and places it in the hands of mostly male
physicians (Corea, 1985; Overall, 1987; Wajman, 1991; and Strickler, 1992). A
process that was onœ unique to women is increasingly being taken over by a rnaledominated profession. Although medical experts would have us believe that IVF
increases women's choices. this is not necessanly the case. Some feminists are
skeptical about the notions of choice and rights in a society which is stnictured and

contmlled by men. As Klein (1991:404) declares, "reproductive technologies do not
offer choice...they bring with them a loss of control for women, but a gain of control for

international techno patriarchy."

Motherhood, Infertility, and Assisted Reproduction
Various belief systems and institutions play a part in a wornan's desire to have
a child. Pronatalist attitudes and capitalist patriarchal institutions constnict an identity
for women that equates femininity with motherhood. The gender socialization process
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and the medical establishment aid in establishing the importance of biological
motherhood in women's lives. Many pressures are plaœd on women to have children

and to become biological mothers. Few women can escape these pressures.
The ideology that forces wornen to believe they are not real women without
children is extremely problematic for those who want to, but cannot, conceive.
Pronatalist and promatemal stereotypes directly affect the lives of women who are
unable to procreate. These women have to cope with hardships. pressures and
decisions. Women find thernselves in a world where motherhood is consistently
constnicted as the most important aspect of their identity, and where being a childless
woman is a sign of failure. Coming to ternis with the absence of control over one's
body, childbearing and parenting becomes a major crisis for the infertile woman.
Women who are unable ta conceive are often encouraged to seek medical
assistance to overcome fertility problems. These women are bombarded with an
endless anay of medical options to fulfil their biological destiny. In essence, medical
practitionen and IVF proceduralists step in, proclaiming they can fulfill a woman's
desireIVF is problematic for women who cannot conceive.

Not only do these

technologies offer false hopes to women, they reinforce methods of treatment that do
not cure the infertility probkm. What is more, IVF has introduced new pressures and
dilemmas for women who want a child. IVF reinforces a woman's feelings of guilt, and
loss of self-worth for not being able to reproduce. The very existence and availability
of this technique may push some women to continue seeking a technological solution
to their infertility problem. These pressures are fundamental to the decisionmaking

process for some women.
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Although the existing literature provides some important dues why most women

want motherhood, the voices of women themselves are relativeiy absent. We must
better understand the pain and emotional turmoil experienced by women who want a

child. These women need to be infomed of the issues sunounding the medical
options offered to them by the medical profession. Women need to find support and
reassurance for the difficulties they experience because of their infertility problems.

This study is a step toward documenting women's experiences according to the
women themselves.

By using the narratives of the wornen in this study as the

foundation of my research, I hope to create a better understanding of women's

experiences of infertility in an aga of ARTS.
In the following chapter, I present the objectives of this study and the research
process. As well, I discuss some problems I had with the data collection and analysis.

-

Chapter 4 The Methods Chapter

Objectives of the Study
This exploratory study examines the many reasons why women seek medical
assistance to overcome theif infertility.

I explore similarities and differenœs in

women's experience of infertility. More specifically, I address the decisions women
make when confronted with ferh'lity problems and how they corne to these decisions.

The objectives of this study are to understand the decision-making process
surrounding ARTs. Iwant to understand why some women seek ARTs as a rneans to
having and a child, and why othen do not. The second objective of this study is to
understand how the social context in which women find themselves influence these
decisions. I also want to know if differences exist in the decision-rnaking process if the
cause of infertility was either female factor, male factor or unexplained infertility. As

well, I want a study that combines the 'subjective' and 'objective' world of women's
lives. To obtain what I believe is a comprehensive understanding of this reality, I begin
with women's lived experiences, but I also conduct a structural analysis of these
narratives. This study also aims at uncovering information that can contribute to the
cuvent knowledge on this topic. Newton et al. (1992) note that although the recent
proliferation of ARTs has brought more attention to the experience of infertility, the
reason(s) why women (couples) seek reproductive technologies as a solution to their
problem is Iimited. Furthemore, studies have failed to address the social context in
which women make these decisions (Alpern, 1992; Whiteford and Gonzalez, 1995).

The Research Process
Qualitative research methods of gathering and analyzing data are considered
most appropriate for the goals of this study. Qualitative methods are more beneficial
when the researcher is trying to tap into the subjective level of human experiences and

when little is known about a pafticular phenomenon (Tesch. 1990). This is the case
conceming the decisions women make when confronted with fertility problems.

To overmme the limitations of past research, this study uses methods capable
of providing me with the necessary data to analyze the relationship between the

personal worlds of women and the social contexts Ri which they find themselves.
Understanding social phenornena at this kvel is an effective way of uncovering the
realities of individual and social life (Ellis and Flaherty, 1992).
I conducted semi-structured interviews with each participant I chose this

method of data collection because of its relevance to this study. This method of data
collection is considered most suited to gathering infonnation that is experiential. I
needed to gather narrative data. I designed an interview guide that consisted of semistnidured, openended questions (See Appendix A). This interview elicited infonnation
on the participants' experiences and perceptions. based on self-reported information.
I selected this rnethod of research because of its suitability to the goals of

feminist research. Although the ideas put forth by feminist researchers regarding
qualitative rnethods are similar to those of other social scientists who advocate this
method. sorne unique differences exist (Hammersley, 1992). As Fonow and Cook
(1991:6) discuss:

the intention and method of feminist research should be consistent with the
political goals of the women's movement, and that research should be fully
integrated into social and political action for the emancipation of women.
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This study is dedicated to understanding the decisionnaking process of women who

want to, but cannot, conceive.
Acknowledging and validating women's experiences is an essential aspect of
feminist research. As Klein (1983: 91) states. We daim that research on women is
conducted with a feminist perspective can be made only when the methods applied
take women's experiences into account."
I conducted my research according to various feminist principles of doing

research. Specifdly, Ifollawed Oakley's (1980) suggestions for interviewing women.
According to Oakley (1980: 41).
the goal of finding out about people through interviewing is best achieved when
the relationship of interviewer and interviewee is non-hierarchical and when the
interviewer is prepared to invest his or her own personal identity in the
relationship.
Throughout the interviews. I promoted a non-hierarchical relationship between myself

and the informants.

I accomplished this by reiterating the significance of the

informants' participation throughout the interview process. In fact, I told the infomants
that their perceptions and experiences were the most important aspects of this
research, and that they were the experts on these issues. I also encouraged an
interactive process between myself and the women. There were several occasions

when the informants and I engaged in extended conversations on several different
topics. These discussions helped the infomants and I get to know each other better.

and to build a closer relationship.

Because of the sensitivity of the topic, there were a few factors that I needed to
consider before conducting my research. According to Cowles (1988). one issue that
needs to be taken into consideration when conducting research on sensitive topics is
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how the researcher will deal with the subjectsr responses to sensitive topics. The
second consideration is timing. Cowles (1988) suggests that researchers should be
flexible throughout the interview process, allowing time for crying and sharing of
emotions. Further, they should arrange for potential follow-up intervention. During
highly emotional tirnes, i decided that I would tum off the tape recorder and suggest
stopping the data collection ternporarily. As for follow-up intervention, I was prepared
to tell the infomiants that they were welcome to cal1 me anytime if they needed to
discuss the interview further. I also prepared a list of various organizations that deal
with issues relating to infertility and ARTS. Iwas willing to give this list of resources to

the infomiants, though none requested this information.
Another consideration that Cowles (1988) discusses is timing, both in ternis of
the researcher and the infomiants. When I began the interviews, I decided to space

my interviews so that I would only conduct hno interviews per week. Cowles (1988)
believes that this helps to alleviate stress for the researcher. Timing is also important
for the infomants. I decided to keep in mind the recent experiences of the infomiants
when making decisions about my own comments during the interview process.

ldentifying the Sample

The sample for my study consists of women who defined themselves as having
fertility problems. This labelling is evidenced by the fact that these women identify
themselves, or their partners, as infertile. Al! of the participants volunteered for the
study.
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I am interested in women with three dhrent types of (background) experience.
Women who had no assisted reproduction at the time of the interview are in the first
category. Women who had pursuecf some type of ARTs. but had not been invobed
with I F , are in the second category. Wornen who had used IVF are the final category.
The sample was evenly divided among these categories. Each of the primary groups
consisted of women who stated that the cause of the infertility was either male factor,
female factor or unexplained infertility. I had initially hoped to have the categories
divided evenly into female and male factor. but this was not possible. As I began the
proœss of contacthg potential infomants. I decided for practical reasons. that Iwould
not Iimit my sampk to female factor and male factor infertility. I also became aware of

the fact that rnany women had unexplained infertility. It was at this point that I decided
to have a sample that consisted of either male factor infertility, female factor infertility
or unexplained infertility.
When the infonnants first contacted me by phone, I asked each of them to
answer the questions on the screening questionnaire (See Appendix B). I specifically
designed this questionnaire to draw a sarnple that suited my research goals. Primary
groups and subgroups were created for comparative reasons. I wanted to discover
whether diffwences existed for women who had used ARTs, as compared with those
who had not. l also wanted to examine if differences exist among women who had

sought some type of assisted reproduction but had declined NF. It was also important

for me to try to understand whether dîfterences existed among women when the cause
of the infertility was either male factor. female factor or unexplained.
Because of the nature and purpose of this study. I used a nonprobability
sampling method. With the information that I acquired about women's experiences
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with infertility and ARTS, as well as my own judgement. I drew a purposive sample.
Although my sampie was small. Ideliberately tried to include a variety of infonnants in

my study. Therefore. based on my theoretical knowledge. the sample I drew was
diverse enough to provide some preliminary data as to the decision-making process of
women who are experiencing fertility problems.
I obtained my sample in three ways. Some women in this study were selected
by using a 'snowbaP or 'network' technique (Glesne and Peshkin, 1992). This process

involves rnaking one contact and then using recommendations from this individual to
identify other participants (Glesne and Peshkin. 1992).

In January of 1995,

1

contacted the coordinator of an infertility support group in Winnipeg. The Winnipeg
Infertility Support Group (WiSG) is a nonprofit organization that provides emotional
support to infertile women and couples. Besides this, WISG provides information on
recent medical innovations and treatrnents, and explores various nonmedical options

for building a family. During Our initial discussion, the coordinator and I talked about
my study and the infertility support group. We then agreed to rneet in-person to

discuss the study further to see how she could help me contact potential participants.
The coordinator offered to send a letter (See Appendlx C ) to the memben of the
infertility support group to inforni them of my study. The Ietter described the nature
and purpose of my study. and informeci these women that they could contact me if they
wanted to participate in the study, or if they just wanted more information. A total of
twenty women were sent letters and seven women responded. Of the seven women
who contacted me. three changed their minds and the remaining four decided to
participate. The reasons for cancelling ranged from time constraints to holidays. One
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woman who was going through DI at the time did not feel ready to discuss her
experienœs.
The second rnethod of identifying my sample was word of mouth. Some
infomants contaded me because of their interest in my work. A few women had
heard about my study through friends or CO-workers,and then decided to contact me
to find out more about the study. A total of seven women contacted me this way, and
five of these women fit the criteria for the study. Besïdes this, some women were
selected through a second 'snowball.' Three women contacted me after talking to
women who had already participated. ARer each interview, I told the infomants that
they were welcorne to tell whomever they Iiked about this study, and that it was okay to

give out my phone number to potential study infomants. In total, I identified eight of
the infomants through word of mouth.
The remaining three women in my sample were women in my acquaintance,
which meant 1 was aware of their circumstances. 1 called each of these women and

infoned them about my study. I then told them that I was looking for women who
might be interested in sharing their experienœs. After this discussion, I asked them to
consider if they wouM like to participate. All three women contacted me later and
volunteered to participate.
The sampk consisted of fifteen women. Table 1 shows the source of the study
participants.

Table 1

Direct Researcher Contact

3

TOTAL

15

The Interviews
Between February and April of 1995, 1 interviewed the fifteen women in my
study who were at various stages of their hfertility experienœ. I cunducted fourteen of
the intewiews in the infomants' homes and one occumd at the informant's place of
business. The infomants chose the location of the interviews. The interviews took
from thirty-five to ninety minutes. The sessions actually took longer because I spent
tirne before and after each interview with the participants. In most of the interviews, the

sessions began with the infomants and their parniers asking me questions. These
questions often centred around the purpose of my study, why I was interested in this
topic, and other general inquiries. I answered al1 of the infomants' questions as much

as was required and told them that they were free to ask me any other questions
during the actual interview. I believe that this opening exchange aided in putting the
infomants at ease; it allowed us to begin building a tmsting relationship. I felt that
because of the sensitive nature of the topic, I would use this time to get to know the
informants. What is more important. I wanted these women to feel cornfortable. Most
of the women expressed insecuAies about their ability to provide anything meaningful
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to the study. It was common to have women Say to me, ' I doubt I can really help you
out." I tried to dispel this belief by highlighting the significance and benefits of their
individual experiences.
I received permission from the Department of Sociology Ethical Review

cornmittee (See Appendix D) to conduct rny research on women who defined
themselves as having fertility problems. Before each interview. I gave the infomants
an information sheet and consent fom (See Appendix

E).

The information sheet

outlined who I was, the nature of the study, and the purpose of my research. I made
it explicit that the information would be strictly confidential and that the infomants'
identity would remain anonymous. The signed consent fom indicated that the
respondents made an infonned decision to participate in the study.
Before I conducted the interview, I spent tirne reiterating the purpose of the
study, and the format of the interview. I told the informants that there were no right or
wrong answers. and that Iwas interested in having them share their experienœs and
perceptions with me. During this time. I also made t clear that they could refuse to
answer any questions with which they were uncornfortable, and that we could take a
break whenever they felt it was necessary.

During the interviews, I dici not present myself as an 'objective' social scientist.
who was merely concemed with data collection. There were many occasions where
the infomants and I engaged in a conversation. The informants often initiated these
conversations themselves. Many women questioned me about my views on infertility,
motherhood, ARTS and IVF. I did not feel I could refuse to share rny own views and
perceptions. I believe that these discussions provided relevant information to the

57

research question, and to other areas of wnœm. The experienœ is consistent with
Oakley's (1980: 58) observation that:

a feminist methodology of social science requires that the mythology of
'hygienic' research with its accompanying mystification of the reseanher and
researched as objective instruments of data production be replaœd by the
recognition that personal involvement is more than a dangerous bias it W the
condition under which people c o r n to know each other and to adml others into
their lives.

-

All of the interviews were audio-taped, as I decided thet verbatirn transcripts
would provide the rnost reliable information for a qualitative analysis. I also took brief
notes during and after each interview.

Many women continued to share their

experiences after the interview session was completed, and the tape recorder was
turned ofF. I recorded this information immediately following the interview.
As mentioned eariier, the interview was semi-structured (See Appendix A for the

interview guide), but a free-fiowing discussion was encouraged. Although I wanted to
allow the women to express their experiences in their own tems, I kept in mind that
this was a guided conversation aimed at uncovering the factors that motivated women
to seek medical intervention in overcoming their infertility. In other words, I tried not to
intempt the discussion. except to probe for information about my research question,
and to bring the conversation back on track. A few sessions did not fiow easily. In

these interviews, I relied heavily on the interview guide. I felt that this was the most
effective way of generating a relevant discussion with the women who were
uncomfortabk with openly discussing their experiences and perceptions. In al1 of the
sessions, this technique was effective.
I designed the interview to elicit information from women with a variety of

experiences.

Therefore, some questions were irrelevant to sorne infamants'
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experiences. These questions were omitted. I did give al1 of the participants the
opportunity to read over the entire inteMew, if they wanted. The order of the questions
depended on the informant's experienœs, as well as the information that we had
already discussed. The interview was flexible enough to allow me either to rearrange

or omit some questions. In other words, I chose the sequence of the questions during
the interview so that they were relevant and appropriate for each situation.

I

sometimes repeated questions to understand thoioughly the individual's experience,
and to clarify something discussed.
Although the interview guide did not change over the course of data collection,
my performance did. As the interviews progressed, I matured as an interviewer. I
became more comfortable with probing and could generate information that was more

relevant to my research question.

We explored a number of issues and topics throughout the interview; however,
the overall goal of this intenriew was to obtain information about the decision-making
process relating to motherhood, infertility, ARTS and IVF. I designed the fint part of
the interview to uncover demographic information about the informants. I asked al1 of
the women to discuss a little bit about thernselves. The informants were also asked to
describe their reproductive history, until they realized a problem existed. The next
stage of the interview tapped into specific areas related to motherhood. At this point,
the informants discussed their perceptions and experiences regarding motherhood,
families and children. These questions generated information on why women want
children, what ideas women have about what rnakes a family and how women corne to
decide when to have children. The next part of the interview focused on the infertility
experience.

More specifically, it addressed the meaning of infertility for each
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informant, and how this experience has affected them. This section also deait with the
infertility work-up. I designed this section of the interview to begin uncovering the
decision-making proces. I asked the women to discuss what they decided to do once
they realized a fertility problern existed and why. These questions deterrnined the
questions to follow. The next section deait with ARTs. This part of the interview aimed
to uncover women's experiences with various ARTS. I devised this section to leam
about the various reasons why some women punued medical intervention for their
infertility, and others did not. The last area dealt with IVF. These questions explored
why wornen pursued this procedure. and their individual experiences with IVF.
Although only five of the respondents had gone through IVF. many other women
expressed their views on this procedure. Finally, at the end of each interview. I asked
al1the women to talk to me further about the decisions they had made.
After each interview, I spent a little longer with each informant. I felt that
allowing the women to express their feelings toward the interview process was
important and to discuss how this experience affected them. Most of the infonnants
expressed their gratitude for being able to talk about an issue that has affected, and
continues to affect, their lives. These rernarks left me with a great sense of empathy

and respect for these women.

Organization and Analysis of Data
As stated earlier, the goal of my investigation was to uncover simibrities and

differences in the decision-making process surrounding ARTs. To do this, I used an
inductive approach in the analysis of the interview data. According to Tesch (1990:
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90)' 'inductive analysis begins with ernpirical observations and builds theoretical

categories. Bstead of sorting data pieœs deductiveiy into preestablished classes."
After each intewiew. I refiected on the interview process. At this time, I

assessed the interview guide and evaluated my performance as an interviewer. I also
used this tirne to rdect on the information uncovered during the interview. Moreover,
I reflected on how the infomiants and Ireacted to each other during the interview. I felt

that considering this aspect of the research process was essential. As Paterson (1994:
301) states, 'reactivity in qualitative research is not viewed as a limitation of the

research process; it is an inherent element of the research which must be recorded."
For future references, I recorded these refiections in my data journal and then

transcribed them ont0 the verbatim transcripts.
Shortly after I conducted each interview, the infamants' responses were

transcribed verbatim. I transcribed rny own questions, probes and comments, only
when they differed h m the interview (See Appendix A). I plaœd the relevant interview
question number in the appropriate area of the verbatim transcripts. Each transcnpt
was identiied by the informants' name and pseudonym, date of the interview and the
undetlying cause of the infertile state. Moreover. I identified the appropriate decision
outcorne regarding assisted reproduction on the verbatim transcripts.
Once I had completed transcnbing al1 of the interviews. I sorted the verbatim
tramcnpts into one of the three preestablished outcome categories. I did this to make
the data more manageable, and for comparative reasons. At this point, I listened to
the audiotape recordings again to verify the contents of the transcripts, and to relive the
emotional intensity of the interviews. I also made brief notes, reflecting on the content
of the transcripts, but I did not try to interpret any meaningful conclusions at this stage.
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Once this was cornpleted, i read over the transcripts four times. I carefully read the
data to identify and interpret emerging themes and difterenœs in the women's
responses, in ternis of my research question. As Tesch (1990:90) discusses. data
analysis 'begins with a thorough first reading of the data to get a sense of their scope,
and to check for 'recuning regularities,' or for 'emerging themes or patterns.'" I read
the data on a case-by-case basis (Becker and Nachtigall, 1994) for themes that
emerged in each case. Ithen read the data to uncover similarities and difkrences, in

ternis of the three primary groups I had established.
Once this was cornpleted, I sorted the data into three separate categories

-

motherhood, infertility and ARTS (IVF). These categories were generated from the
content of the interview guide. I intended to address each of these categories, and the
common themes that fall under the categories, to fully understand the decision-making
process.

I used these pre-established categorîes specifically because I had an

inordinate amount of data that fell into three distinct categories. I found this approach
allowed me to better manage my data.

Once I created these separate categories, the description of the data within

each category began. This stage involved a description of the women's responses to
generate explanations of their behaviour.

I read the data and placed relevant

examples from the women's responses under each of the headings and subheadings
that I hsd created. I continued placing examples under each category until I felt that
the category contained al1the relevant examples.
In the next stage of the analysis, I used elements of socialist feminist theory to
try and understand how various social processes alienate women from their

reproductive lives. In other words, I began with the subjective world of women. but I

also 'explained the explanations' of women (Currie, 1988). This stems from the
understanding that to a certain extent women's lives. attitudes and behaviors emerge
h m , and interact with, the wider social context (Gerson, 1985)- As Cume (1988: 250)

discusses,
feminist approaches which begin from the experiences of women as a rejection
of established theory often perpetuate this process (obscurhg the structural
roots of women's oppression) by emphasizing women's accounts as se6
evident explanations.

Problems with Data CollectionlAnalysis
Discussing briefiy some problems I encountered dunng the data collection and
analysis is important for me. One problem that kept arising during the interview was
the issue of including partners in the data collection proœss. 1 had a number of
women telling me that I should have included their partners in the interview session.
When this issue came up. I dealt with it in the most honest and simere way that I

could. I informed the women who raised this conœm that I realize infertility is often a
couple issue. but that because of time constraints and the goals of my study, including
their partners was not feasible. I tried to make it clear that this project is womencentred and is geared toward irnproving the well-being of women. Nevertheless, I
approached this suggestion in a positive light and discussed further the significance
this wouM have on understanding the decision-making process.
Another issue that arose for me was that some inforrnants sornetimes
considered me an expert on certain issues, such as infertility, adoption. and ARTS.
Questioning me about various factors that related to these issues was cornmon for the
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infomants. When questions and conœms were brought up, I tried to provide as much
information as I could, but made 1 clear that I was not an expert on these issues.
More often than not, I suggested various resources such as relevant readings,
organizations, and contacts that the infomants could access to obtain more
information on these topics.
Another problem that Iencountered related to my views on ARTs and IVF. The
informants were quite interested in my feelings and perceptions toward these
techniques. I felt compelled to answer their questions honestly. In most cases, I
informed the infomants that I was somewhat skeptical about a number of ARTs
because of their effects on women. Ithen went on to reiterate that the purpose of rny
study was to try to develop safer and more effective ways of allowing women to deal
with their infertility. In a few cases, I remained somewhat neutral in my response. I felt
that I had to respect the fact that these women were still considering using ARTs, but
at that point were unable to use them because of financial constraints. I did not think
that irnposing my values and beliefs at such a crucial and emotional time was fair. As

Cowles (1988: 171) suggests, when dealing with sensitive topics, 'the researcher ...
should present a generally accepting and sympathetic attitude to the respondent as a
person." I also made it clear that I wanted the informants to express freely their
experiences and perceptions about ARTs, both positive and negative.
I cannot deny that rny views did play a part in this entire process. Although this
may potentially be considered a problem with my data collection and analysis, I believe

that this is unavoidable in any research endeavour. Nevertheless, to make this study
more rigorous, I followed Pattenon's (1994: 302) suggestion that

the researcher must be willing and able to reflect about her values. attitudes,
behavior and past experience in order to identify how the researcher's
subjectivity has influenced the data collection and interpretation of research
data.
I found this an interesting expriment in seffawareness. Imanaged, for the most part.

to be conscious of how my personal beliefs have played a major part in the way in
which the data was collecied and is presented. In other words, I am aware that my
personal beliefs guided me in the questions that I asked during the interviews as well
as the examples I used to describe my findings. Although I tried to give equal weight

to al1 of the responses, I know that my biases and subjectivity influenced this stage of
the research pmcess.
One of the most important issues for me, which ties into the above discussion.
is maintaining the trueness of the women's responses. In other words, I want my

analysis to stay close to the data. It is important for me to understand motherhood,
infertility and ARTSas they are perceiwd by the women themselves. Therefore. I need
to uncover information so that the infomants themselves can identify with what I have

found. My intentions are to make this study credible to the women that I have

interviewed, and to al1 women who are experiencing pmblems conceiving.
Sandelowski (1986: 30) states:

a qualitative study is credible when it presents such faithful descriptions or
interpretations of human experience that the people having that experienœ
would immediately recognize it from those descriptions or interpretations as
their own.
The final problem relates to my own emotional experiences throughout the
interview process. Before conducting the interviews, I had not anticipated the effect
these interviews would have on my own emotional well-being. Although 1 had clearly
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thought about the possibility of triggering certain emotions in the infamants, and had
therefore developed certain provisions to deal with these feelings. I neglected to
prepare for my own ernotional needs. Often I feit very upset and emotional after an
interview. I think that it is essential that researchers take into consideration the
importance of cieveloping various strategies to cope with their own emotional and
psychological states during data collection. I believe this is even more crucial for
students who are undertaking this type of research for the first tirne. and are offen
isolated during this experience.

-

Chapter 5 The Sample

A total of fifteen women participated in the study. Fourteen of the inforrnants

are ftom Winnipeg. Manitoba, and one is from Vancouver. B.C. The women range in
age hwn twenty-nine to forty-hvo. The average age of the participants is thirty-four

years. Fourteen of the women are mamed and one is single. The length of marriage
ranges from four to seventeen yean. Nine of the women a n employed fuli-time
outside the home. Three of the wornen work full-time in the home and two of the
wornen work part-time outside the home. One is a full-time graduate student. All the
women in the study are white. and from middle to upper-rniddle class backgrounds.
Seven of the informants have no children and seven have children living with
them. Of the seven wornen who have children, five have adopted a child, one has a
stepchild living with her and her husband, and one woman has two children through
IVE One informant was pregnant at the tirne of the interview.

Of the fifteen women, six have had some involvement with the WISG. Two of
the participants have paid for private counselling to help them in dealing with their
infertility. The other women have not received any professional assistance or support
concerning infertility. That just under half of my sample have participated in WSG

may effect the findings in this study. This group of women have been exposed to
information and discussion sessions that may make them more sensitive to various
topics and issues surrounding ARTS. A cornmon practice in the WISG support group
is to present women with a wide range of information on infertility and ARTS. These
women are exposed to information that informs women of both the positive and
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harmful effeds of these technologies. As well, women participating in support groups

meet other women going through similar experiences. Quite often. these women not
only share their experiences. they also make suggestions about books and other
resources that have assisted them in dealing wiai inferülity. Essentially, the WlSG
women msy be more exposed to a variety of perspectives on infertility and ARTS., and
may therefore be more critical and skepücal. However, by including women who have
not been exposed to WSG, the study resuits should r e m a broader view of women's
nifertility experiences.
All participants have gone through the mutine. non-invasive, medical testing to
determine the cause of infertility. These procedures include daily recordings of the
wornan's basal body temperature and a semen anaiysis for the male partner. Many
wornen have also gone through more invasive testing to decide the cause of the
infertility.

The most common tests performed included hysterosalpingogram (ten

women) and laparoscopy (six wornen). A hysterosalpingograrn (or dye test) permes
visualkation of the tubes to determine if there is any fallopian tube blockage (Clapp

and Swenson. 1992). A laparoscopy is a procedure that 'allows direct visualisation of
the tubes, ovaries. exterior of the uterus and the surrounding cavities" (Ciapp and
Swenson. 1992: 504).
The cause of infertility is female factor for six of the wornen, two have been

informed that it is attriiuted to male factor, and the remaïning seven have unexplaineci
infertility. Although al1 the partiapants have seen a medical doctor. the type of
assistance they have sought varies. Of the Mteen wornen. five have declined any

assisted reproduction; five have had some type of assisted reproduction, but have not
pursued IVF: and the rernaining five have gone through IVF. Not including IVF, the
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types of medical assistance some of these women have received or used include
fertility enhancement dmgs (eight women), donor insemination (two women).

intrauterine insemination (two women). arüficial insemination (three women). and
zygote intra fallopian transfer (one wornan). Three of the participants have also been
invohred in non-traditional approaches to healing.

These women have sought

assistance from a herbalist and an acupuncturist.
Although I had initially intended to interview eighteen women. I reduœd this
number to fifteen. As the interviews progtessed, 1 realirad that I was not coming up
with new information. I began to feel cornfortable with the data that I had gathered by
the meenth interview and I decided it was time to begin a thorough analysis of rny
data.
In Table 2, 1 include some sarnple characteristics of the women participating in
my study. This table details the age of the women as well as the number of children

they have and whether these children are adopted or bom to the women. Furthemore,
for each informant, this table shows whether the informant opted for medical
assistance and the type of assistance she received. I also provide the source of
infertility, if known.

Table 2

Brooke
Wendy
Leslie
Teresa
Heather
Angie
Andrea

39
34
34
31
41
31

.

32

ffithy

31

Julia
Rita
Nadia

30
33
32

L O ~

42

.

1 stepchild
1 adopted
1 adopted
none
none
pregnant
1 adopted
none
none
1 adopted
none

none

..

none
none
none
none
none
fertility drugs
fertility drugs
fertility drugs, Dl and IUI
fertility druqs, 01
fertility drugs
Al, IVF
Al, ferb'lity dnigs, IUI, IVF, egg

bmale
unexplained
unexplained
female
unexplained
female
unexplained
female
male
unexplained
male
unexplained

donation

Diane
Melanie
Sheila

39
29
34

1 adopted

none
2-IVF

fertility dnigs, IVF
Al, fertiiii drugs, IVF
IVF

fernale
unexplained
fernale

Individual Profiles

The purpose of this section is to provide a brief profile of each woman in this
study. These profiles highlight the unique situation of each informant, and also her
perceptions and conœms toward motherhood. infertility and ARTS. I use pseudonyms

for al1 of the women to protect their identities. Any information that reveals the identity

of a participant has been withheld. This information serves as an introduction to the
unique experiences and lives of the participants.

No ARTs
Brooke
Brooke is in her late thirties and owns her own business. She has a stepchild
who lives at home with her- Brooke and her husband are unable to conceive because
of female factor infartility.

Ouring the initial part of the interview, Brooke stated that she was not aiways

sure that she wanted to have children. Her ideas about having children have changed
over time. M e n asked to explain this further. Brooke discusses how at one point in
her life she did not have the time for children- Brooke also did not want to have
children if she was not mamed. According to Brooke. a relationship and financial
security eventually motivated her to want a child.
When discussing her decisions about dealing with inferh'lity, Brooke expresses
a number of difFerent reasons why she has not sought ARTs.

Personal habits.

finances and the success rates of these techniques have influenced her decision not to
seek medical assistance. Brooke feels that she has done al1 that she is willing to do.
and feels content with her decisions.

Wendy
Wendy is in her mid-thirties, and she and her husband have an adopted child.
She works hill-time in her home and says that she spends most of her time maintaining

the household and taking care of their child. Wendy and her husband are unable to
conceive because of unexplained infertility.
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Because of a troubled childhood, Wendy has not always wanted motherhood.
lt was not until she met her present hwband and had worked thtough some of her own

issues that motherhood became important to her. Wendy also said that being
financially secure before having a child was important to her and her husband.
Although Wendy had at one time felt that children were an important part of who
she was, and that experiencing pregnancy and childbirth were something she wanted,
she has corne to the conclusion that she will not have these experiences. Wendy has
rejected ARTS because her partner does not want to punue anything that causes
multiple births. and because infertility has consumed them emotionally. Furthemore,
Wendy said that while children are important, they are not significant for who she is as

a person. Both she and her husband are cornfortable with the decisions they have
made.

Leslie
Leslie is in her mid-thirües and works full-tinte at home. She has an adopted
child and daims that it is the most evenffil experience in her Iife. Leslie and her
husband are unable to conceive because of unexplained infertility.
Leslie has aiways wanted children and has never considered otheiwise. Leslie
sees herself as a mother more than anything else, and feels that motherhood is an
important part of her identity. When discussing the infertility experience, Leslie
expressed how there were times that she felt like less of a woman because she is
unable to conceive.
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Leslie's decision not to seek ARTs is based on many different factors. Her
husband's opposition to ARTs is the most important part of mis decision. Furthemore,
the adoption of their child. the experimental natures of ARTs and financial constraints

al1 contribute to their final decision.
Although Leslie feels cornfortable with her life now. there are times when she
still thhks about having children because she would like to experience pregnancy.
Leslie is still hopeful that this may happen.

Teresa
Teresa is in her early thirties, works full-tirne and has no children. Teresa and
her husband are unable to conceive because of female factor hfertility, her tubes are
blocked. Teresa has not been involved with any ARTs.
Teresa was very emotional throughout the interview and made 1 clear that she
is still in the process of resoiving the infertility. Teresa feek that she is not at the point
yet where she feels valueâ for who she is and what she does. Teresa feek as if she is

not contributing anything to society because she is unable to conceive. Furthemore,
she believes that she has disappointed many people, especially her partner's family.

It was clear throughout the interview that Teresa bbmes herself for the infertility and is
trying to undentand these feelings.
Because Teresa has blocked fallopian tubes, her doctor told her that her only
alternative is IVF. She briefiy considered adoption, but feels it really is not an option
because she wants a genetically related child. This is a big priority for her and plays a
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fundamental part in her decision-making. Teresa and her husband are presently
saving money to enter an IVF prograrn.

Heather
Heather is in her eariy forties and has no children. Heather works part-time
outside the home. Heather and her husband are unable to conceive because of
unexplained infertility.
Heather was not always interested in having children and said that this was
because of a troubled childhood. It was not until her early thirties that she daims she
felt a natural urge to have a chikl

- that her 'biological dock' was ticking.

Many

practical considerations such as age. finding a partner, and having fiiends who were

also having chiMren made her want children. She also discussed how. at that point, a
child would have filled a void in her Iife. During the interview, Heather discussed how
other people often pressure her to have children.

Occasionally, Heather feels

abnomal and guilty for not having a child.
Heather has decided against pursuing ARTs. The unknown effects of hormonal
treatrnent and their failure rates contribute to Heather's decision to reject ARTs. She
also does not want to be a guinea pig for the medical community. Heather said that
being infertile had at one tirne consumed her life. Heather is now at the point where

she feels cornfortable with her Iife and the decisions she has made.

Angie
Angie is in her eariy thifties and works fulktime outside the home. At the time of
the interview. Angie was pregnant. Angie's doctor told her that she would be unable
to conceive because of female factor infettility.

Therefore, she took fertility

enhancement dnigs. The pregnancy occurred a couple of months after she stopped
taking the fertility enhanœment dnigs. Although Angie is now pregnant, she still gets
very ernotional when talking about the inferülity expience. Angie's self-concept and

self-esteern were very much affected during this time. Overcoming these feelings is

very difficult for Angie.
Angie did not initially seek medical assistance for a ferülity probkm because she
and her husband had only been trying to conceive for a short time. They went to see
a fertility specialist for gynaecological reasons and thk doctor told them that a fertility
problem existed. Unfortunately. this was not even a concem for them at this point.
Once Angie believed a fertility problem existed, she becarne dependent on the
hormone treatment and continueci to use it because she thought this was her only
solution to conœeiving. Eventually the pills took their toll physically and emotionally so
Angie decided she needed to take a break. During the time of the break, Angie and
her husband conceived. When asked to talk about her feelings. Angie expressed her

joy when this happened, but also her anger toward her physician for intervening too
quickly. Angie is resentful because of al1 the ernotional pain she has had to endure.
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Andrea
Andrea is in her early thirties and has an adopted baby. She has taken a year

off her full-time job to take care of the infant. Andrea and her husband are unable to
conceive because of unexplained infertility.
Although Andrea has always wanted to have children, she believes it is
important to establish a career, to find a partner, and to be financially stable before
having children. Andrea and her husband have experienced some ambivalence toward
having a child since they have discovered they are infertile. They feel that letting go of

the desire to have a chiM may be their only solution in ovemming infertility.
Andrea has taken fertility enhancement drugs, but has stopped taking them
because they affect her physically and emotionally. During the infertility work-up, the
doctor suggested several other options such as intra-uterine insemination (IUI) and
IVF, but Andrea and her husband feel they have gone as far as they are willing to go.

In discussing the factors that motiiated her to discontinue ARTs, Andrea
expresses a number of concerns she has with these techniques such as the success
rates. the harmful side efiects of the drugs and the experimental nature of these
procedures. Moreover, Andrea feels that her most important need is to experience
parenting and therefore adoption is a solution. Andrea and her husband have recently
adopted a child, and now feel cornfortable with the choices they have made. They are
hoping to have the chance to adopt another child in the Mure. Andrea feels that if
adoption was not an option, then they may have had to pursue ARTs.
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Kathy
Kathy is in her eady-thirtii, single, and works hill-tirne outside of the home.
Kathy has just gone through her second IUI. Kathy is unable to conceive because she

had a tubal ligation done years ago, and aîthough she has since had a revenal. the
tubal plasty reduœd her chances.
When Kathy felt more independent, financially secure and emotionally ready,
she wanted a child, but came up against many madblocks. Kathy was hoping to have

a revenal. but a physician told her to corne back when she was rnarried. Several
yean after this request, a physician offered to do the procedure. After the procedure,
Kathy's physician told her that she now had an 80% chance of conceiving. and then a

while later someone else told her that her chances of conceiving were 40%. It was at
this point that Kathy decided to punue medical assistance.
Kathy has gone through five DI attempts and is now going through IUI. Kathy
believes ARTs are her only chance for having a child. Kathy feels that she would be
discriminated against if she tried to adopt because she is a single woman. If the IUI
does not work, Kathy will punue IVF. The belief that ARTs are her only hope for
conceking a geneticaliy related child drives Kathy to continue using these techniques.

Julia

Julia is in her earfy-thirties and works hill-time outside the home. At the tirne of
the interview, Julia was going through her fifth DI attempt. Julia and her husband are
unable to conceive because of male factor infertility.
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Julia has always wanted to have children and did not consider otherwise until
she realized a problem existed. Julia feels that one factor that motivates her to try to

have a family is that a l of her friends are having children. Furthemore, she is happily
mamed and can feel the 'biological dock' ticking.
Coming to t e r m with the fad that she cannot have her husband's child is the
hardest thing Julia has had to face in coping with infeftility. Julia and her husband have
decided to use ARTs because their prioritïes are to have a genetically related child.
and to have Julia experienœ pregnancy and childbirth. If these techniques do not
work, then they will consider adoption.
Julia describes her experiences with ARTs as a roller coaster ride in which she
swings back and forth from feeling hopeful, to feeling low and depressed. If the next DI
attempt does not work, then Julia and her husband will pursue IUI. Although Julia is
not at that stage yet, she believes that the IUI will be her last attempt with ARTs. She
and her husband have decided not to pursue IVF because of the financial costs and
emotional stress involved with this technique.

Rita
Rita is in her earlyrthirties and has an adopted baby. Rita works part-time
outside the home and is a full-time student, Rita and her husband are unable to
conceive because of unexplained infertility.
Rita views motherhood as an important part of her identii and has always seen
henelf in the role of a mother. Alhough Rita has an adopted child. she still wants to
experienœ pregnancy and to have a child who is genetically related to her. Rita
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believes that these factors make it dificult for her to resohre the infertility. This desire

has been key in her decision-making process.
Rita hopes that, ifshe tries everything avaiiable to her, she may get pregnant.
She also feels that if she does not try everything. then one day she will regret the

choies she has made. Rita is optimistic that ARTS may g i w her an answer about why
she and her husband are unable ta conceive.

IVF

Nadia
Nadia is in her early-thirties and works full-time outside the home. Nadia and
her husband are unable to conceive because of male factor infeitility. Nadia believes
that her desire to have a child has become more signifiant sinœ she has realized a
pmblem exists. Children are also more important to Nadia because her husband really

wants them.
Nadia and her husband punued IVF because they feel it is their best rneans of
having a chiM. Nadia has gone through one IVF attempt, and conception did occur,
but the pregnancy did not go to full-tenn. Nadia fimls it vety difficult to talk to anyone

about the infertility and her experience with IVF. She thinks that discussing these
experiences is hard because Wey are not normal."
Nadia has positive feelings toward IVF because she believes it helps women.
Still. Nadia believes that the doctors did not properly inform her of the true odds of
conceiving through IVF. She feels that the chic she attended misrepresented the
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success rates of having a chiid through IVF. Although Nadia is now aware of some

issues, she has decided to try two more IVF attempts and then she may consider
adoption.

Lori
Lori is in her early-forties and works-full time outside the home. Lori and her
husband are unable to conceive because of unexplained infertility. Lori has pursued
many different proœdures including IUI (three cycles). IVF (two attempts) and zygote
intta fallopian transfer (two attempts). None of these reproductive techniques resuiteci

in the birth of a child.
Lori has ahways wanted to have children and has never thought otheiwise. Lori
feels that having a chikl is one of her main purposes in Me, and it will give her meaning
and direction. Lon faels she needs to try everything available to her to have a child. At
one time, Lori believed that ARTs would enable her to have a child that is genetically
related to her.
In discussing her expariences wiai ARTs, Lori expresses a great deal of anger
because of how the IVF practitioners treated her after the IVF attempts were
unsuccessful. Lon is also unimpressed with the lack of information and answers given
after the procedure did not work. When asked why she continued to use these
techniques even though they were unsuccessful, Lori explains how she was abays
very hopeful that she could conceive with ARTs. She also felt compelled to try

everything available to be able to finally let go.
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Lon feels cornfortable with the decisions she has made and has now accepted
that she will not have a genetically related child. Acwrding to Lori, if there was yet
another procedurewith a reasonabie succes rate. Vien she probably would try that as
well.

Diane
Diane is in her late-thirties, works full-time outside the home, and has an
adopted child. Diane and her partner are unable to conceive because of female factor
infertility; her tubes are blocked.
Diane has ahnrays wanted children and thinks that is the only reason she got
married. Diane believes that the desire to have children stems from a biological urge,
and that children are a natural progression in lii. Diane has always seen hersetf in the
role of a mother, and views motherhood as a normal part of her existence.
Diane initially pursued ARTs over adoption because she was afraid that she
could not bond with a child who wasn't biologically hem. When asked to explain why
she continued with ARTs, and more specifically IVF, Diane discussed how the
availability of this technique, and her confidence in her physician. played a key part in
her decision-making.

Diane also feels that she needed to exhaust al1 of her

possibilitiesto overcome the desire to have a genetically related child. Although Diane
has an adopted child. she still sometimes thinks about trying IVF again. Diane would
pursue IVF again because she would like to have another child and because she feels
that another adoption would be difficult.
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Melanie
Melanie is in her latetwenties and owns her own business- Melanie and her
husband are unable to conceive because of unexplained infertility.
Melanie has been working through the infèrtility for several years and has now
corne to accept that she will not have a genetically related child. Melanie has let go of
this desire because it is affeding her entire lifro. Melanie punued ARTS as a fast hope
for a biologically related child. This is a big priority for Melanie and her partner.
Melanie is also afraid that if she had not tried everything available to her, then she
might have regretted the decisions she has made.
Throughout the discussion of the infertility work-up, Melanie expresses a great
deal of resentment and fnistration toward her physician and the techniques he
prescribed. Melanie feels that docton are trying out procedures without having any
evidenœ that they are appropriate. Melanie said that the reasons why she continued
trying are because of her desperate longing to have a child, as well as the trust she

had in her doctor. Melanie and her husband are taking a break from this part of their
life. They are now thinking more seriousiy about adoption. They have not ruled out the
possibility, however, of another IVF attempt. At this time, Melanie does not feel as if

she has the strength to go through another IVF attempt.

Sheila
Sheila is in her mid-thirties and works full-time outside the home and has two
children cunceived through IVF. Sheila and her husband wete unable to conceive prior
to medical intervention because of female factor infertility. her tubes are blocked.
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Being a mother has always been an important part of Sheila's definition of self.
The thought of not having a child was very devastating to Sheila, and still greatly
affects her seff-esteem. Sheila sometirnes feels worttiless because she is unable to
have a child without medical assistance. Sheila feels that this part of her identity is

very fragile. Sheila punued IVF because she wanted to experience pregnancy and
because she wanted a biologicaliy related child. 60thSheila and her husband feel that
exhausting al1 possibilities to achieve this goal was important for them.

In describing her experiences with IVF, Sheila expresses her devastation and
sadness when the first attempt did not work. She also explains the horrendous nature

of the procedure. When asked to explain further why she continued. Sheila talks about
how her physician encouraged her to continue with the IVF. This, along with the fear
of not having a child, compelled Sheila to continue. Overall. Sheila feels quite positive
toward IVF. She does think that her feelings would be different if none of the attempts

had been successful. Sheila believes that IVF should be available to al1 women, and
that IVF is a cure for women who want to, but cannot, conceive on their own.
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Chapter 6: Presentaüon of the Data

The preceding profiles provide a brief description of the informants regarding
motherhood, infertility and ARTs. In this chapter, I describe the data in relation to the
central categories of motherhood, infertility and reproductive technologies, and the
several components that make up these categories. These themes begin to provide
some understanding why women may or may not pursue ARTs in overcoming
infertility. Ialso link these women's experknces to other research on this topic.

Mothertiood
In this section, 1 describe in detail the common thernes uncovered on
motherhood, as well as the several properties that form these themes. Specifically,
this section addresses the reasons the informants gave for wanting children, and how
they came to decide about when to have children.

Why Women Want Children
I did not ask the women directly why they want a child. Nevertheless, I could

extract a number of common reasons from the women's responses. The reasons the
informants gave for wanting children consist of two properties; individual intentions
(stemming from lived experiences) and social factors (stemming from the wider social
context). Although Ideal with these two properties separately, the distinctions between
the two are not aiways clear. lsolating individuel intentions from motives shaped by
social pressures is dRcult because individuals create their choices within a particular
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social context. Therefore, I highiight the role society plays in influencing the motives
that these women identw as individual intentions.

Individual Intentions
The inforrnants identify a variety of individual intentions for wanting a child.
These reasons include: wanting to experienœ social motherhood andlor biological
mothehood, submitting to biological pressures, and wanting to fulfill one's

Me.

Social Motherhood
For many women in this study, the desire to experience social motherhood is

one of the most important reasons for wanting children. These wornen feel a child will
give them the opportunity to enjoy several experiences that they associate with
motherhood. These experiences include the oppominity to love and care for a child,
the chanœ to k abie to shape another human being, and the potential for developing

a special and intimate bond with a child. For example, Heather states 'a child right

now would be sorneone that I have a lot of love to give to,

...I can focus my attention

on nurturing and the love that I know I could give a child.' Andrea says '1 think the
biggest thing is the opportunity to be parents. I think that is what is most important to
us, to develop a special relationship with a child that is your own.' Leslie explains 'A
child would be someone to love, someone to love me back for who I am; ... Just

someone to spend intimate tirne with.'
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The infomiants view raising a child as a highly rewarding and desirable
experience. The desire to experience this life event drives most women to seek
rnotherhood. Crowe's research (1987) supports this finding. In her study, most of the

wornen she interviewecl stated that social motherhood is the most important reason for
wanting a child. Most women cherish the affective aspects of motherhood that allows
thern to develop an intimate bond with another human being.

Biological Motherhood

Most of the women in this study show a strong desire to experience biological
motherhood. Biological motherhood refers to al1 the phpical aspects associated with
having a child (of one's own). This includes the opportunity to experience pregnancy.
childbirth and breasffeeding, and wanting a genetic link.
Throughout the interviews. the infomants highlight the significance they attach
to these experiences. Many women emphasize their desire to experience the bodily
changes associated with pregnancy. Moreover, the infomants state the importance of
genetic continuity in their desire to have a child. As Teresa said, 'children mean
carrying out the line. It is genetic continuity, a part of you is going to be around in the
future when you are not.' Rita says:
Being pregnant was very much a part of it. My body has this incredible capacity
to produce life. ... That was very important; the pregnancy and the genetic
continuity, or whatever, which is somewhat secondary, but still, I wanted a kid
with brown hair and brown eyes like me.
Leslie states

I would iike to experience pregnancy. I love the idea of something growing
inside of you. 1 do not care much for the actual birth process, but it would be
nice to have someone that is a part of you growing inside of you.

Other researchers have found that experiencing pregnancy and childbirüi. and
having a genetic Iink play a significant part in the desire to have a child ~ I l i a m s .

1990b; Harris. 1994; Miall. 1994).

Although the data does not allow me to

quantiitively measure w hether social motherhood is a higher priority than biological
motherhood, the data does reveal that experiencing biological motherhood is important
for almost al1 of these women.

Unlike Crowe's (1987) study, which found that

experiencing pregnancy and childbirth were not considered a major factor in the desire
for a child, I found that many of these women place a great deal of emphasis on
biological motherhood.

We cannot deny the joy and power that wornen experience during these events.
As Rich (1986: 37) states, '70have bom a child

... can mean the expenencing of

one's own body and emotions in a poweiful way." Unfortunately. the value society
places on biological motherhood, and the way in which it is defined, is extremely
problematic for those women who are unable to conceive. The media, medical and
psychological literature, define motherhood as a biological relationship as opposed to

a social relationship (Katz Rothman, 1989). Wornen corne to believe that the physical
aspects of motherhood are essential in developing an intimate bond wth a child. As
well, most women consider biological motherhood to be an essential aspect of
motherhood and more specifically, womanhood. These beliefs stem from society's
patnarchal definition of a 'family' (genetic relatedness), and from a powerful ideology of
motherhood. Many women cannot escape the impact of these messages. Rita
discusses it this way:

I guess it has sa much to do with being pregnant. I keep going back to that
feeling. I know that my body has this capability. I can't let go of that idea - of
wanting to bear a child. I wish so much that our adopted child was genetically
related to us. lf oniy l could have birthed her. lt is just so important to me. I
remember we used to put pillows under Our shirts and pretend we were
pregnant. I just remember that. M e n friends are pregnant, it is the hardest
t h e for me. I even tell thern that I don? want to see them. Especially when
they get bigger and they start rubbing their bellies al1 those things that
pregnant women do. I hate al1 of it because Iam so jealous. Ithought that by
now Icouîâ look at a belly and think it is beautifid. but I can't, I hate it. It is such
a beautiful thing, it is the thing that we are al1 striving for, but al! it causes me is
pain. It continues to reinforce to me that my body can't do that.

-

Although pregnancy. childbnth and genetic continuity are significant to some
women, they are only a portion of what motherhood means to the women. The
ideology of mothemood pushes some women toward wanting biological motherhood.

Even more important is the emphasis on biological motherhood as the essence of the
parental bond, and of femininity. This, according to some women in this study, limits
the choices available to women in punuing alternative foms of parenting.

It is important to point out that although some women internalize this ideology of
motherhood, other women do not adhere to this belief. In this study, a few women did
not consider experiencing biological motherhood as a signifiant factor in their desire
to have a child. These women have resisted defining motherhood in terms of genetic

relatedness, pregnancy and childbirth. Wendy discusses it in this way:
I am very peaceful and acœpting that a natural childbirth may not be something
I will ever experience. ...I didn't ever really mind whether it was a natural
childbirth or adoption. When I was young I thought it would be very nice to
adopt a child in need. Having a child to me does not mean a genetic child.
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Submitüng to Bidogical Pmsums
S o m informants believe that certain innate physiological factors motivate
women to want children. These women rebr to the existence of a 'biological clock,' as
well as a matemal instinct as playing a part in wanting to have a child. For instance,
Heather states that, 'when Iwas 30 or 32,
The clock was kind of ticking.

... Ihad this natural urge to have a child. ...

..-Ijust feel tttat, you know, that it is a natural feeling to

want to have children.' Leslie provides a simibr response: 'naturally there is a kind of
inbred desire for the woman to have a child.' According to Julia, '1 could feel the
'biological clock ticking."

Diane also feels that a biological drive plays a part in the

desire to have a child. In her interview, she states: '1 think when you reach a certain
age, you get a biological urge.'

These responses show that the inforrnants have intemalized the belief that a
biological drive plays a part in the desire to mother.

Some women consider

motherhood a nahiral and inevitable process. This finding is not surprising and
supports what other researchen have found. In her study, Miall(1994) found that the
majonty of respondents, both men and women, believe that the desire to mother is
innate for women. Besiûes this, she found that aithough most individuals believe the
desire to mother is innate for women, most of the respondents in her study felt that the
desire to father was a leamed behaviour (Miall, 1994).
A few women in this study discussed having felt a matemal instinct. This
represents, in part, the ideologies that shape our society's thinking on motherhood.
The idea that women want children because of biological programming continues to
dominate in the medicaWscientific literature (Richardson, 1993). Medical scientists,
among othen, often construct motherhood as a biological given, as part of nature itself

(Thorne and Yalom. 1982). Some women cannot escape this ideology of a matemal
instinct. By linking mutherhood to biology, these women corne to accept that they have
little choice over whether to have a child because 'biology is destiny.'
Although some women accept that the desire to mother is biologically driven.
others question the origins of this desire. These women actively attempt to make

sense of the notion of a matemal instinct. As Rita states:
Society is not out there. It is my famiiy, the messages I get from my parents,
rny sister, from my friends, from my school. All those messages were girls
have kids, like biologically. I often wonder where this is corning from. Where
has this terrible matemal, ...I could live through this if only I didn't have such a
desire. ... I have ahays thought, if only I didn't have this and I don't know
where it cornes from. Ijust think. I can't blarne my parents and N shows, and
I am sure it is part of it. but I think that part of it is my body. You know,
physically, monthly, it says to me that I have a body that should be able to make
a child.

-

Lori says;

To me it seems that it is not just training. it is abo just naturally wanting to have
a child. I guess Ifind this very hard to comment on because I dont think there
are any definitive answers as to how much of wanting a child is a result of being
trained, as opposed to it being innate. We just don't know. I just happen to
believe it is not al1training. Ithink part of it is, but I have no evidenœ to suggest
that there is an inherent desire to have a child. I just believe there is. I feel as
if there is.
The fact that sorne women in this study question whether the desire to have a
child is innate, or imposed by societal expectations shows the tension women
experience when trying to make sense of their life experiences. Sheila says:
Society expeds you as a woman to be numiring, loving and compassionate.
and part of that is nurturing a child. You know. it is ou?responsibility and I don?
know if society has done that. or if it is intrinsic. I just don't understand.
Comments such as this can represent the initial stages of resistance and the move
toward autonomy. As Alpem (1992: 156)explains.

Autonomy is possible with the recognition of how socialization works and with
some appreciation of alternatives to the values to which we have been
socialized. In this way, we can gain critical perspedive on out own socialization
and values, and so be able. at least to some extent, to accept. reject. and
refom the resufts of that socialization.
Nevertheiess, that some women in this study continue to accept that 'biology is destiny'
shows how difficult resisting oppressive ideologies is for women. As long as women.
believe the desire to mother is largely due to a biological imperative, they are unable to
imagine the powerful role society plays in creating this desire.
It is important to point out that aithough medicine and the media. among other

institutions, reinforce the idea that 'biology is destiny,' this occun only within the
confines of mamage. For example, in this study, when Kathy decided she wanted to
have a child, her doctor disregardad her because she was single. As she states in her
interview, '1 went to see a gynaecologist and he told me to corne back when I was
rnarried, he would not even look at me.' Kathy's response shows how the socially
constructed idea that 'biology is destiny' ensures the continuation of a patriarchal view

-

of the family the nuclear family. As well. this also restricts women's control over the
circumstances in which they can choose motherhood.

Many women in this study have intemalized the patriarchal view of the family.
For instance, many women in this study continue to accept traditional notions of when

and under what circumstances women should have children. Most the women viewed
the nuclear family as the right kind of situation for reproduction. The notion of a family

is not limited to a mother, a father and their children but includes financial security, a
home and al1 other amenities that contribute to the perfect farnily.
The decision to have a child is offen guided by whether or not these
circumstances have been met, which therefore limits some wornen's choices further.
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For those women who are unable to conceive. and have intemalired these nostaigic
notions of the nght circumstances in which to have a child. the inability to do so deeply
affects their sense of self. Many wornen in this study feit cheated and betrayed
because they were in the nght kind of circumstances for reproduction to occur, but

were unable to realize the experïence of motherhood.

The Need to Fulfill One's Life
Another commonly identifieci individual intention for wanting a child is the need
to fulfill one's life. Most of the women in this study state that they have aiways wanted
children and consider children an integral part of their Iives. As Diane daims. 'a child
is life, it is part of the natural progression of one's Me.'

Some women believe that having a child will make their lives complete and this
experience will give them a sense of personal fulfilment. These wornen experience a
sense of emptiness in their lives when a child is missing. Teresa says:
I think a child is like another piece of the whole puzzle, and it is a piece of who
I am also. I think right now I would see it as a piece of the puzzle that is
missing. I Uiink of my career, and al1 the other things Itry to do to make up for
that piece, but when you look closely, it is still not there. There are occasions
that you just have to let on that things are okay, but the void is still there. It is a
hole.

Some of these women continue to believe that despite other personal attainments such

as a career and education, their lives are somewhat meaningless without a child. Lori's
response highlights this:
For me, it would be having a purpose in life. or was a purpose in life. It wasn't
just good enough to work. There was a need to. I do not know, it is as if it gives
meaning and direction in your Me.

Although the infomants describe this motive as stemming from within. it
represents the motherhood mandate. These women may exparience a sense of
emptiness because they Iive in a worid that often inforrns women that without a child.
they are not fulfilled. As Brooke's reveals. '(my mother) always tells me that 1 am not
going to be fulhlled without a child.' Cornments such as this perpetuate the belief that
women need to experienœ mothemood to feel fulfilled. Mandating rnotherhood for al1
women denies many women the chance to gain a sense of fulfilment from other
interests and activ'ities outside motherhood. Although the motherhood mandate seems
quite prevalent among many of these women, a few have resisted and transcended the

idea that motherhood is the ultimate fulfilment for women. These women do not define
their sense of selves in relation to motherhood. As Wendy says:
Having a child never involveci improving my seif-esteem, or anything. 1 realized
that getting my self-esteem from other sources was part of my personality.
When I stopped working. it was a major realization that 1 got a lot of my selfesteem and se'worth from the job that I had. Having a child is not somewhere
I get my self-esteem frorn. ... 1 have never thought that a child was going to
fulfill my life in any way. Even before I adopted my child, I had found a great
amount of peace.
Kathy states:
I am not sure if children are an important part of me personally. You have a
self-esteem no matter if children are there. Children are just one part of life. ...
it has nothing to do with who you are. You should know who you are before you
have children. 1 don't think having children changes you. It is just the choices
you make, the commitments you make, or what you value in life.
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Social Factors
The informants identify many reasons for wanting a child that show motives
shaped by the wider social conte*.

The social factors I identify fall under three

separate headings: the intersection of motherhood and wornanhood; children as an
essential element in family formation; and the desire to avoid guiit and pressure from
others.

Motherhood and Wornanhoad
A nurnber of women in this study equate womanhood with motherhood. For

example, Andrea reveals in her interview,
I do feel like having a child is a signifiant part of being a woman. I would Say
that there is something about having children that is significantly tied to being a
woman a whole wornan.

-

In essence, some of the informants have created an identity for themselves that
includes the role of mother. Some infomants consider rnotherhood the quintessential
role for a woman to occupy. Melanie states 'I aiways wanted to have kids. which is
what I was raised to do. you know, a career would not be as important.'
Some women seek motherhood to establish womanhood and to gain a sense of
meaning in their lives. These women have intemalized the culturaliy fomed notion that
motherhood is the most significant part of a woman's ident*w. As Leslie states. 'it is
just that I am not a woman if I can't do this.
anything. This is kind of who I am.'

... I see myself as a morn more than
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Various structures and ideologies throughout society construct the association
between motherhood and womanhood. That most of the women in this study equate
motherhood with womanhood shows how this society has successfully socialïzed

-

women to accept the noms of this society that al1women should reproduce and that
motherhood is their central role (Whiteford and Gonzales, 1995). Many wornen are
unable to escape pronatalistic attitudes that infom women that mothehood is central
to a woman's identity, and her rneans to achieve adulthood. The negatiie impact of
defining oneself as less of a woman for not having a child is evident in some wamen in
this study. Sheila expresses this in the following way: 'It is very important for me to be
a mother. It is a very important role in my psyche. ... The thought of not having a child

was very devastating to me. It almost crushed my selfesteem.'

Children as an Essential Element in Family Formation

The desire to create a family is another reason for wanting a child. All the
women in this study view a child as an essential elernent in family formation. As
Teresa explanis. '1 guess even the definition of a family; mothen and fathers and their
children. Even single parents and children, but never just two adults.' Most of the
infomants believe that a family consists of a mother, a father and at least one child.

In al1 of the interviews, the informants define themselves as in a relationship, as
opposed to being in a family. The tenn 'family" only describes a situation in which a
child is present. Rita says,
I always thought of a family as including kids. You see this beautiful family and
we just don? have those things, those children. Somehow they just make a
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family. No one is pressuring me into believing that, it is just Ise. That is how the
world is. That is my woM view.

These women have intemalized the importance of children in establishing a family.
The informants perceive that a child is crucial to beginning a family.
Along with believing that children are an essential element of a family, a few
women in this study consider children an expected part of marriage. Other research

has supported this finding. Harris (1994: 20) found that the women in her study
reported 'the need to meet marital expectationsnas a main reason for wanting to have

a child. Most women leam that being a mother is a normal part of a heterosexual
relationship. Some informants believe being mamed and having children are part of a
woman's role in life. As Melanie states. 'my priorities were to get martied and to have
children.' Diane also feels this way, 'since I was a teenager I saw myself as getting
married and then having children.'

A few women in this study also believe that children may make a marriage
happier. For instance, Heather stated: 'Sometimes I just think a child will make the
relationship that much happier.' Currie (1988) uncovered a simihr theme in her study.
The women in Cume's (1988: 20) study reported that one positive therne of
motherhood is that ua baby would enhance a marriage or partnenhip."

The importance of chiWren in creating a family, and in fulfilling the socially
constructed responsibilities of marriage and womanhood indicate the noms of this
society.

North AmerÏca remains largely a pronatalistic (and patriarchal) society.

Gender socialization places pressure on many women to confom to society's
expectation that eventually evety woman will one day marry the man of her dreams
and will then naturally go on to have a child or children. Socialization reinforces the
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circumstances within which procreation is to occur, as well as the specific roles that
men and women will eventually fulfill. The equation of heterosexuality, mamage and
motherhood maintains the status quo. This ideology reinforces the belief that most
individuals Iive in the nuclear family; that this arrangement is natural; and that
motherhood and marriage are a woman's central vocation in Me (Thome and Yalom;
1982)-

The Oesire to Avoid Pressure and Guilt h m Others
Another reason for wanting a child stems h m the desire to alkviate guilt and
pressures fmm friends, family members and acquaintances. Many women reveal
several occasions during which they feel inadequate, guilty and abnormal for not
having a child. This reality is evident in the following responses.
Melanie: Even now in our community, people think I am a weirdo. I have even
been verbally abused. People are ahays saying things like. ' M a t is taking you
so long, and why don? you have a baby yet? What are you waiting for?' You go
to a dance. you go to church, or wherever you go and you get this attitude
'what is wrong with you.'

-

Teresa: Well, especially with rny husband's family I felt like I was a big let
down. He is an only child and I felt pressure. you know; that this was his only
chance to reproduce. Iwas just a big disappointment. I felt like I didn't count
anymore.
Heather: We will be out and people aiways ask me if we have children. they
don? ask him. They put me on the spot. It almost makes you feel guilty; like it
is you that doesn't have any children, as a woman. If you have a home and you
don't have a child in it. society looks at you. We ahnrays have to be proving
ourselves to people.
These responses exemplify the extemal social pressures that wornen feel
regarding motherhood. Women report feeling a need to explain their nonconformity to

reproductive noms. Women in this study felt there was a widespread belief that
motherhood is a woman's responsibilii and duty in Me. Those who experienced these
judgements by othen felt that such remarks affect women's sense of selfinrorth and
well-being. Women corne to believe that the only way to be valued and accepted in
society is through the role of mother.
I asked the informants directiy if they feel that the society we live in plays a part

in women's desire to have a child. Over haif the women reported that they believe this

is true. Most are aware of the extemal pressures placed on women to want to have
children. As Angie discusses in the following response, the pressure for women to
want children still exists.
Angie: I firmly believe that society plays a part in women wanting to have
children. I mean even though women are supposed to be so Iiberated, you still
see that girls are the ones being told to nurture and have babies. Women are
still pressured to have kids. I think that a lot of women don't realize they are
pressured to have kids, but when you cant have thern, they thhk you are less
than them.
Several other researchers have found that women report feeling pressured to
reproduce (Miall, 1994; Crowe, 1987; Becker and Nachtigall, 1994). It is not surprising
that women desire motherhood as a means of alleviating the guilt and pressure that
they feel from the social context in which they find themselves.

Although many women in this study reported feeling pressured, a few women
said that other people's comments or societal expectations did not affect them. For
instance, Wendy says:
People were ahuays commenting on it [having children], but their comments. for
me penonally, didn't make me feel pressured. I imagine for another
personality, it may have been extreme pressure. For example, I worked with a
guy who was ahnrays saying 'when are you guys going to have kids,' but I never
felt that the pressure bathered me. I don't think that is a very kind thing to do to

someone. I think how the pressure affects you has a lot to do with who the
penon is. For some people a lot of comments may make them feel really
pressured ta have children.
As indicated previously, the reasons why women want children are in part a
result of the social conte* in which these women find themselves. Other interacting
reasons, such as personal beliefs, contribute to the desire to have a child. The
following discussion reinforces how women's lives and the decisions they make are, in
part, context-dependent.

The Decision to Start Trying to Have a Child
All but four of the informants have ahays wanted children. As Leslie states, '1
have always wanted children. I never wnsidered otherwise.' Lon says, 'lt was a
foregone conclusion. I wasnY deciding whether or not I was going to have children. I

was automatically going to have them.' For these women. it is not a matter of whether
to have a child, but when to have a child. The actual punuit of this experience

depends on a number of diierent factors. The major@ of informants consider
motherhood something good, and as something they want, but the informants are
unwilling to pursue motherhood unül they are 'ready.' Several responses describe what
being ready means for the informants. most of which indicate the ideology of the
nuclear family, as well as these women's conceptualization of the ideal prerequisites
needed to pursue parenthood.

The infomiants identify a stable and loving relationship as an ideal prerequisite
for havnig a child. More specifically, for most of the informants, the decision to have a
child depends on whether they are rnanied. As Wendy claims,
The most important thing was that Iwas in a loving, secure relationship. I don't
know how to Say this, but I would have never wanted to have a child out of that
parücular situation.
In fact, some infomiants pursued marnage to have a child.
Rita: Sometimes I think, 'is this why I got mamed, just to have kids?' 1 think
that is maybe a seffish thing, but it is definitely a part of R. I saw him as a
means to having a family.
Diane: I have always wanteâ to have kids. In fad. that is the oniy reason I got
mamed. I dont think 1 would have gotten married if I didn't want to have kids.
A few informants consider being mamed as a means of alleviating the stresses
of raising a child, both in ternis of financial considerations and time restraints. Some

of these women feel that raising a child in a single parent home would be too

demanding and strenuous. Wendy states, 'l think, for me, raising a child in a two
parent home is difficult enough because there are so rnany things involved in raising a
child that it is not something I would want to do by myseff.' Teresa says, '1 always saw

myself with another caregiver to those children. I guess I never thought that bringing
up children with only one parent was fair.

... Money did not have to be everything, but

the support was important.'
The fact that some of these women consider mamage as an ideal prerequisite
to motherhood is not surprising. Similar studies support this theme. 80th Currie

(1988) and Gerson (1985) discovered that the women in their studies identified a
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suitable and stable relationship as an important component of being ready to pursue
motherhood.
For some women, conmete material restrictions exist to prevent women frorn
being able to choose motherhood outside a heterosexual mamage. Although the
existence of employment for some women has increased the potential for alternatives
to marriage, many women do not have access to sufficient resources needed to raise
a child. For some women, the lack of access to economic resources is compounded
because of limited access to or availability of, day are. The ideology of the nuclear
family pemeates every institution, and reinforces the belief that alf women rnust have

a man to support them and that women should dedicate their lives to raising children.
Because of these widespread beIiefS. many women find themsehms restricted in ternis
of employment options and alternative chiid care arrangements.
Womenss lack of economic independence is not the only force that drives
women to want mamage as a prerequisite to having a child. This is evident in the fact
that although many women in this study define themselves as financialiy secure, these
women continue to equate motherhood with mamage. This intensely personal
motivation parüally stems from aie intemaluation of a patriarchal ideology of the famiiy.
Motherhood, as defined in this society. cornpels some women to view this experience
as an integral part of a heterosexual relationship (Phoenix et al., 1991). Women leam
that reproduction is normal only within the confines of a heterosexual marriage, and it
is undesirabk under any other circumstances. Although the negathre stigrna attached
to having a child outside a marriage is slowly abating, it is far from being accepted.
Religion, the media, the political, economic and legal systern, and the medical
profession continue to reinforce the belief that reproduction should occur only within the
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nuclear family.

Hence, any deviation from this prescnbed n o m represents an

anomaiy.
The desire to be married before having chiiâren is ako indicative of the realities
of parenthood in a society that assumes most women have partnen to support them.
Some women in this study may have chosen to postpone having a child primarily for
convenience. As Lon says, 'It just makes it a lot simpler if you are married.' As
discussed earlier, a few women sought marriage as a means to having a child. We
cannot deny that these wornen are. to a certain extent. engaging in activity that allows
them to assert sorne level of autonomy.
Although mamage and rnotherhood continue to be normative in this society,

some women have resisted the belief that mamage and motherhood are linked. Only
one wornan in this study was single. Her experiences challenge the belief that the
nuclear family is natura! and inevitable. Kathy provides concrete evidenœ of a woman
who has resisted oppressive ideologies that inform wornen under what circumstances
they should bear and rear chiklren.

Partrier's Willingness
For most women, the decision about whether to have a child partially depends
on their partners' preferenœ as well. The decision does not rest solely on the woman's
desire. The informants must consider their parhiers' feelings toward fatherhood.
Some women do or do not pursue motherhood based on their partnen' preferences at

that point. Leslie states.

I always wanted to have children and I remernber that when I brought this up
with my husband, he didn't want to. 1 don't think he never, ever wanted to have
kids, but it seemed that way. ...Of coune my desire to have kids was very
strong, and his was nil. so it was quite a devastatirtg moment when he said he
did not want kids. Iwould have never rnanied him if he did not want kids. ... He
just didn't want them right then.

S o m wornen may feel compelkd to have a chifd because their partner wants children.
This is evident in Nadia's reasoning for pursuing motherhood: 'lt wouM make me very
happy to have a child because my husband and I are so close. I know that he really

wants a child. Ithink that is really important.'
Most women agree that the decision to pursue parenthood is a joint decision. in
which both partners must be ready. Ideally, both partners shouM be in synch when
they decide to punue parenthood. However, given the unequal status of some women
in marital relationships. the male's preference may determine the choices available to

her. As Leslie says, 'we waited for about 4 yean after we were married because it was
until my husband was ready. It wasn't really anything else.'

Emotional Stability
The infomants refer to being mentaliy ready as another prerequisite to having

a child. Being mentally ready describes a stage in the informants' Iives when they feel
secure as a penon, and when they no longer have any fears of parenting. Angie

expresses it this way:
Everything has just fallen into place, ... my self-esteern is a l i i e bettar, and I am
more secure as a woman. I am also not afraid to be a parent anymore. I used
to be afraid because 1 thought I would screw the kid up or something.

Women's desire to feel mentally ready partially shows the psychological
constraints placed on women in this society. Most women cannot escape the constant
messages that inform them of what it is to be a good mother. Normative social
construds infomi women they must be prepared to follow al1 the rules and regulations
of good parenting. Most information dealing with the science of child development

implicitly advises women to devote their Iives unselfishly to raising a child (Jagger.
1986). This is evidenced further in popular representations of troubled children.

Wdhout a doubt. these representations place the blarne on women. These messages
reinforœ a common belief that tmubled individuals are a product of women who did not
devote their lives to raising their children (Faludi, 1991).

The significance that the infamants placed on being mentally ready reinforces
how social processes partially influence the decisions women make. Some women
feel inadequate because they cannot conform to the idealized image of good
mothering. For instance, many women in Ulis study alluded to not being ready to have
a child until they felt they could wnform to their own idealized notions of motherhood.

These women's narratives on what a good rnother entails represent the adherence to

socially constructeci notions of the ideal mother. For instance, Wendy says. 'It was not
that I didn't care for children. It had more to do with who Iwas as a person and feeling
like Iwouldn't know how to be a good parent.' Angie states;
I wasn't keen on having them in my eariy twenties. ... I realized I had selfesteem issues to work out before I brought a child into this world. ... I wasn't
ready and Ididn't have the roorn in my life for thern. I would not be able to give
them the proper tirne that they needed. ... I used to be afraid because I thought
I would screw the kid up, or something.
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fherefore, in deciding about when to have children, many women partially base their
decision on their abiüty to be the pedect mother. These women's ideas of a good
mother are based in part on notions constructed by society.

Appropriate Age
Age is another factor that plays a part in deciding when to have a child. Most of
the inforrnants do not feel that having a child at a young age is desirable. These
women feel that having a child eariy ni life will limit their chances in pursuing their
careers and education. Andrea says;
It was something that I always knew I wanted to have, but not right away. ...I
wanted to get my career first. That probably also happened from seeing an
older sister who wanted a career but couldn't until her kids were older. ... I saw
her struggle with her decisions. So I knew whik Iwas growing up that I wanted
a career first, and then family. But I definitely wanted a family.
At the same tirne. the informants do not want to wait too long before they start trying to

have a child. This is because women believe that their chances of conceiving lessen

with increased age. Furtherrnore, some women do not want to be older when having
children. Brooke says, '... I kind of thought, well I'm getong older, I better start thinking
about this seriously." Rita states;
Age was definitely a part of that My sister had her fint at 38 and she just
seerned so tired and Ijust didn't want to be old when I had my children, so age
was definitely a part of it.

Education and Career
Most of the informants said that completing their education and having
established a secure career are ideal prerequisites and practical considerations before

having a child. Most women feel that part of k i n g ready involves having hilfilled these
personal goals. They state Mat this enables them to be emotionally and lnancialiy
secure before venturing into parenthood. The following responses summarize the
women's feeling about k i n g ready to punue motherhood.

Lori: We were ready to have chikiren long before we were maniad, but because
of practical considerations, we waited. When I first got mamed I had just
finished my degree and Ididn't have a permanent job yet. I wanted to hold off
because I thought it would be too difficult to get a job while I was pregnant. I
thought t would diminish my chances. Also, when Iwas first hired it was on a
probationary period and Iwanted that period to be cornpletad so I would then
have a permanentjob. It was the practical things. Just needing to have a IWe
more security and then I would be able to take maternity leave, and therefore I
couldn't be automatically laid off.
Kathy: I became more independent, more secure. I had a house. I had been
working for years. I felt more stable and it was something I wanted to do. It
was more practical things. I was back on my feet and I sort of decided what
was important in rny life ... whether biological or not, I was going to have a
family.
Rita: Ihad worked at my job for six years and Ithought I had gotten my career
out of the way. ... I had ten years of punuing rny career and travelling, and so I
felt ready. I wanted to start rÏght after Igot married, so Idid.
Andrea: I think financially we felt we were now ready to look at it. I felt that I
had the chance to work ai my career for a bit. I felt that I had achieved what I
wanted to before i started to have a family.

These responses highlight that although most of the women in this study desire
careers and an education, motherhood continues to be an important goal for them.
Angie says, '1 knew while I was growing up that Iwanted a areer fint, but I definitely
wanted a family.' Melanie provides a similar response, '...lt was something that I
always wanted, more than anything. I always knew I wanted to eventually have a
family.' Rita stated:
I have ahnrays thought that I would be a mother. I saw that as part of where my
life would go, that it would be a part of my life and it sort of hit me while I was

thinking about my career and stuff. in the back of my head was, 1 am going to
be a rnother. ... Ithink that 1 was making it as part of my identii.
As Currie (1987: 244) found in her study, 'motherhood remains an important (if not
pdrnary) source of identity for women." Most women do not make decisions about

whether they are going to have children. but instead consider the practicalities
associated with having children (Currie, 1987).
The informants' discussions on careers and education refiect the realities of
women's lives in this society. Most wornen realize that, quite often, the structural
arrangements of domestic labour are incompatible with waged labor. A conflict exists
between economic independence and rnothering in this society. Several women also
feel that certain material circumstances must exist before they are ready to pursue
motherhood. Therefore, in deciding about when to start having children, most women
strategize according to various social processes. For instance, most of the women
discussed the right time as when they could manage on their partner's incorne, when
they had ernployment security and a house. Other research has reached similar

conclusions. As Cume (1988: 245) discovered, 'Although the questions raised were
personal ones, they addressed structural or social proœsses: the organization of

waged employment, the sexual division of child care labor, the privatked costs of
reproduction."
Although women feel they are choosing to postpone motherhood until they
establish a career, rnany women have Iittle choice in the rnatter because of what Rich
(1986) calls the institution of motherhood. The wornen in this study feel as if their

decisions stem from within, but the institutional aspects of motherhood influence the
decisions they make. As Rich (1986: 42) states. 'We insfmition of motherhood creates
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the prescriptions and the conditions in which choiœs are made and blocked; they are
not reality but they have shaped the circumstances of our Iives."
In a i s study, many women controlleâ theY fertility until they felt ready to pursue
motherhood. This suggests how women c m , to a certain degree, make sense and
respond to the institutional nature of motherhood within this society. When women
control their fertility until they feel ready. they demonstrate (partially) how women
recognize the situation of women in this society and therefore make choices
accordingly. We cannot deny that some women have the strength and the power to
control some aspects of their lives. These women recognize that women often cannot
control the conditions of their lives and therefore work toward creating an alternative
situation for themselves.

Infertility

In this section. Idiscuss the common themes unwvered in relation to infertility.
More specifically. this section deals with the process of infem'lity. I refer to infertility as
a process because it consists of various stages.

I discuss the various stages

experienced by the women in this study; from the initial awareness that a problem
exists and how they come to recognize this, to the decisions made in dealing with
infertility. Lastly, I discuss why some wornen decided they would not pursue assisted
reproduction. Though the women in this study are at various stages of this process.
many common expenences and phases emerge.
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Many wornen in this study attempted to get pregnant on their own, on the
assumpüon that conception would occur quite easily. These women said that they did
not consider the possibility of fertility problems when first trying to conceive. In other
words, conception is taken-forgranted. As Nadia said. 'you just dont think it won?
happen. Everyone has children. I just assumed I would be able to have children.'
Similarfy. Kathy says. '1 never really had any conœms about not conceiving. I just
aiways thought I would get pregnant Inever thought I would have any problerns.'

Suspecting That a Problem Exists
The first stage of the process of infertility begins when the infamants corne to
suspect that a problem in conceiving rnay exist. During this stage. the women do not
yet fonnally define themselves. or their partners as infertile. A certain level of concem
anses in the minds of the women, and often their partnen as well. In other words. the
wornen begin to detect on their own that sornething may be wrong. but are not at the
point where they feel a medical diagnosis is necessary. The women try to make sense
of the situation on their own by attributhg the lack of conception to various reasons,
such as stress and the short time they were trying to conceive.

I asked the women to talk about why they became concerned about not
conceiving then and not sooner. Iwanted to knaw what finalîy led them to believe that

a problem existed. ORen the women started to get concemed affer having unprotected
sex for some time and conception was not occumng. In the earlier stages of this
awareness. many women just assumed that a certain amount of tirne trying was
normal and therefore they did not become anxious. Suspicions around whether or not

a problem may exist also depended on the informants' understanding of how long
concepaon normally takes. or on various cîrcumstances in their Iives, and on their past
gynaeailogical experiences. For instance, Wendy said:

Before my present relationship, I had been maniad. I had two pregnancies that
were both miscarrïages. In my mind, there were already difficulties and I knew
that having a child may not be an easy process for me. ... So in my second
marriage, when we were going to start. I kept thinking. 'what is this going to be
like because of my previous problems?'
While Nadîa. Heather and Teresa said:
Nadia: For the first 3 months it was just fin, there was no pressure or anything,
we were just trying to get pregnant. And then I guess about the 5th or 6th
month we were kind of wondering, looking into things and trying to find out what
normal is when most people get pregnant I guess around that time we
realued that it takes about a year and that we shouldnt be concerned in the first
year and so we just kept trying.

-

Heather: I started thinking and realizing that we had been pretty risky and
nothing had happened. So that was when we started to think about it. thinking,
hey, you know, nothing is happening. Yes. when it never happened we started
to realize that something might be wrong.
Teresa: It wasn't something I expected but overall I wasn't overly alarmed
because there was a lot of stress factors at the time in our lives. A lot of things
were happening that I associated with us not being able to have a child at the
tirne. That first year I thought, 'no big deal, I c m understand.' ... But I guess I
became concemed about a year after nothing was happening. I guess it was
also because my husband was asking me why nothing was happening.

Most of the women in this study became concemed after having tried to get
pregnant for a certain period, however, Angie became conœrned only after a visit to
her doctor. She said:

I became concemed at this time because Dr. X, whorn I went to see about my
periods, and nothing else, was kind enough to inform me that, 'by the way, you
have a slim chance of ever having children.' I wasn't even expecting this. I
wasn't there initially for this information.

Although many women did not initially feei that their conœms warranted further
investigation, they did experience a variety of emotions when they first suspected a
problem. These emotions included disappointment, shock. devastation and denial. As
Andrea says, 'Probably for the first year of trying it was denial. There was this reason
and that reason; someone had a cold. It was abays something.' Whik Lon said:
When Ifirst tried to get pregnant, frorn the time of ovulation, until the time Igot
rny period, Iwas just on pins and needles. It was probably the hardest tirne for
me because I reaily felt that there was at kast a 50% chance of getting
pregnant I remembered feeling so disappointed.
Melanie states:

We started trying that first year and when it wasn't happening we were getting
more disappointed, ver-disappointed to the point where things would annoy me
very easily. I would watch a diaper commercial and I would start crying.
These women's emotional responses to the initial awareness that a problem exists are
common. Several researchers have looked at how individuals react emotionally when
they experience difficulties conceiving (Inhom, 1994; Woods et al., 1991; and Miall,
1986). The majority of individuals in these studies experience shock, devastation and

disappointment.
Sorne wornen cal1this period an emotional roller coaster. This emotional state

involves feeling optimistic and hopeful, and then feeling let down because conception
has not occurred. As Julia says, '1 think once it was 6 months already, Iwas on a roller

coaster.

...Every month Iwould bel uOham Ipregnant, yes I am pregnant, no I am not

pregnant." It was this mller coaster ride.' Wood et al. (1991) discovered a similar
finding in their study on women's experiences of fertility problems. According to these
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researchen (1991: 180). 'many women experience cyclic hope and despair
comsponding to their menstnial cycle."
Some women experience a sense of self-Marne when conception is not
occurring. Wendy said she blamed herself for the lack of conception because she
hadn't aiways wanted children. She said, '1 feft like 1 deserved this because for so long
I didn't want to have one. I know there was no logic to my thoughts, but it was a faeling
I had.' While Melanie said, 'I kept thinking, what did Ido wrong?' Teresa says. '1 kept

trying to figure out why it was happening to me? What did Ido to deserve this.' Other
researchers have found that women blame themselves for fertility problerns (Wood et
al., 1991;Stanton et al., 1991; Inhom, 1994). As well, Abbey and Hallrnan (1995: 282)
found that not only did the women in their study attribute more responsibility to
themselves, the men also "attributed more responsibility to their spouses than did the
women." Self-blame can be attributed, in part, to historical and modem constnicts of
infertility. As discussed earlier, women have been, and continue to be, faulted for
infertility. According to Frank (1990: 56). women blame themselves because "women
see reproduction as a more central component of their identity and typically undergo
the majority of medical procedures for infertility; they are kss able to distance
themselves."
A few wornen were very frustrated with their partners at this time because they

felt their husbands were not as wnœmed about the problem. as they were. Some
women felt as if they were dealing with the problem on their own. Heather said 'His
direction was that he was focused on school so he kind of left it up to me. He never
really pursued it from his end.' The following responses further highlight this finding:

Wendy: I remember feeling a lot of anticipation and let down. I called it an
emotional roller coaster. And for my husband, he was not experiencing the
same things because it was not his body that he was watching. I kept hoping
that every month there would be a sign of a period so we would know when to
try to conceive again. It was impossible for him to ernpathize because it was
something that he had never experienced, nor could he ever experience it.
That some women in this study experienced more stress than their partners at
this time can be attributed, in part, to the fact that reproducüon centres around

women's bodies and because many women intemalire a sense of responsibility for

1 think maybe it h l my husband a little later. His body doesn't go through the
changes which I think is significantly different for men and women ... he didn't
grïeve every month. It is me that is hyper conscious of the day. ... he never
knew what day it was. ... I would sob. I cried a lot, especially at night. It almost
became that I was a wreck and he was fine, and I started getting mad and
thought, 'where are you in a l of this?' Iwanted him to go through it also.

Other researchers have found that men and women respond differently to
fertility problems (Wright et al., 1991;Stanton et al., 1991;Collings et al., 1992). As in
this study, these researchen found that the wornen experienced more distress than the

men. However. one possible reason men rnay appear less distressed is that men tend
to be less vocal about their concems and emotional pain (Frank, 1990).

Seeking Answen
After trying to conceive on their own. most of the infomnts began to search for

answers to their problern. The most significant indicator for al1 these women was that
after having unprotected sex for a certain length of time, conception did not occur. The

women who had previous problems already had an idea in their mind that conception
may not occur easily because of past heaith issues. Wendy said,
In my second mamage, when we were going to start, I kept thinking, M i a t is
this going to be like because of my previous problerns?' Already having such
an irregular cycle,the possibility for becoming pregnant was already decreased.
... When we decided to start trying and nothing was happening after about 6
months, I tek that it would be difficult to conceive on Our own. Iwas now ready
to go and get some assistance fkom a gynaecologist.

The length of time it took these women to detect that a problem existed varied,
but eventually, they al1 came to the conclusion that something was wrong and they
wanted answers. Andrea said, '1 just wanted to know what was wrong.'
The women in this study talked about what they decided to do once they
realked a problem existed and why. Initially, some women decided to seek answers by
questioning their friends and families and by accessing various resources on infertility.
Rita states, 'Well. as each month passed, I got more and more concemed. Then I
started asking people how long it took them. I found that it usually took people about
3-4 months, or 1 month.' Julia said:
I guess about the 5th or 6th month we were kind of wondering, looking into
thing and trying b find out what normal is when a lot of people get pregnant.
I guess around that time, we realized that it takes about a year, and that we
shouldn't be overly concemed in the first year. So we just kept trying.

-

The most wrnmon approach to seeking answers involved questioning a medical
doctor about the suspected probkm. All the infamants eventually went to see a
medical doctor to confirm their suspicions.

Wendy said, 'Well I guess for me

penonally at that time, I didn't know al1 that was available to me. so I went to the
gynaecologist.'
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I asked the women why they decided to seek assistance fiom a rnedical doctor.

Most of the women did not have an answer to this question. This is not surprïsing
considaring the social context in which these women find themsehres. Infertility. in this
society, deariy falls within the domain of biomedicine. As Becker and Nachtigall(l994:

508) reveal:
the growing dominance of biomedicine has resulted in a cultural shift in control
over reproduction: from control by wornen mat emphasized health and natural
proœsses to a biomedically wntrolled process that redefines reproduction in
ternis of illness and danger.
Akng with this, the rnedicaiiiation of infertility defines the approach wornen will
take in trying to understand the problems they are experiencing. Most women in this
study. and most individuals in our culture, view infertility as a disease. So. Iwas not
surpriseci when the women in this study were unable to explain to me why they decided
to seek assistanœ from a medical doctor. During the entire infertility process. only
three women in this study sought assistanœ from someone other than a medical
doctor. These women went to see herbalists and acupuncturists. but only after they
became dissatisfied with the answen they were receiving h m their rnedical docton.

The women in this study played an active role in seeking medical assistance.
These wornen wanted a child, but were unable to have one, and therefore, they acüvely
sought and partïcipated in what they believed was necessary to resolve the problem

-

a medical answer. This shows that women participate in medicalizing the infertility
experience. To that end. we cannot view the women in this study as entirely passive
in this process. Reissman (1983: 16) states that, tvomen have played and may
continue to play a major role in stabilizing medicine in American society.'
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1he lnfefülityWork-Up: 'Diagnosing' and 'Treating' lnfertility
Once the infomants visit a medical doctor to confimi their suspicions, the next
stage of the process of infertility begins. For most of infomants, depending on the
diagnosis and type of medical interventionthey were wiiling to pursue. this stage lasted
anywhere from 2 rnonths to 12 yean. The infertility work-up refers to the various
activities involved in the medical management of infertility (Harris, 1994).
For al1the women in this study, the initial visit to a medical doctor led to one of

twa sœnarios. In the first sœnario. the physician agreeâ with the informant and she or
he referred the client to undergo ferülity testing. In the second scenario, the physician
told the client that there is nothing to wony about. and that she and her husband should
just keep trying. In both cases, the doctor begins to take control of the situation. The
doctor is critical in detennining whether to pursue the matter further, and what choices

are available to each woman.
Most of the women in this study expressed a great deal of resentment and
anger for having Iittle control over the choices available to them. For instance, sorne
women said they were angry with their doctors for not investigating further the

difficulties they were experiencing. For many women in this study, feeling a "loss of
control" over their bodies and decisionmaking begins at this point and bsts throughout
this stage. The women begin to feel alienated from the decisions made about their
fertility problerns. Leslie says, 'we got the standard fine that we were still young and it
could still happen. She said they could realiy do nothing for us. 1 was ver-angry with
her.' What Leslie had hoped for at this point was for her doctor to acknowledge her
concems by investigating the problem. Melanie said:

Iwent to see a specialist right away and this dodor looked at me and laoghed.
He gave me the old Iine. vou are young.' Adually, that was something they al1
told me and it realiy started to annoy me after a while. He kept saying, 'you are
young. don? worry, go home and try to have babies.'

Kathy also experïenced a loss of control when she wanted some answers. At one
point, a doctor denied Kathy medical assistance because she was singk: 'I went to see
a gynaecologist and he told me to corne back when I was rnamed. He would not even
look at me. Ididn't know where to go. or what to do then.'
Angie feels that her physician intewened too quickly. As Angie reveals in her
response, the physician generally controls the situation.

He said, 'vueIl. sinœ you are here, we might as well do the tests.' ... I did ask
him why he didn't check me, and he said, 'yeah. yeah, yeah, we will look into
that too. but s i n e you are here, why don't we Save some time? Rather than
you going home and trying for a year without me intervening, why don't I just
intewene now? It will Save you a year.'
These women also expefience a loss of control over their bodies because they
cannot control the infertilii. Many women said they resented their bodies for not being
able to have a child. Rita said, '1 just felt so betrayed by my body. Ijust assumed that

my body wouM do that (get pregnant), that it would just work. I felt pissed off and of
coune I blamed myself even though we have unexplained infertility.'
Not only were the infomants dependent on their physicians' decisions, they also
had to rely on their parbiers' willingness to pursue the matter further. When attempting
to 'diagnose' a fertility probkm, the male partner is usually the first peson checked
(Clapp and Swenson, 1992).

In other words, the male partner mua agree to

participate in the tests that are necessary to elirninate. or confirm male factor infertility.
Some infomants said they experienced sorne difficulties with this. The following
responses highlight this:

Leslie: When we got to the doctor's off~ce.my husband fmze and right then and
there decided he couldn't go through with it. so we lefi. I was devastated. I
couldn't understand w hy we hadn't discussed mis before.
Teresa: The subjed carne up that my husband shoukl be tested.
a couple of rnonths to convince him.

... it took me

Andrea: I was angry at my husband because he was reluctant to go to his
doctor to get checked out.
Kathy: When I was mamed. I couldn't get treatrnent because my husband
wouldn't provide a spem sample. He figured it was stupid and I should get
treatrnent if I want L Itjust wasn't something he was willing to do, even though
I thought it would be nice to have children.
By refusing to parücipate in potentialiy solving the cause of infertility, these men
not only increase the uncertainty experienced by their wives, they also perpetuate the
notion that women's bodies are the locus of disease (Inhorn, 1994). However. these

men may have been resistant to pursue the matter because of the fear that the
diagnosis may uncover male factor infertility. A diagnosis such as this would inevitably
affect these men's egos and would possbly lead to feelings of inadequacy and shame.

Miall (1986: 273) found that "respondents felt that mak infertility is viewed more
negatively than female infertility and considered male infertility more discrediting to
masculinity than femak inferülity to femininity." Just as women cannot escape the
socialization process. neither can men

We can atbibute the powerlessness and helplessness experienced by these

women to many sources. As stated earlier. the medicalization of infertility has
increased medical authority over this issue. If a physician does not believe a problem
exists. or denies a woman treatment, then women become powerless when attempting
to resolve the uncertainty surrounding their fertility problems.

Further, medical

practices thwart a woman's ability to exercise control over the situation because

physicians not only decide which wornen are eligible for a proœdure, but they also
control when treatment can be sought.

The following responses highlight these

findings:
Rita: I was really fhstrated with my doctor. I remember crying and crying
because I had to revofve my i i i around her. Ithought, 'couidn*t you refer me to
another dodor, why is it always around your schedule?' It was just so
ridiculous.
Kathy: I have heard storie~about Dr. X. that you have an appointment to see if
you get treatrnent or not. You know I think, 'wow, does he ever just tum people
away because he doesn't like them, or whatever.' I have heard stories that he
sits you down and asks you questions. and if he doesn't think you are
appropriate, then you are denied treatment. Ihave also heard that he asks you
questions about your job, your home, if you have a mortgage, how much money
you make, and al1 Ican think is, is that appropriate?
Feelings of powe~essness
are furthsr exacerbated when women have to negotiate with
their partners' for furthet testing.
Another source of powerlessness is the desire to have a child of their own. To
obtain this goal. women feel compelled to punue al1 diagnostic and treatment options

available to them. To have a child of one's own. women must depend on what they

-

have been told as the only answer a medical cure. These factors show that many

women lose control over the process of infertility because othen hold the power to
define their problem and how they c m resolve the infertility.

Diagnostic Tests
When everyone acknowledges that a probkm exists. and is willing to pursue the
matter hirther, the infertility work-up begins. In the initial stages of the infertility workup, the wornen undergo various non-invasive and invasive tests to diagnose the cause
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of infertility. The physicians' understanding of what the problem may be determines
the type of tests performed.

Non-Invasive Procedures
For the majority of women in this study, the infertility work-up began with the
physicians recommending that the woman take her basal body temperature and have
or time intercourse accordingly. Most physicians suggest this procedure to leam the
time of ovulation. and ta Rnd out whether ovulation has occurred (Clapp and Swenson,
1992). (This procedure is also used with various ARTS).

I asked the women to talk about their experiences with this procedure.

According to the women in this study, this procedure is inconvenient, humiliating and
interfares with the spontaneity of sexual activity. Although medical doctors cal1 this
technique a non-invasive procedure, it has a significant impact on some of these
women's lives. The following accounts illustrate women's experienœs related to taking
one's basal body temperature.
Wendy: We did take out temperature to try to know when I was ovulating and
it didn't last very long because it was like sex on demand and the intimacy
wasn't not there. It was extremely inconvenient.
Leslie: We tried the basal thermometer. We did this for about 4 months. It
was awhrl, just awful. I think my husband thought it was a big joke. And then
you have the doctor telling you to stand up on your head, or lift your hips up
after you have sex. My husband thought it was a joke because his wife would
do just about anything to get pregnant.
Julia: Iwas taking my temperature every bloody moming for a long time. I had
been doing this for about a year. ... it rnakes you totally aware of your body.
You are also supposed to record when you have sex. It is like, talk about
having pressure. We stopped doing that. I guess they just want to make sure

you are following the rules, but we know whether or not we are foilowing the
rules.
Diane: They get you to take your temperature and it was horrible. It takes al1
the spontaneity out of youi sex He, and you are very tense, and you become
very focused on getting pregnant.

Invasive Procedures
If a physician is unable to identii the cause of infertility with a non-invasive
procedure, or if the problem is not male factor, then doctors suggest more invasive
techniques. Although physicians give women and their partners the choice to punue
these procedures, most women consider these pmcedures reasonable for the sake of
having a child. As Teresa said:
Everything is going through your head, like your priorities, how society values
motherhood. I guess if you were confident with who you are. or the way you are
it wouldn't matter. It is part of the proœss of going through this. Learning who
you are and accepting that you are valued for who and what you are.
Most of the women in this study had a bparoscopy andlor hysterosalpingogram
(dye test). These procedures are invasive and often very painful. Several similar

responses describe the infamants' expariences with these proœdures.
Brooke: They did a dye test. It is hell. The doctor told me it would feel like a
contraction. After that, Ithought, well hell, ifthis is what it is like to have a baby,
then forget it.
Angie: This was the most humiliating experience. I had an x-ray on my tubes
to make sure they weren't blocked. ... I c m never forgive him for what he did.
Iwent into the operating room ...and haHway through the procedure, the device
they had inserted popped out. I was in a lot of pain and after the whole
procedure was over, they left me by myself. I had no ideas what the hell was
going on. This pain lasted for 3 days.

One woman said that it was at this point that she began to consider letting go of the
desire to have a child. Teresa said:
I think probably just after one of my surgeries I started to consider not having
chikiren. You go through, ...wel you canJttake away the physical pain. but you
just start wondering if anything is worth this much pain. ft is like, 'how much
more can you take?' And Iguess because there are no guarantees. l think if
there was a guarantee, ...like if you are pregnant, the birth hurts but you know
the out corne is a baby, but the surgery is exploratory, invasive and you dont
know what the end of it is.

Although Teresa questioned herself after she undemuent the surgery. all of these
women (except for when the diagnosis was mak factor) felt they had to participate in
rnedical testing because of their desire to have a child.

The Diagnosis
Once the informants undergo al1 the tests available to determine the cause of
infertility, the doctor attempts to make a medical diagnosis. As stated earlier, in this
study, two women were told that the cause of the infertility was male factor. six wornen
found out it was attributed to female factor, and the remaining seven had unexplained
infertility. The diagnosis plays an important part in the infertility process. Not only does
a medical diagrmsis lead these wornen to label thernsehres as infertile. this also sets in
motion the course of action the wornen can take to resolve the problem. The
medicalization of infertility has led most women (couples) to tum ta rnedical
interventions to solve their pmblems (Becker and Nachtigall, 1994; Whiteford and
Gonzalez, 1995).

The women experience similar emotional responses to the medical diagnosis as
when they first suspected that a problem existed. Again, most of the women said they
were shocked, devastated and depressed. A few wornen said they even feit suicidal.
Angie said. '1 remember when I was unable to conceive, I was almost suicidal.'
However. some wornen experienœ a sense of relief and then hope when diagnosed.

Rita said, '1 went to see if 1 was ovulating and they said I wasn't. I was excited that
sornething came up. I know it sounds stupid, but it was a good thing to have because
it is easy to fix.' Similarly, Melanie states:

When I went to the doctor and they found sornething, I was crying from
happiness because it was finally sornething. I mean they told me Iwas sick and
hem I was crying from happiness because Ithought 'Oh good. now I know what
the problem is and I can get all better. I know that is bad but your emotions are
just going crazy.
Teresa said:
Well my doctor came to talk to me and apologized that he had found what he
hadn't hoped for and told me that he understood that I was very disappointed;
that he felt it was one of the saddest cases he had ever seen. But, he basically
told me that there was nothing more they could do for me. I was just oblivious
at the time. And there reaUy isn't much you can do because you are in pain and
the physical pain isnt nearly as bad as the emotional pain. I was really lost,
isolated, depressed. I never feit suicidal but I had a very low self-esteem. Ifelt
like I had gone through al1 of the surgeries for nothing. ...The doctor told me at
that time that my only alternative, well medically speaking, was IVF.
Not only did sorne wornen in this study have to deal with the diagnosis, they also
had to contend with being told about the diagnosis in an inappropriate manner. The

following responses highlight this:
Teresa: Well, there were a lot of bad feelings about the way they told me. I
was beside a woman who had just had a baby, and I thought, 'cm they not put
me somewhere else?' And then, rny nurse was pregnant, really pregnant, her
stomach kept bumping into me. It was realîy bad. I thought it was so
insensiüve. It was just a constant reminder. ... I guess also the hospital wasn't
really prepared to deal with this. ... They told me that maybe I could see a

chaplani, and Ithought, '1 am not dying here.' Ijust wanted to talk to someone.
And when I was leaving they said to me, 'dont worry, you will be fine.'
Julia: It fumeâ out that ouf doctor tumed out to be a total asshok. He had no
bedside manners. He left a message on our answering machine ... He said. 'it
is a ghost t o m in there. You have no hope.' On Our answering machine, bad
news. Oh aiis guy was just aacnmil, and actually, his secretary calkd to tell rny
husband mat he needed to corne in a coupie of days before the appointment to
watch a video before his vasectomy. They had scheduled him for a vasectomy.
which is like, 'why wouiâ he get a vasectomy when he doesn't even produce any
spem?'
Afthough al1 the women experienced emotional distress when first diagnosed,
the type of infertility factor did affect the infonnants differently. The women whose

male partners were infertile did not idenüfy themselves as infertik. As well. these two

women said that it would have k e n more difficuk for them lthe cause of inferülity was
female factor. Julia States:
I don7 know if it would be the sarne if it was female factor. 1 am not sure. I
know that my husband has gone through a lot. ... 1 dan't know if I could have
gone thmugh what he has. 1 think l might feel sort of damaged. I think the
cause of the nifertility would make a difference.

In other words. the two women in this study whose husbands are infertile may have
been less personally stigmatized by the diagnosis. Miall (1994) uncovered a similar
finding in her study. 'Infertile women fet more personally stigmatized than wornen
mamed to physically infertile men" (Miall, 1994: 397).
Melanie and Rita's doctors told them initialiy that the cause of the infertility was
possibly female factor, and then further in the process said it was unexplained.
Melanie found this very fnistratïng and she became distnisfful of her doctor. She said,
'1 used to put a lot of trust into my doctor and what he said. but now I don't because

they did things like Say I had something when I didn't.'
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The uncertainty of what causes infertility increases the stress associated with
fertility problems. According to Connoly et al. (1992: 460). "the continuing uncertainty

of unexplained infertility phces a greater stress upon both partners and their
relationshipthan does a definite diagnosis." In this study. unexplained inferülity seems
to have a unique impact on some women. Rita said, "my doctor would Say, 'you have
spemi. yau have an egg, there is no reason why they shouldn't get togethet. we don't

know why.' It was even more unknown, which is even more fnistrating.' These women
said they would feel less fmstrated and disappointed lthey knew the cause of infettility
because working toward a tesolution would be easier. Moreover, if a physician cannot
make a diagnosis. then they have to rely on ernpirical therapy (Becker and Nachtigall.
1994). This means that physicians cannot suggest a specific medical pathway and

infertile couples may have to subject themselves to a variety of treatment options not
suitable to their condition. Some argue that unexplained infertility is very fnistrating for
infertile women because it prevents them frorn accepting that they cannot conceive,
and therefore. these women cannot move on with their lives (Whiteford and Gonzalez.
1995).

A few women continue to blame themselves although the diagnosis is

unexplained. Heather said, 'they tested my husband and he had a low spem count but
not enough to hinder conception. So he wasn't the factor, I was. It was me more than
it was him.' As lnhom (1994: 460) states, women may take on the responsibility for
infertility because 'women are of€enthe subjects of stigmatkation and social ostracism

- whether or not it is they who are the infertile ones.'

Teresa supports this finding:

My husband never blames me, but l know that it is me. But 1 have heard that
even when it is the males problem, the woman takes the responsibility. This is

what makes me think it really is a society thing. it is like you were made to do
this. This is why you are born with these body parts.
Despite the cause, many women 'Yake on an identity of seif as infertile" Woods

et al., 1991: 182). For those women who took on an identity as inkrtik, their Iives
become almost entirely enmeshed in this identity. Many women begin to judge their
sense of self in relation to their infertility and th# dilemma becomes the central focus
of their lives. At this point, many women lose control over their sense of seR as a
human k i n g and view themsehres as the infertile person, a Yaufty reproductive vessel.'
Rita said, '1 feel like I am some defect.' Melanie said. 'It got to the point where it was

running our Iives.' Andrea states:
It was affecting my work and everything. I COUMnot focus on my work because
Iwas too busy focusing on my infertility. Icompletely focused on my infertility.
Every moming Iwould get up and check my basal body temperature. check my
mucus, you know, my He just revoived around the infertility. ... It definitely was
taking over Our lives, at least my life. I was angry about everything, just Iife in
general. My coping mechanisms were down the tube. It was affecting every

area of my life.
Diane said:
It was totally affecting my life, my work. If I started my period at work. 1 would
fun out and go to the bathroom and cry and just be really depressed for the rest
of the day.

Rita states:
I got depressed at work. ... l found I had no energy. Sometimes I would just sit
al1 aftemoon. I didn't want to talk. ... Ijust felt sa, like it was affecting my whole
sekoncept. It seemed to be so tied with my ability. If I can't produce, then it
was affecting everything.

Several researchers have addressed the impact of infertility on women's
identities (Mialf, 1994; Whiteford and Gonzalez. 1995). Most of these studies conclude

that infertility has a great impact on a woman's identity because of the stigma attached

to infertility. In a pmatalist society, infertility represents a failure to fulfill the n o m of
this society. Women have k e n socialited to acœpt the noms of a pronatalist sociely,
which infonns them of the significanœ of motherhood for the adut female mie.
Therelon, womenJsidentities are more likely to become spoiled when they are unable
to fulfill this role. As Miall (1994) concluded in her study. the inability to teproduce
strikes at the very essence of a woman's identity. This was evident in some of the
women's responses in this study. These women called thernselves failures. and they
felt inadequate, devalued, abnormal and incomplete.
The impact of idenüfying themselves as inkrtile not only affected their sense of
self, but it also changed their relationship with their pariners, friends and family
memben. For instance, a few of the women in this study said at one point they even
suggested that their husbands leave them, or look for someone else to have a child.
These women did not feel worthy of being in a relationship if they were unable to have
a child. Their entire sense of self revolved around their ability to conceive. Teresa

You just (self-)doubt yourself. ... I remember saying to my husband, 'well you
are still young and maybe you shouiâ find someone else, go and have these
children.' I told him even ifwe are still mamed he can go and have children. I
said al1 of these things that I know I couldn't deal with but Ijust said them. He
thought I was nuts. He kept saying, 'what are you talking about?" He said it
didn't matter ta him if we coukl, or we couldn't. It took me a long time to believe
that. Every now and then I still don't believe it.
Other research has supported this finding. According to Crowe (1987), the women in
her study felt so guilty about not being able to conceive that they went as far as asking

their husbands to divorce them.

Many women in this study isolated themselves from their fiiends and family

members during this time because they were angry with the comments these
individuals would make. as weY as the la& of understanding they were receiving about
this issue. Angie says:
I felt that women who coufd have children were looking at me and patmnizing
me. and feeling sorry for me. and that was not what I wanted. I wanted other
women to treat me like how I would treat them. Iwas very surprised by the way
women behaved towards me, and I was very disappointed because here we
are. this group that is supposed to be joined together and calling oursehres a
sisterhood.

Teresa said,
My parents were not very supportive at all. It was as if it didn't happen. And my
in-laws were very, ... well they tried to be supportive. but they were like, 'move
on with it.'
While Melanie says.

A lot of people didn't understand. They would Say the wrong things to me and
that was what triggered a lot of really bad feelings. but Iworked it out. You just
have to deal with it.
Comments such as these increase the stress associated with infertility.
Although not all of these women's social support had a negative impact during this
time, many people's attitudes toward infertility did. Miall (1994: 411) found. 'the

support functions provided by interpersonal relations may exacerbate rather than
alleviate the distress associated with involuntary childlessness."
Support systems may negatively affect infertile women because many

individuals have intemalized the myths and stereotypes associated with infertility. For
instance. as Miall (1994: 405) found in her study, '27% of the respondents suggested
adoption and 19% suggested relaxation as a cure for infertility." Certain individuals

also told sorne women in this study that if they 'just relaxaconception would occur. A
few women were also told that adoption is a cure for infertility. Rita said:
I think that slül part of it is because I am too uptight about al1 of this. I still think
to myself that the day I finally let it go, 1 will get pregnant. It is a myth. I read
just adopt and after we adopted, just a month after when I got my period I was
crying. Ithought, '1 believed that myth.' Ijust thought that once we adopted, my
body would change. A lot of people Say that once you adopt you relax enough
and you will get pregnant. You just feel it is your own stress. ...They tell you
about the stress, and it puts it on me again. So Itried to take time off work. I
did yoga. I was blaming myseif for al1of this.

These attitudes and perceptions reinforce the belief that infertility is a matter of
psychological malfunctioning (Miall, 1994). These myths continue to place the blame
on the woman for infertility. This can have an effect on any individual experiencing
fertility problems. Teresa said:

I think there is no choice. There is no understanding as to why people can't
have children. People just assume that this is a magical instinct and how could
you fight this thing that is supposed to happen. But it doesn't just happen. I
think that society just can't distinguish between the choices women make about
reproducing or not. that we are more than one group. I think that society
expects me to be able to do something about it.

Deciding What to Do
Once a doctor makes a diagnosis, the women in this study are then at a point
where they must decide what options they are willing to pursue to have a child. Most
women are presented with three options after a doctor makes a diagnosis; they can
pursue medicaVtechnological assistance to reproduce. adopt, or choose to remain
child-free. For al1 except one woman. remaining child-free was not initially an option
they were willing to entertain.

DecMing Against Medical intervention
Although the desire to have a child was strong for al1 the women in this study,
four women (Bmoke. Heather, Leslk and Wendy) reached the point where they chose
not to pursue medical intervention to achieve pregnancy. These women made it clear
that they were not willing to purse medical intervention to achieve pregnancy.
Howevet, this decision took time and was based on various reasons. l asked these
women to talk about the various reasons why they decided against ARTS.
60th Brooke and Wendy said that having a child was important to them. but
because they did not feel children were a signifiant part of their identity, they
eventually felt cornfoitable with fetting go of the desire to have a child of their own.
These women also said that they were not willing to subject themseives to more
ernotional upheaval to obtain this goal. Brooke said,
I am not that desperate. I am cornfortable enough. I am confident enough with
myself as a penon. As much as Iwould Iike to have a child, I am not going to
beat my head against a wall and kill myseif over it. I think the women that do
this must have some sort of emptiness. They rnust lack fulfilrnent.
Wendy says,
I think for me penonally, who I am as a penon was not affected by whether or
not I had children. And when I hear people Say, 'f have got to have a child. I
have got ta' Ifeel like saying to them, 'No. you have to have food, you have to
have water, you do not have to have a child. It is a very big desire. it is certainfy
not a need. The only thhg that I can think about is that my value as a person
was not wrapped around whether I reproduced. or had a child in rny life. I now
can't imagine my life without my daughter, but before we adopted her. I could
imagine myself having a contented and happy life without a child. It was also
taking its toll emotionaliy. I didn't want to keep guessing if Iwould get pregnant.
It was already a 3 year process.

While Heather said:
Having a child was a big part of rny life at one time. but the obsessiveness to
have a child wasn't there. The stmng desire to want children was there. but 1
wouldn't go to any length to have a child. 1 think the reason why some wornen

go to any kngth to have a chiid is because of society. I think a lot of it is family
pressure and the individualwanting a child. Ithink some people feel that if they
don1have this child and lütey don? try everything available to them, then they
will be frowned on. People always said to me, 'Have you gone to an infertility
clinic? Have you done everything you can that there is to do?' Igot that al1 the
tirne.
Other reasons given for not pursuing ARTS included: fear of the various risks
associated with these techniques; poor success rates; and the intrusive nature of these
procedures. For example:
Leslie: My husband and I talked about this quite a bit and we both decided that
we didn't want to go any further. He didn't want thern poking and prodding rny
body and neither did 1. Ifelt I had to honour what my husband wanted and that
is why we never continued with medical assistance. I told my husband that 1
also didn't want to go that route either. I didn't want al1 that stuff being done to
my body. ... Well. I also didn't want to feel like a guinea pig; al1 those tests and
drugs. We didn't know what our baby would look like and the basal thing was
bad enough. Also. it is a privacy issue. This is very important to me and the
basal thing was bad enough.
Heather: I decided that if we couldn't have children, then I would have to leam
to accept it, or maybe focus on adoption. I decided I was not going to put my
body through that. ... I came to the conclusion that what was meant to be, was
meant to be. I was not going to tamper with my body and use hormonal
treatment and go through the agony that a lot of these women I had met. had
gone through. Also, the success rates for pregnancy were just not there. Put
it this way, taking the risk of all the treatment was not outweighing the risk of
putting my body through al1 of that I just thought, '1 am not putting my body
through al1 of this. knowing that I maybe have a 20% chance of success. if that.'
And I find that people in the medical community want to use women as guinea
pigs. They just want us to be guinea pigs and I don't want to be a part of that.
...I did a lot of reading on rny own and I think the hormonal treatrnents are not
the be al1 and end al1 for conception. You really are not aware of the long-terni
effects of taking hormonal treatments, like putting stress on your ovaries each
month to produœ a number of eggs. No one really knows what the
repercussions are. They just don't have enough studies and I wasn't going to
be a guinea pig. So Idecided Iwasn't going to go ahead and do it.
60th Wendy and Brooke said that having a genetically-related child was not a
priority. These women felt that the most important goal for thern was to be able to
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nurture a chiM and therefore they could consider alternatives to assisted reproduction,
such as adoption. Brooke said 70me. loving a child is just that, it doesn't have to be
your own blood.' Wendy said '1 didn't ever really mind whether it was a natural
childbirth or an adoption. When Iwas Young, Ithought it would be very nice to adopt
a child in need. Having a child to me does not mean a genetically-related child.'
However. al1four women said that a biological child would be preferable.
Teresa has rot yet pursued ARTs because of financial reasons. 60th she and
her husband are in the process of saving money to enter an IVF program (Teresa's
decisions will be discussed further in the following section). Finances also played a
part in Brooke's. Leslie's and Heather's decision. These women said they could not
afford the costs associated with NF. (Note: Manitoba Health does not cover any costs

associated with infertility treatrnent, including dmgs such as Clornid).
The various reasons for not pursuing medical intervention provided by these
women show how women try to make sense of their lives and the options available to
them. The four women who rejected medical intervention spent several years working
through the infertility experience and came to the decision about ARTs by struggling
with their personal desires and beliefs, societal demands and practical considerations.

They did not feel that they were willing to go to any length to have a child. Although
Brooke, Heather, Leslie. Wendy wanted a child and sometimes felt pressure to do sol
they balanced this desire with the physical, emotional. and financial costs of continuing
with medical intervention. This process occuned over tirne and involved a reevaluation of priorities and desires. These women said they reached the point were
they felt it was necessary to begin to refocus their energy on other aspects of their
lives, such as nurturing an adopted child or focusing on their career. To that end. for
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these women, the perceived fisks and associated wsts were greater than the desire to
continue with medical intervention.

Heather, Brooke and Leslie were also quite

skeptical of the medical profession and ARTs. Evidentiy, these views were strong
enough to decide against pursuing ARTs.

In addition to this, Leslie and Wendy

adopted a child early in process of trying to resolve their feiolity pmblerns. For these
women, being a mother through adoption allowed thern to resolve their desire to have
a child. As Leslie said, 'l think my adopted child has fulfilled Our desire. So we have
left it at that. I have been blessed with the chance to nurture a child, and I think that
has helped me a lot.'

What was evident in Brooke's, Wendy's, Leslie's and Heathets lives was that
the process of infertility involves various stages which women go through. Throughout

this proœss, women are faced with various decisions and dilemmas and each woman

must go through what she deems necessary to let go of the desire to have a child of
her own. The issue of inferülity remains in their INes. This probkm does not go away.
However, w o m n eventually reach a point where they feel they must reorder priorities
and focus on new goals. Women also reach a point where they become comfortable

with the decisions they have made thus far. Brooke, Wendy, Leslie and Heather (and
their partnen) came ta the conclusion that they had enough, and were not willing to
pursue the matter further. Engaging in medical intervention to achieve pregnancy was
not a necessary part of resolving infertility.
Aîthough Brooke, Wendy, Leslie and Heather reached some sort of resolution
about their fertility problems without engaging in ARTs. eleven did not. The following
section discusses the experiences of those women who pursued ARTs.

Assisted Reproductive Technologies

As discussed earlier, since the advent of ARTs, many infertile women now have
the option to choose ARTs to have a child. These technologies hold out the promise

of pregnancy, childbirth and genetic parenthood by overcoming infertility (Stanwoith,
1987). If a woman has access to adequate resources, she can exhaust a variety of

ARTs before choosing a childfrae living or adoption.
This section addresses the decisionmaking proœss surounding ARTs. I
discuss the various reasons women gave for accepting, or rejecting various medical
options. I also discuss how some women reached the point of letting go of the pursuit
of pregnancy through medical intervention after having pursued ARTs. As with the
women who did not pursue ARTs, these women worked through their decisions by
balancing personal desires. societal demands and psychoiogical and financial
constraints. However, unlike the four women discussed earlier, these eleven women

said that engaging in medical intervention was a necessary part of resolving their
infertility.
This section shows how the existence of ARTs has increased the pressures to

punue various medical options when women are faced with fertiiii problerns, and how
ARTs inevitably prolong overcoming the desire to have a child of one's own. Although
the women who decided to purse ARTs were deciding within the same social context
as those who did not, differences did emerge in their reasoning for seeking medical
interventions to achieve pregnancy. Because the women in this study differed on how
far they were willing to go with medical intervention. I separate the women according to
the type of intervention in which they engaged. Although hormonal therapy is an
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invasive medical nitervention in the Iives of these women. I separate this group of
women from those who pursued more invasive procedures, such as DI, IUI and IVF.

I intend to show that women who experienœ fertility problems are not a hornogenous
gmup, and that variations do exist in ternis of the types of medical intervention women
are willing to pursue.

The Oecision to Pursue Medical Intervention
Eleven women decided to continue with medical intervention to achieve
pregnancy (at the time of the study, Teresa had not yet started using ARTs). Usualiy,
both the woman and her physician initiated the punuit of medical intervention. The
physician was usually the penon to suggest the options available and then the woman
and her husband were left to decide whether she was willing to pursue the procedure.
Sometimes, the inforrnants themselves requested specific procedures from their
doctors. Most often these women had heard about various technologies through
friends or the media. The type of medical intervention offered or requested varied, and
depended on the specific condition of the woman andlor her husband.

I asked a l of the women to talk about the reasons why they decided to pursue
ARTs and what their experiences of these techniques were like. The reason these
women iniüally sought medical intervention was because of a strong desire ta have a
child. In addition, these women were optimistic that medical intervention would enable

them to achieve pregnancy. Recommendations made by their physicians were other

reasons for punuing a specik medical pathway. The very existence and availability of
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these techniques was of course another reason.

These reasons will be further

elaborated and discussed in the following section.

Hormonal 1herapy
Angie, Andrea and Rita accepted hormonal therapy as a possible solution to
their problem. Rita's doctor recommended the therapy and although her husband was
against it, she felt that she had to try Ckmid. She said:
Right from the beginning my husband said. 'If 1 happens, it happens, and if it
doesn't. then it wasn't rneant to happen.' He is not one to take a lot of drugs
and he didn't know why we would want to do this. But I thought. hell, if it works,
then the pregnancy was more important ta me. So we were like guinea pigs,
but 1 guess I thought if it works, then it is worth it for a child.
Angie also took Clomid because her physician recommended it to her. She said that
although she didn't initially think she had a problem. once the doctor labelled her as
infertile, she was willing to pursue hormonal therapy. As discussed earlier, Angie had
gone to see the doctor about a gynaecologic proMem and he then told her that she had
a fertility problem. The doctor said to her, '1 will put you on Clomid, and that should

help your periods to become regular and Î t should also help you conceive.' Andrea's
doctor also recomrnended Clornid to help her and her husband in conceiving.
These three women took the drug for less than a year and all had very negative
experiences:
Angie: The pills totally affected my moods. They were making me weepy and
depressed. and I was moody. I kept crying. which is unlike me.
Andrea: Oh it was awhil. It just sent me off the deep end. Things were
ernotional. Iwas bizarre. I would be absolutely bizarre for a 10 day period and
then just snap out of it. I would corne home from work and just cry al1 night. ...

And every month we would think, weil, we should give it Our best shot. So I
didn't even tell the doctor that Iwas having these funny reactions, just in case
he wanted to take me off.

Rita: lt was awful. ICelt veiy bitchy. After the 3rd month of being on Clomid, we
were having such scheduled sex that it was depressing. I fnially quit I just
thought, Wis is si&' We just started to think, 'why are we doing this?' Because
it costs $55.00 every month and to me, that is a lot of money to invest Then
my doctor wasn't checking me at all, so Iwent to see my old doctor and she feH
my ovalies and found that they were quite swolien and so we did an ultrasound
and they found out I had a cyst h m the Clomid. I was so mad at rny doctor.
These women's accounts of their experiences with Clomid were negative.
however, they al1 continued using this method for some time. Rita even considered
trying it again. Andrea continued with the Clomid, and did not tell her doctor about her

discornfort because she was womed he would stop treatment. Angie did go through a
second round of hormonal therapy. She went back because she believed this was her
only chance of having a child. She said;
Once you realize that you have a fertility probfem. these pills become like a life
raft and if they are taken away frorn you. it is as if you are going to let younelf
drown and you are never going to get what you want. ...We continued seeking
medical assistance because I still wanted to have kids. i wasn't about to give
up. Iwas willing to keep trying.
These responses show how these wornen became dependent on Clornid for
some time. This dependency created a situation where women were willing to put up

with some suffering to have a child. However, Angie, Andrea and Rita eventually
decided it was tirne to stop. Many reasons played a part in women's decision to stop
medical intervention. 80th Angie and Andrea said they had to stop because the dnrg
had affected them both emotionally and physically. Angie may have continued with

assisted reproduction but she conceived a month affer she stopped taking the pills. By
contrast, Andrea felt that the Clomid was as far as she was willing to go with assisted

reproducüon. As with the women who rejected ARTS,Andrea was hesitant to continue
because of the risks associated with various techniques, as well as the sucœss rates.
She said:
I had done quite a bit of reading myself, so I knew that even going any further
with assisted technology wasn't going to increase Our chances because our
infettÏiii was unexplained. If you know what you are trying to overcome, that is
one thing, but if you don? even know what the problem is, well then you donPt
know what you are targeting. Unexplained infertility isn't a good indicator of
what our success would be. ...Our doctor did suggest IUI. I asked what the
chances would be with that and it wasn't high numbers. And around that tirne
sorne studies came out on Perganol, how it increased your chances of ovarian
cancer. So, we were thinking about this, and then we were also thinking about
the chances of conceiving thmugh these techniques. We realized how minimal
they were, like a 305% chance. That still left us with a 95% failore rate. We
were thinking that I would be injecting my body with things that are very strong
chemicals, the results of which are not yet conclusive. ... We eventually becarne
comfortable with not pursuing this any fumer. We decided that going further
with assisted reproduction wasn't the choie that we would make.
Andrea also had a terrible experienœ when her physician was examining her. She
said:
My doctor was very inappropriate. He didnl have me gown. He just had me
pull my pants down and get on the examining table, and then he said, 'Oh, I
love my job. I get to see women with Rat stomachs. I would hate to have to see
wornen with big stomachs.' But I couldn't Say anything because I was going
under the knife in two weeks and he was also our only hope at the time. But
after the laparoscopy, he told us that it was unexplained and basically he
couldn't get us out the door fast enough because we wouldn't look good in his
stats, that is the feeling we got.
Not only does Andrea's response show the harassrnent she had to endure. it
reveals how poweiless she was in this relationship. Andrea was afraid to Say anything
because she believed her doctor controlled her ability to have a child. This lack of
power and control over her life eventually led to her decision to discontinue medical

intervention. According to Andrea, one of the most signifiant factors in deciding not to

punue more invasive procedures was that she wanted to regain control of her Me. In
other words, Andrea no longer wanted inferülity to consume her life. She reached the
point where she felt it was time to refocus her attention on other aspects of her life that
were not all-consuming. To obtain this control, Andrea stniggled with her goal of
having a M d and how she could achieva this goal wiaiout allownig it to be the focus of
her life. The all-consuming nature of the infertiiii had emotionally depleted her and
her husband. Andrea also feared a further loss of control over her decisions
surrounding infertility. She said:
I was going to Say that one big reason I ended up making this decision was I
went to this conference and they were talking about resolving infertility. One
wornan said that the one thing she had wished was that she had remained in
control of her own body. She had let the dodors take control of her body. They
had ceased to decide for themselves and they did everything the dodors had
told thern in order to have a baby. It was at that point that we started to think.
'Okay, this is still my body." What are we doing to my body to have this child
and are we prepared to do mat?' That really stmck me and made me think over
just how far we were willing to go. What kind of risks were we willing to take?
What was importantto us to have a biological child or just to have a child? So,
that is when we decided to go for adoption.

-

The reasons provided by these women for not continuing with more invasive
medical interventions are similar to those who rejected ARTS. Emotional and physical
exhaustion, fear of the risks associated with vanous procedures and the success rates
al1 contributed to the decision to stop pursuing medical intervention. For Andrea, the
desire to regain control of her life was also a significant reason for ceasing medical
intervention. Again, as with the other four women, these women eventually reached a
point where they had done al1they were willing to do to achieve pregnancy. As Andrea
said, 'we eventually became comfortabk with not punuing this any further. We
decided that going further with assisted reproduction wasn't the choice we would
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make.' However. Andrea did eventually adopt a child, and she did Say that had this
option not been availabk. her experience may have been different. Although these
reasons appear to prewnt sorne women from pursuing reproductive technologies, this
of course is not atways the case.

Donor Insemination, lntrauterine Insemination and IVF
In this study, seven women continued with more invasive procedures such as
DI. IUI and IVF. Of these women. Wo had not yet used IVF. Only one woman punued
IVF immediately because her doctor told her she had blocked fallopian tubes and this

was her only medical option. The remining women first ûied less invasive procedures
and because these attempts were not sucœssful. they ultimately chose to use IVE
Lori summarkes a cornmon feeling among these women. 'we considered al1 options

but we felt we would try our last chance, IVF, later. We thought we would first try the

least expensive, and least disruptbe.'
These women gave a number of reasons why they pursued assisted
reproduction to have a child. Most of these women used ARTS because they felt they
had to try evemhing available to them to have a child. Lori states.

We always thought that if we try enough things, things that work for other
people, we just thought we would do anything to make this work. I remember
specifically telling my husband very eariy that if this doesn't work. it is not okay.
Diane said,
I thought it (IVF) was sornething I needed to do. ... By then I figureci I had tried
everything. sa I thought I would try this and then ifit works great. and if not. at
least I had tried everythîng and I thought by then I would be more
psychologically ready to deal with the failure.

Melanie explains her feelings,
At that time, I was reaching. I was reaching foranything. I mean if they had
given me anything, Ipmbably would have faken it. That is how stupid I was. just
because I wanted to have a baby. You have to go thtough everything to get
where Iam right now. I know people that are not here. where I am, and I can
see them and it makes my heart wrench that they have to go through al1 that,
but they have to do it You have to go thtough al1that. It doesn't go away, you
have to feel like you have done everything possible to have a child.

As Melanie's response shows, the women themselves acknowledge how far
they will go to have a child. The existence of these techniques creates a need for and
dependency on medical intervention to achieve pregnancy. These women said that
they were willing to try everything available to have a child.
The need for infertile women (couples) to exhaust al1 possibilities has k e n well
documented by other researchers (Beck-Gemsheirn, 1989; Alpem 1992). We can
attribute this rekntless punuit to a variety of reasons. For instance, Beck-Gernsheim
(1989) argues that women exhaust a l possibilities because if they stop trying, they will
be considered failures.

While llhom (1994) attributes this pursuit to society's

construction of motherhood as women's most important role. Becker and Nachtigall
(1994:510) provide another explanation, uundertakingmedical treatment for infertility s
viewed as a socially responsible behaviour by women who wish to conceive." The very

existence and availability of medical interventions to achieve pregnancy also plays a
significant part in the decision-making process. As Lasker and Borg (1987) discuss.
the existence of promising new alternatives offered by infertility specialists make it
harder for infertile couples to Say no to these procedures.
Some women in this study also felt that if they don't try everything availabb to
them. they will one day regret their decision. A few women mentioned fear of regret as
a reason for seeking assisted reproduction:

Rita: The idea that maybe Iwiil regret, that maybe one day I will Say, 'if oniy we
had done that.' Which is why I have done everything else. I am glad I have
done al1of this. I hear about people who don't do everything and Ithink, no we
tried because it is something that is very important. It is something we really
want.
Melanie: You know what it was? It was that I wanted to use up al1 of my
options. Like when I reached a certain age. say 35, or something, and I don7
have children. then I could Say to myself, 'you know we tried everything and it
dMnt happen and that is the way it is.' That is what would bug me. I would be
afraid to think that darnn, maybe I should have tried that idea. This is why I did
what Idid. ..You have to feel Iike you have done everything possible that there
is to have a child.
Becker and Nachtigall(1994) addressed the role that fear of regret plays in the
decision to persist with medical treatment They conclude that 'the prevention of regret
through persistence is central to decisions to use medical technology, suggesting that
individuals want to prevent negative feelings later that may resuft from a wrong choicen
(Becker and Nachtigall. 1994):
Reproductive technologies not only compel some wornen to seek these
techniques to have a chiid, they inevitably prolong the proœss of overcarning infertility.
ARTs will often prevent these women from seeking alternatives to medical intervention.

Reproductive technologies also prevent some women h m accepting that they cannot
conceive and therefore, these women cannot move on with their lives. Both Julia and
Rita said that one reason they were willing to continue with ARTs was because this

would possbly provide the answer to why conception had not occumd. As Julia said.
'the more I thought about it, the more I realized this was the route Iwanted to take; that
I at least wanted to try it (DI and IUI) to find out if I was fertile.' Unfortunately, using

reproductive technologies does not necessarily mean that doctors will discover a

fertili factor. As happened to a few women in this study. These interventions did not
provide any answen about the cause of the infertility.
Aithough not aR of the women in this study pursuecl ARTS, we cannot deny the
pressure sorne women feel to keep trying a variety of treatrnent options. Diane said
she felt that she would have been more psychologically ready to deal with the failure
only after she had exhausted al1 of her possibilities. She, like many other women, was
constantly faced with new hopes and possibilities, and a variety of treatment options.
Women themselves view the decision not to punue al1 treatment options as
representing a lack of mmmitment and dedication to having a child. For instance.
Sheila discusses her view on some infertile couples she met;
We joined the infertility support group. I thought it was just useless, there was
a bunch of bitter and twisted people there that weren't doing anything about
their probkm. We went there for support because infertility was not something
we were ready to accept then, but 1 think a lot of people there were also not
ready to accept it, but they were also not ready to do anything about it yet. I
think you should either just exhaust al1you avenues, or accept it.
The medical comrnunity has strongly reinforced the push to try everything
available. Throughout this study, women reported that doctors told them that if they
were tnily committed to having a child, they should be prepared to try what was
necessary. ln some cases, such as Sheila. this meant going to another country to try
IVF. She says,

We went to see Dr. X and he went over our options. He said one option was a
tubal plasty, the othen were adoption. or not having children. He then looked at
us and said, 'well, obviously these are not options for you, or else you wouldn't
be sitting here.' This was totally tnie, we wanted to exhaust everything. Then
he talked to us about IVF. ...So he talked to us about that, he explained to us
that there are clinics throughout the world, that there is a long waiting list in
Canada and the U S , he then said we could go to England and get there in a
month. He also said that if we are serious about having a child, we would go to
the best place.

Clearly, some women in this study intemalized the belief that ARTS were their
last hope for a child. These women also placed a great deal of trust in their doctors'
recommendations. Kaaiy said:
I want to try eveiything. Ifthe hyperrtimulation doesn't work then the only other
thing I can try is IVE ...I hope that something will work. Part of the reason why
I have chosen medical treatment over other things is that in some ways, I feel it
is the only way.

Diane believes that her doctor piayed an important part in her decision-making. She
said:
My doctor suggested it to me. he said I was the perkct candidate for it. I
continued with medical assistance because I trusted my doctor and he
suggested it and he was the one that was doing it. It had a lot to do with him.
a lot, and also my trust in hirn.
Sheila said that the need to exhaust al1 possibilities, her belief in the efficacy of this

procedure and her trust in her doctor al1 contributed to her decision. She said,
It (NF) was the end of the Ihe. I really believed that we were going to succeed
with it. ... Ijust naturally assumed that we were going to get pregnant. We sat
down with the physician and she said to us 'if you do three attempts, you will get
pregnant.' She told us that we had a 30% chance of getting pregnant. That
doesn't mean you will get pregnant the first attempt, but if you do 3 attempts,
you probably will have a child. I am an etemal optimist so I believed Iwas going
to get pregnant the Crst time. ... Well, and Ialso wanted a child and this was the
only way Iwas going to get a child. 1 wasn't prepared to pack it in, and even as
uncornfortable as it was to have that procedure done, the anxiety of not having
a child was greater than packing it in.

-

The above responses show two prevalent themes the strength of a doctor's
recommendation, and the realitks of misleading medical practices. Sheila's physician
was suggesting a 30% success rate, and that Sheila would simply have to make three
attempts to have a child. The trust that some women feel toward their doctors makes
it difficult for them to view their physicians' suggestions skeptically. Melanie also feels

that the suggestions made by her physician influenced the choices she made. She

says, '1 used to put a lot of trust into my doctor and what he said...they told me to do
the IVF and I trusted them with that because they told me that we were prime
candidates. I really put a lot of h o p in the IVF.' Other studies support the strength of

a physician's recommendation, or advice in influencing the decision-making process.
Lasker and Borg (1987: 17) found that

almost everyone we surveyed who attempted conception through AIH or AID
cited a doctor's recornmendation as the reason. The choice of IVF was
explained as "our last hope," wouronly chance," a message that is so strongly
reinforced by the medical community.
Other responses in this study reinforce the impact of misleading information.
For instance. afler attempting seven cycles of DI, Kathy decided to pursue IUI. When
she went to question her physician, he inforrned her of the chances of conceiving.
Evidently, Kathy believed her chances were much higher than they told her. She said;
I went back to see my doctor, and he said. 'now instead of a 7% chance, you
will have a 14% chance of conceiving with IUI.' I didn't even know that the
staüstics were 7% and 14%. 1 was still sticking to my understanding that I had a
40% chance of conceiving. When I found this out. Iwas really upset.

Teresa has not yet entered an IVF program but is prepared to do so once she
is financially ready. Of interest was her description of the success rates of IVF and her

general optimism. She says,
I am hoping to go this year, but I am not sure if we are financially ready. I do
want to go before I am 33 because they Say betwsen the ages of 30 and 35 you
have a 47% chance of conceiving, and the actual take home baby rate is about
12%. I think there is a lot of potential there. I think as a technology it was
devised specifically for people with blocked tubes. I think R is quite a medical
break through.

Teresa's reference to a 47% success rates shows how misied some women are when
it cornes to ARTs.

Nadia feek as if the doctors did not adequately inform her about certain aspects
of IVF, including the side effects and success rates. She said:

I think IVF is good, but I think that they should wam people that there are oftentimes that there will be problems. Even if you do conceive, it doesn't mean that
the baby will be healthy. I don't think I knew enough about that side of IVF.
Like they have a chart that says how many births they have and how many
deaths they have, and when I think about this, I remember thinking that it was
an even number.
According to Melanie, she underwent a variety of therapies even though the doctors
were unsure of her condition. She says, 'we took the antibiotics, the hormones, and we
took a lot of fertility drugs. We did Al because they didn't know what was wrong with
us, they didn't know, they were just playing. They were just doing tria( by elimination.'
RÏta also engaged in unnecessary treatrnent that ultimately damaged her health. She
said:
My doctor wasn't checking me at all, and I was having this pain. So 1 went to
see my old doctor and she felt my ovaries and said they were quite swollen. So
we did an uitrasound and they found out I had a cyst from the Clomid. Iwas so
mad at my doctor. And then I saw another doetor, and he told me that I was
ovulating and that he couldn't understand why Iwas on Clomid.

Misleading or inadequate information conceming ARTs has been well
documented by various researchers; as has the expehental nature of various
techniques (Corea, 1985; Klein, 1985; Lasker and Borg, 1987; Steinberg, 1990).
Nevertheless, some women know the risks and chances of success, but continue to
persist in treatment. As some women in this study said, the desire to have a child
outweighed the risks associated with the procedures.

Several other researchers

have found that women feel that the possibility of having a child through ARTs is worth

the physical. emotional and financial risks (Frank. 1990; Harris, 1994). As Becker and
Nachtigall(1994: 511) found, Wornen's perceptions of risks in infertilii treatrnent are
strongly affected by the goal of parenthood." Many wornen describe themehres as
guinea pigs.

This referance to k i n g a guinea pig shows how some women

acknowledge the expsrirnental nature of their treatrnent, but fel it is worth it for a child.
Denny (1994: 72) uncovered a similar finding in her research. She said 'some of the
wornen in this research described themselves as guinea pigs and recognised the
experimental nature of IVF. but felt their participation to be a risk worth taking." That
some women are willing to suffer physical and emotional risks for the sake of having
children suggests how powerhil the desire to produœ a thild of one's own' can be, and
to fulfill the cultural nom of motherhood.
The most strïking difterence between those women who decided against ARTs,
or more invasive ARTs and those who did seek invasive procedures was the desire to
have a genetically-related child. Having a genetically-related child also meant that
these women could possibly experience pregnancy and childbirth. which was a big
priority in these women's lives. Sheila said:

I wanted the life experience of having a chiid. The pregnancy itself was almost
sedudiive. So, I wanted to experienœ that and I wanted to nune a child and I
wanted to have that intense bond. ... Having a child that was biologically mine
was a priority. Actualiy, ... my sister-in-law had met a giri that was pregnant and
she wanted to give her child up for adoption. The giri said she would give the
child to us because she got to know out famify. so we actually had an offer but
we decided to not take the child. We decided we wanted to try everything to
have a biological child. And that was very important to my husband also to
have a child of Our own.

-

Lori said:
I really think it has something to do with wanting to have a child that is
genetically ours. We still really believed that there was a good chance that we

wouki be able to have a genetically related chiid. So we just thought it would be
better for us to go ahead with IVF.
M i l e Julia says:
I wanted to be pregnant and have a child naturally, one that I could breastfeed
and al1 that mother stufF. And the more I thought about ït, the more I realized
this was the route 1 wanted to take. At least I wanted to try it and find out if I
was infertile and then, if it didn't work then we could look into adoption. ... I
guess it is sort of a hierarchy of things. Experiencing pregnancy and the baby
being geneticaliy partly ours, that is highest up there and beyond that is raising
it from birth.
As discussed throughout Uiis study, experkncing pregnancy and childbirth and having

genetic continuity are significant priorities in the lives of some of these women. This
finding has surfaced throughout this study.
As discussed earlier, the alternative options to ARTS. are adoption or remaining
childfree. Women's perceptions and feeling toward adoption play a significant role in
the decisioniiiaking process. I spoke to al1 of the women about their feelings and
perceptions about adoption. Although most of the women did not feel negatively about
adoption, they considered this option as a last resort. The rnost cornmon reasons
given for not wanting to pursue adoption were that many women wanted to experience
pregnancy and childbirth and to have genetic continuity. As well. many wornen hoped
that having 'a child of their own' was still a possibiliity. As Julia said,
Well, we went to see Dr. X and he recommended that we put our names on an
adoption list nght away because it can take so long. This mbbed us the wrong
way. We were both still hopeful of at least having a baby that is genetically
mine and having me go through pregnancy and childbearing. That was a big
part of it. We hadn't decided yet what route we were going to take, but we didn't
want to go the adoption mute yet. we weren't ready for that yet.
Lon states,

Adoption went through oufminds but we thought , no, I am getting close to 40
and most of the women who are placed with adopted children are younger. ...
We still really believed that there was a good chance that we would be able to
have a genetically refated child. I really think it has something to do with
wanüng to have a child that is geneticaliy ours.
Melanie said:
We have not yet thought about adoption because at this point, we have tried
everything that might give us our own child. ... I mean my own biological child.
It is the most important thing to me, but as tirne has gone by, adopting a baby
may be okay. You know though, you ahnays have to consider your partner also.
It isn't just you, and my husband wasn't ready for adoption at the beginning. ...
Having a child that is biologically mine is very important to me. Of course it is.
I think that every couple would want to have their own. It is just something that
bonds you together.

Some women were skeptical about adopting because of the nature of the
adoption process. For a few women, waiting lists for adoptive children, the fear of
having the child taken away from them if the birth mother changed her mind, and the
lack of knowledge about the prenatal environment. made them question adoption.
Andrea said,
Both of our doctors suggested adoption, but at the tirne, it wasn't something we
considered as an option. We had just heard so much about R We were
worried about not being able to controt the prenatal environment. That was Our
main concem and also that the birth rnother has up to 7 rnonths to reclaim the
child. That would have been too hard for us to deal with.
Heather states,
I guess adoption scares me. The laws on private adoption really scare me
because if you go through it, the rnother can take the child back within six
months. The laws have really made me hesitant. I don't have any objections to
the birth mother being involved, but 1 couldn't handle it being taken away from
me. I am also scared about not knowing anything about the prenatal
environment like cigarette smoke, alwhol. drug taking, or not having proper
nutrition. ... And well, if I could have my own biological child, as opposed to
adopting, well then Iwould definitely opt for a biological child.

These women's feelings and concems regarding adoption are real and cannot
be ignored. What is significant about these comments is the importance placed on
genetic ties, experiencing biological motherhood. the certainty about gestational
environment, and the certainty about retention of the child. If some women view these
factors as important, adoption will not present itself as a suitable option. For instance,
Rita has adopted a chikî, but she still wants to have a 'child of her own':
lt just always nags at me. I think that I am getting stronger but I went to a
shower not too long ago and Icame home and I cried. I thought, 'I am still not
over this.' I even saw a counsellor after we adopted our child and she said to
me, 'it sounds like you are not done, you are not finished with this.' ...
Something is just nagging at me, but at the same time I am feeling guilty
because I now have adopted. It really gets confiJsing. ... I guess it has so
much to do with being pregnant. I keep going back to that feeling. I know that
my body has this capabilî. Ican't let go of that idea, of wanting to birth a child.
I guess I wish our child was genetically related to us. If only I could have birthed
rny child. It is just so important to me.
Other research has found that women want to experience biological motherhood
even after having become adoptive mothers. Williams (1990b) conducted a study on
women who had pursued ARTS after having adopted a child. Similar to this study, the
women in her study said they wanted to pursue the matter further to experience
pregnancy and childbirth and because they wanted another chiW, which is often difficult
with adoption, As Andrea said,
There is such a poor ratio of adoptees to adoptive parents. There just aren't any
easy answars. It used to be the chosen child and now it is the chosen parent. You
sit in line waiting, hoping. We have put our names in for another adoption. even
though we are at the bottom of the list, but we may want another child again.
Infertility may also becorne an issue again, or we rnay spontaneously conceive
because we have unexplained inkrtility, or we may have to reconsider Our options.
... Just in talking about the adoption. if there hadn't been the option of adoption,
then perhaps we may have gone with reproductive technologies.
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Although adoption was an option of last resort for rnany women in this study, for a

few, adoption satisfied their desire for a child. When both Wendy and Leslie became
adoptive parents, they chose not to punue assisted reproduction. Having an adoptive
child was not the onîy reason these women did not seek medical intervention to have

a child, but L was a very important reason in the decisionnaking proœss. As Leslie
said, '1 think that our child fulfilled our desire, so we Mt it that. I have been blessed
with the chance to nurture a child and I think that has helped me a lot.'

Sorne

researchers argue that this reflects a dfierenœ in women as to 'whether their desire is

to beaf a child or rear a child (Daniels, 1994: 10).
Because of the srnall number of women participating in this study, their views on
adoption may not represent the population. However, in a study wnducted by Frank
(1990). the participants (n=147)rated adoption as their fourth treatment preference.

which was preceded by medical regimens, artificial insemination and surgical
procedures. In another study (Daniels, 1994), the couples did not punue adoption
because they wanted to explore options that would give them the opportunity to be
pregnant and to experience childbirth. As well, one-fifth of the participants identified
the biological-geneticlinkage as an important reason for not pursuing adoption. Lasker
and Borg (1987) also asked their study participants why they wouldn't choose adoption
over medical intervention. Their findings led to the conclusion that "the social n o m is
not only to be a parent; it is to be a biological parent. We are urged to create new life.
to perpetuate the species" (Lasker and Borg, 1987:14). Although these reasons play

a significant part in the decision-making pmcess, the adoption systern itself also
prevents individuals from punuing this option. As discussed earlier, the women in this
study said adoption was risky and quite difficult in many cases. Nevertheless, as

151

shown earlier, ARTs are described in a similar manner but many women continue to
pursue these alternatives,
To summarize, the belief that ARTs can produœ a miracle baby suggests how
some women intemalire the messages given by the medical community. When a
physician explains to a woman that her last h o p for that much wanted child is through
assisted reproduction, the is faœd with a new pressure and dilernma.

This

suggestion, coupled with messages in the media of miracle babies being bom, and her
own desire to achieve pregnancy, creates a very complex situation for the infertile
woman. The messages she receives from a pronatalist society further exacerbate her
dilemma. Basides this, the success rates, the experimental nature, and both long and
short-terni affects of these procedures are sometimes not well known. As well.
adoption, which is the other option available to women. is not necessarily considered
a suitable alternative for many women. For women. the decision tc adopt a child
means that they will have to resolve the issue of not having a child of their own, and will
also have to deal with the possible risks associated with this process. For instance, a
womanlcouple may be denied the opportunity to adopt because they do not satisfy
adoption criteeria. As well, if a woman does adopt, she runs the risk of having the child
taken away from her if the birth mother changes her mind. What these factors
indicate, is that the two options available to wornen are risky, unsafe and often a last
resort, but women have very little choice but to seek either option if they want to have
a child.

The above discussion shows how a number of interacting reasons play a

part in the decision to pursue medical intervention to achieve pregnancy. Although it
is impossible to quantify the reasons why these women punued ARTS, as compared
with those who did not. some interesting findings did emerge. For the women who
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used ARTs. the desire to have a geneticaliy-rehted chifd played a significant part in the
decision-making process. Women viewed ARTs as their only means for achieving this
goal, and therefore they kit compellad to pursue this avenue. Women were also more
likely to view adoption as an option of last resoR As discussed earlier. these women

wanted to try anything that would potentially give them a child of their own. whereas
those who did not use ARTs stressed that social motherhood was their most important
priority. The women who sought ARTs did not consider adoption initially because
biological motherhood was a priority.

Many women who used ARTs were also more likely to consider motherhood as an
essential part of their identity. As discussed earlier, Andrea, Rita. Lon'. Diane. Melanie
and Sheila said this in their interviews. Although Leslie also said this, and didn't pursue

ARTs. she admitted that if her husband wasn't against ARTs. she may have pursued
this option. In the interviews with the women who pursued ARTs. the theme of not
feeling satisfied or fullillad without a child was more prevalent. than with those who had
not tried ARTs. For instance, Diane says. 'you just feel hopeless, you feel like you are
never going to be happy. you will never be fulfilled.' These women were also more
inclined to Say that they had always considered children as a part of their Iife plans.
The women who used ARTs also said that they felt the need to exhaust al1

possibilities before they could move on with their lives. Unlike the women who did not
pursue ARTs. these women felt unable to resolve the infertiliRy until they had used
ARTs. As Teresa said, '1 won7 be able to move towards a resolution. I will ahfuays

think that this (IVF) is the last step of the Iine for me. Even if they design something

after IVF, I will probably try that too.'
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Another interesting finding was that the wornen who were willing to try more
invasive procedures were more likely to feel that the desire to have a child ouhneighed
the risks associated with these procedures. The women who did use ARTs were also
initially less skeptical of mediwl pradïces. These women had a stronger belief in the
efkacy of these procedures and said that they believed using ARTs would likely result

in a child. It was clear from the interviews that the women who did not pume ARTs
were q u b skeptical of these proœdures and their associated risks. W&out prornpting
any of these women, they al1 refened to the experimental nature of these techniques
and to studies that have addressed the long-term effects of such procedures.

The Experience of ARTs
It is impossible to capture the emotional intensity experienced by these women as

they worked through their experience of infertility and al1the decisions they faced. As
well, it is difficult to dkcuss in great detail how much time these women committed to
going through medical interventions and the impact it had on al1 aspects of their lives.
I asked al1 of the women to discuss their experiences with ARTs. These wornen

experience similar emotional responses to infertility treatrnent as they did when they
were first going through the infertility work-up. Julia discusses her experience with DI.
I am now on my fifth DI atternpt. It is almost like the same emotional experience as
that fint time when we were fint trying. It is a roller coaster ride. I don? think a day
goes by where I don't consciously or subconsciously think of where I am in my
cycle because every moming I am seeing it on paper.

While Melanie said.

You feel fnistrated, but you feel hopeful that it is going to happen

this time. Then you feel it is a downer, and then the depression.'

Lori and Melanie describe their experienœs with the IVF procedure and how they
reacted when the procedures did not work. Their responses highiight some anger and
frustration they felt toward the medical team:
Lori: There was a whole bunch of us et the same point in the cycle. We would al1
walk virtually every moming to the lab to have blood drawn and Ijust remember
thinking 'This is crazy.' But this is actually starting to feel like the normal way of
having a baby. Inteliectualiy , I know that most women go to bed, get pregnant and
go on to have a baby, but in my heart Ithought, that is not hue, you have to have
injections, you have to have ultrasound. It just seemed like the nomal way of
having a child. ...So anyhow, we were just kind of thrilled, everything had gone well
in that cycle, and when we had the egg retrieval. They got 9 eggs, 9 nice mature
eggs, evewhing looked perféct. Afterthe retrieval, we had to phone back to see if
the eggs had feftilized, we were counting down the minutes. When we phoned,
they said to us, ' I am sorry, but no fertilization has occuned. You do realize that
your husband has a very poor spem count.' Well, this was the first we had heard
about any male factor infertility. Iwas totally devastatecl and Icried for the next two
days. We felt that the Gare we received in the clinic was good up until the point
when fertilization did not occur. It was like we became a treatrnent failure.
Melanie: We started with the shots every day. That was really weird because you
are going there thinking that your are going to corne out of there with a baby, that
is what you are thinking. So you go eveiyday, and do your shots, take your pills,
and then go for the procedure. Then you go home and bloody well wait. They put
the egg and the spem together and nothing happened. At that point, when they
phoned me that moming, I was ready to go back in, but they told us not to bother
going in. Iwas just numb, I thought, '1 don? believe my ears, this is not happening
to us.' So what do you do. We went for our meeting with the doctor, and thought,
'okay, maybe they found sornething out' When we got there, they laoked at us and
said, Yhere is no explanation, there is nothing wrong with your eggs, there is
nothing wrong with his spem, it must be bad luck.' I thought my husband was
going to ring the doctor's neck. And after that you think, '1 just spent thousands of
dollars, the least you could do is tell me something.' They didn't Say anything,
nothing at all. They recommended that we try it again, that was what they said.
They basically said, 'you guys should tiy it again, the second time your success
rates are better because you have already gone through the protocol and they will
know if they have to make any changes. So Iasked them what protocol they would
put me on the second time and they said the exact same one. It is horrible
because they are not consistent. I would rather they just tell me they can't do
anything for me. I would rather suffer with the pain instead of them just doing
things for the sake of doing them.

Melanie's and Lori's responses illuminate the psychologicai impact of going through
an IVF procedure. but they also show how ARTS aiter the proœss of reproduction. For
instance, when Lori said IVF started to feel like the normal way of having children, we
begin to see how this procedure redefines women's view of their role in reproductive
process. More specifically, these responses show how reproduction is now in the
control of reproductive specialists and not the women themselves. Nadia describes a
scenario which further demonstrates how women/couples become alienated from the
reproductive process. Sha said:
When they put the eggs in. it was kind of funny. The doctor was really nice
because when he was doing this, my husband was sitartg in the corner of the mom.
My legs were open and everyone was joking, so the doctor told my husband that he
wasn't in the best position and told hirn to come over to me.
Although these women did not Say that these technologies negate the role they and
their husbands played in the whok process, their description of the IVF process clearly
shows this. These women refer to the doctors, not themseh, as the creators of their

baby.
Nadia's experienœ with IVF differed in that she could conceive but was forced to
terminate the pregnancy because the fetuses did not develop. She talks about her
experienœ when the pregnancy had to be teminated:
With my pregnancy, 1 was spotting a lot around my third month. My doctor kept
telling me that Ijust needed bed rest. And then I got really upset and was scared
to move around. We had also found out that we were having hivins. When I was
spotting I got really scared. but the weird thhg is that I said, 'please God, don? let
me lose these. I dont Gare what happens, I just want them. 1 should have lost them
then. When I was 5 months pregnant, Iwent for an ultrasound. I had gone for an
ultrasound almost right from the beginning because of IVF. When I went back that
time, I sensed that sornething was wrong with them. The woman doing the
ultrasound said she would check with my doctor. I knew there was something
wrong then, but I guess they are not allowed to tell you if there is something wrong
until they check. And then she made another appointment and that is when I
started to really get suspicious. That was when the doctor came and said that there

was something wrong with their brains. They told us that they weren't really
developing a brain. Then they told us to go and see our doctor. I guess because
they are not your real doctor. they don't want to talk to you about it. or maybe they
are not allowed to g i w out that information. So anyway. we went to see my doctor
right away. She told us that one had a problem for sure, and that the other one
didn't look very good either. She said she wanted to do more tests to rnake sure.
This was a Friday and of course we had to wait for the weekend. I think you still
cling on to some hop, you want to think that maybe one will be okay. but in the
back of your mind you know it won't be. The doctor then told us that they both had
it, and of course Istarteâ to cry. Then I said I didn't want them because I was told
they wouldn't r i e for mor than 24 hours anyway. I had to deliver them. I was at 20
weeks exactly. Ikept crying al1 the time and my husband was strong.
I asked Nadia if she would talk more about her emotions at this time. She said she

didn't feal she could. Nadia says she still has trouble talking to people about her
experience.
Sheila was the only woman in this study who was able to cany a pregnancy to terni
with IVF. Conception occurred on her second atternpt. She cunently has two children
conceived through IVF. Sheila talked about her experiences with the procedure, and
why she punued a second attempt even though the first time was difficult:

The NF attempt beJf is a horrendous procedure. It is very, very invasive, you are
getong massive doses of dnigs. The second IVF attempt was bad, you get al1 the
side effects and every day you get bbod drawn. and an ultrasound which is vaginal,
that is very invasive. Every day you sit in this room with 15 other women, and you
get to kmw them. You talk about it like it is nothing, everyone just discusses it. So
it is a very good support system. but it is also very competiibe. Ijust thought in the
back of my mind, 'well. one in three W going to succeed, who is it going to be?' I
was also very nervaus during the second attempt because I kept thinking, 'oh now,
two more.' I didn't know if I could do two more. I know a lot of people only do one
IVF attempt and then Say that is it. Ican understand why. and Ithink you have to
be really, really rnotivated to want to have a child in order to go through this crap
more than once (to have a child). I felt really degraded because the first attempt
hadn't worked and Iwas back there again. Ifelt like a failure. I also think there was
a change in my thought process between the two attempts. The first time I prayed
for a child, that was how desperate Iwas and the second time, al1 I prayed for was
for the strength to get me through this and to make it okay if I couldn't have a child.
I prayed for the strength to carry on.
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The IVF procedure is traumatic.

These women had to endure physical and

emotional hardship thioughout the proœss. Dealing with the failure of IVF was
particularly devastating for these wornen. Many women who participated in ARTs
resented how negatkely reproductive specialists and technicians treated them after the
technologies did not work.

The Exit from Medical Intervention
At the time of my study, Kathy, Nadia and Julia were still actively involved in
medical intervention to achieve pregnancy. Teresa was saving money to punue IVF.

The rernaining seven women stopped pursuing ARTs. Aithough Andrea and Angie
stopped this pursuit before engaging in more invasive ARTs, the other women did this
much later in the process. Sheila, however, stopped when she became pregnant.
For some of the women, the exit from medical intervention occurred because, as
they said, 'they had reached the end of the line.'

In other words, women had

exhausted their treatment options and felt it was time to rnove on. As Lon said,

we decided to not continue after our last attempt. We knew before we got the
results ... because there wasn't any reason to believe that if everything hadn't
worked up until now, that anything would work from then on. If there was a
procedure with a reasonable success rate, well then maybe we would have gone
on, but we just felt there wasnt It was as good as it got We thought, look, we had
an excellent cyck, these people are experts in reproductive technologies, and the
chances of anything being successful now is very, very minimal. So we thought
that it just didn't make any more sense putting more money into this. Overall I feel
at peace. We have done the best we could have. By going through this whole
process, we feel like we put everything we could into it. I don't feel that there is a
great gap in my Me. I went through this for 5 years and right up until the last time
it didn't work, we were still hoping ït would work. There was a period of grieving. for
about a rnonth. It was more grieving than I had expected. but not devastation, just
sadness for both of us.

While Diane says, '1 discontinued treatrnent because the program closed in Winnipeg
and my doctor moved to Toronto. I don't like the current doctor. So if there was a
doctor here that I liked. and that Itrusted. I probably would have tried it again.' Diane
also stopped because she eventually became cornfortable with the idea of adopting a
child. Diane said that although she was at one time obsessed with having her own
child. she eventually began to reevaluate her prioities. Interestingly enough. after
having adopted a child. Diane changed her feelings toward both adoption and
motherhood. she said:
I don't think women who have this real desperation to have a baby, those who are
running amund the world having IVF, really know what it is about. I think some
people are very idealistic and unrealistic. I was definitaly like this back then. I
mean it is wondemil. but Ithink you have to be more realistic. Now I think that I am
lucky that I didn't have to go through gaining weight and the labor. I wanted a baby
, and I was afraid that I could not bond with a baby that wasn't mine biologicaliy.
But I now think it is the same.

Melanie decided she needed to stop seeking medical interventions for many
reasons. One reason was that she became concerned about the risks associated with
these procedures. As Melanie said, '1 started thinking about why I was taking al1 these
pills and what effect they would have on me in 10 years.' Financial constraints also
contributed to the decision to stop.

Melanie said that they had already invested

thousands of dollars in reproductive technologies and a few more on alternative
medicine. She feit that she couldn't continue to do so. Another reason Melanie
decided it was time to stop was that she felt she had to regain control of her Iife.
Melanie says.
My ideas about having a child changed over those years. I think once you use up
al1 your options and you finally realize you are not going to have a child. you have
to change because if you don't. you get affected with this; you become obsessed

with it. It gets to the point where it mns your life, and so we both had to Say, no
more.
Rita also began to feel this way. she said:
I went to a conferenœ in 1993 that really had an impact on me. It was so good.
and what realiy affected me was when this women was saying things Iike. 'are you
going to continue to be a victim of this. or are you going to take your lik back.' It
was just what I needed to hear. Ijust klt so depressed and jusfïably so. I just felt
like poor me, I was angry, I had quit work. Ijust thought it was a very important
time to Say, move on.

Other studies have found shilar reasons for why womenlcouples discontinue
medical treatment (Lasker and Borg, 1987: Litt et al.. 1992; Harris, 1994). These
reasons are similar to those which were given by the women who did not punue ARTs,
or by those who punued less invasive procedures.

These wornen wanted a child, but decided they could not continue on the medical
pathway. Physical and mental exhaustion, financial depletion and a need to move on
pushed these women to cease medical intervention. For some women, the desire to

regain control of their lives also contributed to this decision.
For Kathy, Julia and Nadia. ARTs continue to be a part of their lives. Teresa had
not yet expeiienced asskted reproduction because of financial constraints. At the time

of the study, Kathy was going through ber last IUI attempt. If this procedure was not
successful. Kathy was prepared to try IVF. We talked about why she would continue.

Her reasons were no different than those provided by the other women who continued
wiai ARTs. except that Kathy felt adoption would be more dificult for her because she

is single. Kathy said:
I feel that if I don't try everything, I will never know. ... I am going to have a harder
tirne adopting through Child and Family Senrices. They have told me that being
single shouldn't really matter. but I have heard about the problems other people
have. I will continue with IVF because I want to try everything. If the

hypersümulation doesn't work. then the oniy other thing 1 can try is in vitro and I do
sort of want sornething that is genetically related to me.
Julia does not believe she will continue with ARTs if the IUI is not successful. Idid ask
her ifshe would pursue IVF l the IUI is not successful. She said:
I dont know. We would first have to find out that 1 was having problems and even
after the year, we wouldn't know for sure if I was having problerns. IVF wouldn't
irnprove the situation because it still wouldn't be my husbands child, and t is a lot
more expensive. 1 dont think we would go that route. No, if we were not
successful after the year, we would probably try a little longer and then look into
adoption. We also wouldn't have any better chance of success and we would just
be on a worse roller coaster ride.

Nadia has gone through one IVF attempt and has decided to try two more attempts
before considering adoption. She says:

What I would like to do. if we cm, is the fast time I had 10 eggs retneved and they
froze five. They keep the fiozen eggs for you for $100.001month and then they will
submit you in for only $300.00 and that will be the whole cost. This means they
won't have to retrieve the eggs anymore. They will just have to put them in. I am
planning to go this fall and later again in the winter, and then after that, no more. I
know there are a lot of people out there who have tried IVF 12 times. Some people
really want children that bad that they would go so many times, but I think that 1
could look into adoption.
All of the women who participated in ARTs said that they did not regret having done
so, and that in fact, this intervention helped them to work toward resolving the infertility.
In other words. their having participated in IVF led to some sort of closure. Lori said.
'1 feel that for us, we needed to go through that to let go. If we hadntt gone through

with it, we would have always thought, what if?' M i l e Diane says. '1 dont know if I
have any regrets. I don't know how I could have done things any differently.'

For these women, and al1 the women in this study, infertility does not disappear.
These women continue to live with this problem and often the stigma attached to being
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infertile.

However, the women work toward reaching a stage where they feel

cornfortable with the decisions they have made.
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Chapter 7: Discussion and Conclusion
The main purpose of chapter 6 was to allow the women's voices to be heard and to
show the similari2ies and difkrences behneen women who are faced with infemlity in an
age of ARTs. The purpose of this chapter is to discuss how the decision-making
process surrounding infertility, and the options available to women for overcoming
infertility are alienating in several respects.
According to some sociaiist fwninkts. we can best understand women's oppression
in this society through the examination of alienating social experiences. This involves
addressing those experiences that 'separate women from al1 those processes and
people she needs to achieve wholeness as a perronn(Jagger. 1983). Jagger (1983)
states that "women's alienation from their sexuality and ftom motherhood are among
the most obvious foms of women's alienation in contemporary society." Women's

alienation from these experiences occun because society restricts women's control
over their reproductive lives.

As shown throughout this study, various social,

economic, political and technological conditions shape women's view of the world and
ultimately influence the decision-making process surrounding their reproductive lives.
Further, these conditions shape women's experiences of ARTs and adoption.
Regardless of whether a wornan opts for adoption or ARTs, she is alienated from
herself, others, the process of reproduction and the products of reproduction because
of the social context in which she finds herseIf.
Amrding to socialist feminism. society altenates women from the products of their
reproductive labour because others decide if, and when. women will have children
(Tong, 1989). As well. a woman is alienated from the process of her reproductive
labour because others take control of the birth process and now,because of ARTs.

163

doctors take control of the process of conception. Society fuither alienates a woman
from herseîf and othen because she is denied penonhood outside of socially
constwcted gender roles.

For socialist feminists. 'reproductive freedom is

incompatible with compulsory heterosexuality and mandatory rnotherhood, or wiai
economic inequalw (Jagger, 1983).
Like women in previous studies. the women in this study had similar experiences
and reasons for making certain reproductive decisions. I did not find any substantial
differences between women when the infertility factor dHered. I did discover, however,
that when wornen are faœd with ferülity problems. they do not al1 make the same
choices. Although the women differ in their final decisions, they al1eventually reach the
point where they feel they have done everything they are willing to do to have a child.
Some women may choose to seek ARTs to have a child. When they do not have a
child, even with ARTs, the quest eventually ends because of physical and emotional

exhaustion. Women also reach the point where they need to refocus their priorities
and regain control of their lives. These factors contribute to the exit from medical

intervention.
According to the women in this study, the final decision about whether or nat to
pursue ARTS occurred by balancing their and their parbien' penonal desires and
beliefs with social constraints and practical considerations. Not al1 of the women chose
a similar path, but they al1 descnbed their final decisions (which may have changed

over time) as a personal choice, and not necessarily as a choice imposed by outside
forces. When prompted, some women in this study did talk about societal influences
and constraints. but typically. these women viewed their decisions as stemrning from
within and as something they needed to do for themselves.
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Although wornen described their decision-making as stemming from within. I used
elements of socialist ferninist theory to try to unravel how women are alienated from
the decisionmaking process. I found the concept of alienation relevant to this study
because throughout the data. I found evidence of how women are excluded from the
decisions affecting their reproductive I b s . More specifically, the data shows that
women's reproducthre decisions are often wnstrained andJor influenced by social.
economic. political and technological factors. I used the concept of alienation to
understand how various beliefs and practices shape how wornen view the worid so that
the decisions they make are often to please othen and not themselves. I used
alienation to conceptualize how oppressive ideologies and structures limit women's
control over their reproductive decisions and hence Iimit the choices available to
women. Pronatalist ideologies, the prkatued costs of ARTS, the patriarchal nuclear
family and the medical systern prevent women from having reproductive freedom. As
well, technological changes have altered women's experiences of procreation. These
factors shape if and under what circumstances women will have children. Further. the
concept of alienation helped me to understand how women are separated from al1 of
the decisions surrounding ARTS and adoption. It is not women who decide whether
they can have access to ARTs or a child, nor do women control the proœss of
reproduction when choosing either option.
The data suggests that the women in my study were alienated from their
reproductive decision-making. No matter what option these women chose, they had
little choice over these decisions because society has lirnited the choices available to
women who want a chiid. Many women in this study described adoption and ARTs as
their option of last resort, as risky and unsafe, but felt compelled to punue either of
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these options to have a child. I discovered that whether the decision was to adopt or
pursue ARTS, the women in this study experienced a sense of allenation from
themselves, others, the process of reproduction and the produds of reproduction.

The women's narratives on adoption suggest that this experienœ alienates women.
Most women cannot fteely consider adoption as an aiternative because it does not give
them a child of their own (Le.,with a genetic Iink). The women in this study struggled
with oppressive ideologies (some of which they had intemalired) that push women to
view motherhood as necessary for women, and biological motherhood as an essential
aspect of femininity. If a woman chooses adoption, she is alienated frorn herself as a
woman. She comes to believe that her body, the source of her creativity and potential
as a human being, has failed her. She views herself as less of a woman because she
has not given birth to this child. When women view reproduction as central to a
woman's identity, adopting a child cannot satisfy this socially constructed belief.
Adopting a child also alienates wornen from others. primarily other women. When a
woman adopts a child, she feels a sense of 'othemess' from women who have had
their own children, because she has not fulfilled her biological destiny.
Adoption alienates women from the pmducts of reproduction because others
control if she will have a child. As some women said, only the chosen patents get a
child. Many women find adoption fnistrating not just because of the Iirnited number of
adoptees, but also because others have control over who is woraiy of having children.
The parents do not fkeiy choose whether to adopt. Essentially, the child care worken,
and the private agents have the final Say in who can adopt. The adoption process is
very intrusive and potential parents are subjected to rigorous screening. Potential
parents must meet certain criteria before the adoption program accepts them.
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Adoption is generally more dficuit for older coupies. and single women (Denny, 1994).
As with the medical system, the adoption systern functions as a gatekeeper,

detemiining who can and cannot adopt. The inabilîty to control the gestational
environment and the laws on adoption further reduœ women's control over the
adoption process.
A woman's potential to choose adoption freely as an option is thwarted because
she is alienated from the process of reproduction. Women cannot escape the way in
which parenthood is defined in this society. The focus on genetic parenthood prevents
many women from seeing the value of nurturing and caring relationships outside
biological motherhood. It is not the woman who bean the child and therefore she feels
alienated from the child.
When women/couples do not meet the adoption criteria, or if a child is unavailable,
they have lime choice but to pune ARTs, or remain childless. As discussed earlier,
remaining childless is rarely an option for most women until they have exhausted other
possibilities. The lack of alternatives may push sorne women to pursue ARTs to have
a child. Furthemore, the ways in which women are alienated from themselves, others,
the process and product of reproduction. if they choose adoption, are the reasons why

they may opt for ARTs. Women believe that through these technologies they can
achieve wholeness as a woman, by experiencing pregnancy and childbirth. If a woman
does not choose to seek ARTs, she will continue to feel alienated from herself and
from others because she does not have a child.
Social noms constrain women when deciding about these technologies because
they infomi women of the significance of motherhood for women's identity. If wornen
believe that they derive their sense of selfinrorth from their reproductive capacities,
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then their freedom to chwse these technologies will be denied. Economic factors also
constrain women when making decisions about ARTs. If women do not have access
to adequate economic resources, then they are unable to seek medical intervention to
achieve pregnancy because of the privatized costs of ARTs.
Besides social and economic conditions, technological changes have altered
women's decision-rnaking. The availability of ARTs contribute to women's alienation
because women feal compelled to punue techniques that will give thern a geneticaliyrelated child. As discussed throughout this study, there is a great push toward having

a child of one's own in this society. These technologies give the promise of providing
a womanlcouple with a child of one's own. Technological changes also limit women's
control over their reproductive decision-making because they have becorne the socially
acceptable alternative for overcorning inferülii In other words, women feel cornpelled
to seek ARTs because this is an expected pattern to follow.

As has occuned

historically with other medical practices, reproductive experts have transformed ARTs

into routine reproductive practices. For those women deerned eligible, seeking medical
intervention to achieve pregnancy is not necessarily a choice. but most often an
expectation. If a woman does not pursue ARTs, she is alienated from othen because
she is just not trying bard enough to have a child. The women in this study said that
others queried them as to whether they had tried everything available to achieve
pregnancy. If a woman doesn't try everything, then others view her as not being
serious about wanting to be a mother.
What was evident in this study is that when women use ARTs. these technologies
further alienate wornen from themselves. For many wornen. reproductive technologies
deny women the freedorn to experience a sense of personhood outside the role of
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biological mother because ARTs reinforce the significance of genetic parenthood.
These technologies also make 1 more difficult for wornen to accept the significance of
nuituring relationships as opposed to biological motherhood. When ARTS do not work,
a woman's potential to achiew wholeness as a person is further denied because she

views herself as a failure.
When others decide if women will have children, they alienate women from their
bodies. In other words, society prevents women from freely developing their
reproductive capacities because women are pressured to make decisions according to
what is valued by society. As well, these technologies control who is worthy of having

a child, and reinforce to women the significance of having children. When society
interferes with women's rights to decide whether to have children, or when it informs
women of the conditions under which motherhood is acceptable, society denies them
a sense of control or mastery over their bodies.
Lastly. conceptive technologies alienate women because dodors manage and
control the reproductive process. Technological developments have alienated women
from the birth process ever sinœ doctors took control of this experience.

Now,

however, women experienœ new foms of alienation. Docton largely control the
process of reproduction for those wornen using ARTs. Doctors inseminate women.
'harvest' eggs, and then unite these eggs with spem in a petri dish to produœ a fetus.
In other words. doctors are making babies, not women. Wornen are no longer 'real'

participants in reproduction. These technologies redefine a woman's view of her role
in her reproduction. Reproductive technologies reduce a woman's role in th is activity
to a reproductive vesse1

- someone who

houses this precious product.

These

technologies reinforce that women are merely instruments in the reproductive process,
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and negate and devalue women's roie in this process. When ARTs fail women. as the

-

frequently do, women are then seen as empty vessels with bodies that have let them
down-

Conclusions
Infertile women have few choices when trying to overcome infertilïty. If a woman
wants a child, she is left with two choices, adopt or seek ARTs. Both options are risky,
and do not necessarily give a woman a child. If one approach doesnrtwork, or if 1 is
inaccessible, then women generally seek the other alternative. Both options alienate
women because they limit womenrs control over their reproductive lives. In many
ways, infertile women are damned if they do. or damned if they don't. These women
choose either ARTS, or adoption. or both, out of neœssity and not necessarily because
they have been given the rights, the powet. or the control to choose either option freely.
Clearly, the women in my study were making choices in a world that rewards some
choices and fmwns on othen. Society continues to value women for their motherhood
role. Although women have made great strides in other areas of their Iives, society still

values them for their ability to have children. Society continues to socialize young girls
to accept motherhood as their ultimate role in life. However, there are restrictions
placed even on this. Society teaches women that motherhood represents womanhood,
but only within the confines of the nuclear farnily. By shaping women's options and
beliefs, women b e r n e alienated from their reproductive Iives. In other words, various
social processes restrict women from freely choosing motherhood. adoption. or ARTs.
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Women relinquish control of their reproductive lNes even further when faced with
infertility. These wornen experienœ the greatest sense of alienation from their
reproductive lives.

What was once an experience unique to women has b e n

appropriated by a maledominated profession. Reœnt technological developments
have redefined a woman's role in reproduction so that men. not women. produce
babies. These technologies have pushed many women to pursue medical intervention
to achieve pregnancy. In trying to overcome infertility in an age of ARTs, many infertile
women place themselves at great risk and are denied the opportunity of letting go of
the desire to have a child of their own until they have exhausted all of the options
available to them.
We cannot deny that wornen's decisions surrounding motherhood, infertility and
ARTs are inextricably linked to the wider social structure. Although appearing as

personal choices, reproductive decisions are influenced by the social. economic and
political structure. Pronatalist forces condition women to want children. and more
specifically genetimlly-related children. For those women who want to, but cannot
have children, this can be a very traumatic experience. Women live in a society that
views the childless woman as a failure, and she cornes to believe that her body is

diseased. Wth these feelings, she must deal with a system that tells her that her only
hope is a medical cure. However, this medical cure involves an endless array of
reproductive technologies that wornen must exhaust before they c m accept
childlessness. These women are further limited because adoption is not presented as

a suitable option because many women acœpt biological motherhood as the essence
of the matemal bond. As well, the process of adoption prevents women from having
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much control over this situation. In the adoptive process, child care workers, private
agencies and the legal systern control who is worthy of adopting a child.

To that end. we can begin the pmcess of understandingwhy women pursue ARTs,
or why they persist in treatment at any cost In many ways, women have little choice
when it cornes to ARTs. Clearly, women will continue to seek ARTS, or any other
method that has the potential to bring a child into their lives. This study has shown the
importance of continuing the struggle to inctease women's control over their
reproductive fives. However, in doing so, we cannot forget that women want children
and will continue to want children. This desire creates a great deal of pain and
frustration for those women who want children, but cannot have them. These women
are left to make decisions in a worid that gives them few real options.

Strengths and Limitations of this Study
To begin with, this is an exploratory study and only fifteen women participated in

this study. Therefore, I cannot generalize my findings to al1 women experiencing
fertility problems. As well, my sarnple consisted of women who were white, mostly
well-educated, and rniddle-to upper-middle class. This is usually unavoidable when
dealing with reproductive technologies. These technologies are expensive and often
limited to a select group of women. Another limitation of my sample is that four of the
women participating in this study belonged to the WISG. This support group may have
exposed the participants to information that increases womenls awareness of ARTs.
Of interest, however, is the fact that none of the WSG women resisted ARTs, at least
not initially. Nor were they more likely to be skeptical of these procedures. I found the
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other women more likely to question these technologies. Another limitation of my
sample is that al1 of the women were self-selected. lndividuals willing to participate in
studies di&r in that niey are fkquenfly the most articulate, accessible, or h~h-status
members of the group" (Sandelowski. 1986:32).
My own experience as an interviewer is another limitation of this study. As
discussed earlier, as the data collection progressed, I became more cornfortable with
the interview proœss. Essentially, I was better able to elicit information from the
women as Imatured as an intetviewer. Therefore, the data may better represent some
women because I was more experienced at intetviewing and not necessarily because
these women had more to Say.
That men did not participate in this study is another limitation. Infertility is often a
couple experience and for the most part. I have not addressed men's experiences of
infertility in this study. As I discussed earlier, I did not talk to men because this
research was woman-centred. I wanted to understand the decision-making processes
of women. Nevertheless, infertility does affect men as well, and therefore

understanding this experienœ from a man's perspective would add to the current state
of knowledge on this issue. It would be woNi trying to uncover whether men perceive
fatherhood, adoption and ARTS dflerently than women.
Lastly, my own values, beliefs and emotions have influenced this study. I chose
this topic because I feel passionately about iî and therefore my subjectivity has
influenced both the collection and interpretation of the data. However. as I stated
earlier, I never intended to represent myself as an 'objective' social scientist who can
be indifferent to her research subjects.

I also believe the notion of "value free

researchnis often misleading. Researchen are human and hold values and beliefs
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that influence every stage of the research process, from the selection of the research
topic to the analysis of the data. This does not mean that as a researcher, I could not
distance rnyseif from the women's responses during the data analysis.

I tried

thmughout this study to refiect on how my feelings and values influenœd my
perception of these women's lives and decisions.
I chose to allow the wornen's voices to be heard in this study because l believe it is

our responsibility to consider the present day circumstances of infertile women.
Although I firmly believe that these technologies are not in the interest of women. I
cannot ignore the subjective reality of the 15 women participating in my study. We
must respect and consider women's desire for a child. As feminists, we must develop
a system that gives women as much control over their reproductive lives as possible.

This study contributes to the cuvent state of knowledge on infertility by allowing
women's voices to be heard. The data suggests that overcoming infertility in an age of
ARTs is an alienating experience for infertile women. This study also provides a
unique approach to understanding the decisionmaking process when women are
faced with fertility problems. As stated earlier, women who decide to punue ARTs are
damned if they do, or they are damned if they don't. We need to acknowledge that
women rnay choose these options not because they want to, but out of necessity.
Society has leff many infertile women with little choice over the decisions surrounding
their reproductive Iives.
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INTERVIEWGUIDE

1. I was wondering if you cou# begin by teiling me a i i i bit abwt yourseif?

2. Now, can you tell me a

bit about your reproâuctive history?

II. Quegbions Reladedto M o t h e h o â :
3. Wh~kp u ware graivrig up. do p u recall thinking about ha* children? 00 you
remember what your ideas of a family were when you were growing up? Can you
tell me about this?
4. Did your ideas about having chiidren change whiie you were getong older? Can
you talk b me about mis?
5. DÏd you ever considsr not having children? Can you tell me why, and if yes, what
changed your mind?

6. VVhat does having a chi# mean to you penonally?

7. A number of people think that the sdcjety we îive in plays a role in women
wanting to have children. How do you personally fée1 about mis?
8. Can you take me through your experiences when you fiist decided to sstart having
children? Could you tell me what motivateci this decision?
III.Questions RelatedC Infertilw and Assisteci Reproduction:

9. Can you tell me a l i i bit about what yw erperienced when you first reaked
that you could not amceive. or when the pregnancydid not go to full km?Can you
explain why you became conœmed at this tirne. and not earüar? M a t were your
feelings?
10. Can you naw teH ell about what you decided to do once you rearwd a problern
existeci, and why?
11. I was wondering if you coukl tel me about your experienœ with assisteci
reproduction. How diâ you kam about AR? M e n diâ you fint have contadwith
this, and why? Or can you tel me why you degded to not seek medical assistance?

For Women Who Have Had Medical Assistance
12. Ncm, can you tel! me in greater detail the m e d i treatment you received, and
what your erperiences were with these? Wak me through that erperience.
13. Can you tell me about what made you continue seekhg madical assistance?
14. Can you tell me when you discontinuecl rnedml batment and why? Or can
you tell me what mothrated you to rot enter înto an NF programme?

Women in M: I would now like to ask you sorne questions about your experiences with
in vitro fiertilization.
15. M a t mede you fiMliy decide to try mis procedure?
16. Could you take me through yout experienœ with IVF?
17.1 want to ask you a litlle bit more about M. More speakally, what are your
general kelhgs towards this procedure?
18. Is there anything else you woukl like to share wiai me?

19. Can you talk to me about your hopas, dreams and maybe even regrets you
have had about the decisions you have made?

APPENDU B
SCREENING QUESTIONNAIRE

SCREENING QUESTIONNAIRE

1. Have you had any experienœ with assïsted reproductive technologies? Could
you piease tel me what type of k ~ enhancement
l i
methods you have reœived,
such as ferolity dnigs and M?

2. Are you aware of the cause of the infertiiii problem? In othet words, has a
diagnosis k e n made as to whethet or not the cause is female factor. male factor,
or u n k n m (Ïdiopathic).

APPENDIX C
WISG INFORMATION LEITER

Greetings from the IAACIWpg.:

-

I hope this letter finds eyeryone well and in good splrlts.
I'm wrlting to inform you of an opportunity some of you may be
interested in. Recently. I was approached by a University ,
- student by-thename of Yvonne Spyropoulos. She is working on
her Masten in Sociology wlh specMc interest In women's Issues.
In her thesis, shê is pursuing the topk of infertllity from a
woman's point of vlew. As her enclosed letter states, Yvonne is
focusing upon the decYion-maklng processes women go
through kvhile contemplatlng optfons avalbble to them ARTS,
IVF, adoption, chld-free Ilvlng. I have met wlth Yvonne and am wtisfled of her genulne
concern for women with regard to these issues. She h a s asked
me to approach anyqne i feel might be wiliing to participate
in an interview. Her letter proviaes more detaii regardlng
duratloh and process of these interviews. Yvonne is looking for
women who have tried or are in the-processof trying Amficial
Reproductive Techniques such as artlflcial insemlnation, dtug
therhpy. etc. but not IVF; women who have tried or are trying
IVF; and women who have opted out of any treatments other
than the Initial tests and procedures. The project is a b open
to women whOse pgrtners are infertile, those with unexplained
infertillty. as well as those who are infertile themseives.
If anyoneis interested. you may get In touch wlth Yvonne
at the number listecl on her lettei. If you would llke to speak
with me further before Contacting.Yvonne, feel free to caN me
a?669-4913.1 hope $orne of you do decide to help Yvonne as
projects such as hem can only heip to emphasize our special

-

needs and problems.

Candace Propp
IAACIWpg -WISG facilltator

APPENDIX D
ETBnCS C0MMITTE:E APPROVAL

U n i v e r s i t y o f Manitaba D e p a r t m e r i t u f Suciology
E t h i c s R e v i e w Commit tee

PROJECT TITLE: Overconing infertility i n an age caf assisted
reproductive techriologies
The proposal as currently descr ibed is

-X -ethically

acceptable as is

e t h i c a l l y acceptable ifchanges b e l o u are m e t
e t h i c a l ly unacceptable
Problsms w ï t h the prctjsrt:

Chair,

E t h i c f Review Cornmittee

APPENDIX E
INFORMATION SHEET AND CONSENT FORM

Overcoming Infertility in an Age of Assisted Reproductive Technologies
I am presently in the graduate progm. in the Department of Sociology, at the
University of Manitoba. In partial fulfilrnent for my Masters degree, a thesis is required.
This thesis involves conducting a study that is relevant to sociology. The area I have
decided to study relates to infeitility and assisted reproductive technologies. The title
of my study is 'Overcorning Inkrtility in an Age of Assisted Reproductive
Technologies.' The researeh will invoîve interviews with women who have experienced
inferblity problerns. The overall purpose is to discuss your feelings and experiences
about motherhood, infertility and assisted reproduction. with a view to understanding
the decisionnaking process that women use.

Your invoivemnt in this study consists of an interview lasting approximately 60-90
minutes. This interview can be conducted wherever you feel most cornfortable. I will
be using an audio tape recorder, and I will take notes during our session. Our
discussion will remain confidential and your identii will remah anonymous. You will
also have a chance to review the transcripts. I will also send you a copy of the
findings, if you would Ike. This study is completely voluntary, and you can withdraw
your participation at any time. You may also decline to answet any questions you
would rather not talk about.
Thank you very much. If you have any questions. or would like further information,
please feel f'ree to contact me, or my faculty advisor.

Evanthia (Yvonne) Spyropoulos, BA

Principal Investigator
Yvonne Spyropoulos
#10A-220 Hugo St. North
Winnipeg, Manitoba
R3M 2N3
(204)475-8489

Faculty Advisor
Karen RI Grant Ph-D
Associate Dean
FacuIty of Arts
University of Manitoba
Winnipeg, Manitoba
R3T 5V5
(204)474-99 12

Overcoming Infertîlity in an Age of Assisted Reproductive Technologies

CONSENT FORM

, agree to participate in the study,
1,
'Overcoming Infertility in an Age of Assisted Reproductive Technologies.'
Ihave read the attached inmation sheet on this study. Ihave also been inbrmed
as to the nature and purpose of this study. I agree to meet for an intetview of
approximateiy 60-90 minutes to discuss my experiences and feelings with regard to
motherhood, infertility, and assisted reproductive technologies. I agree to have my
responses audio taped. My identity will not be revealed in published reports on this
research. I have also been informed that I will be able to review the transcripts, and I
will receive a summary of the results, if I so desire. I understaml that the information
gathered in the course of this research will be used in the preparation of a Masteh
Thesis in the Department of Sociology.
I understand that participation in this study is completely voluntary. I also
understand that Ican refuse to answer any questions, and that Imay discontinue my
participation at any time.

Do you wish to receive a summary of the findings?
[ ] I wish to receive a summary of the findings.
[ ] I do not wish to receive a summary of the findings.

(date)

{signature in ink)

(researcher)

