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Preface: The Complex Multidimensional
Pathways and Barriers to Parenthood

Much has been written over the years concerning the transition to parenthood.
Some authors relate only to the joy it brings, while others concentrate on
psychopathology in the pre- and postnatal periods. Some look only at women,
whereas others consider couples. Many address infertility as a medical obstacle on
the path to becoming a parent, while others explore its psychological consequences
for women, men, and their offspring’s development. Little attention, however, has
been devoted to an attempt to consider the medical, psychological, ethical,
epidemiological, cultural, and clinical aspects of the journey to parenthood in
parallel, and to view this challenging journey from the beginning, the desire to
become parents, through pregnancy and the expectations and experience of
childbirth, to actual parenthood. This book attempts to do just that, offering a
multidimensional look at these highly complex and sensitive issues.

The first section is dedicated to the quest for parenthood, along the barriers it
may carry. It includes chapters relating to the meaning of parenthood and its effect
on meaning in life, as well as fertility, infertility, and reproductive technology from
different angles and theoretical perspectives, including psychological, medical, and
cultural implications, the couple and the individual, the impact of the media, the
short- and long-term consequences of treatment, and alternative methods of pur-
suing parenthood.

In Chap. 1, Jessica L. Morse and Michael F. Steger present the most recent
conceptualizations of meaning in life, which they consider the feature that most
distinguishes us as human beings. Second to this, they claim, is humans’ need to
understand their role as parents. Interestingly, though meaning in life and parent-
hood have each been studied extensively, only few authors address their inter-
connections. Morse and Steger argue that regarding parenthood as an existential
issue may yield new insights into the profound impact that parenting—or trying to
become a parent—has on people’s lives.

In Chap. 2, Brennan Peterson and Jean Marie S. Place delve into one of the most
painful and frustrating barriers to becoming parents: infertility. Focusing on the
couple level, they claim that infertility represents an interruption in a couple’s
normative life course. As they attempt to resolve this medical problem, they
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experience substantial emotional, physical, psychological, and financial stress. The
authors review coping strategies as well as counseling strategies that may provide
tools to help navigate the infertility experience, strengthen the couple relationship,
assist in decision-making, and moderate feelings of grief and loss. In addition, they
discuss the evolving issue of fertility awareness, stressing that infertility can also be
addressed by enhancing primary, secondary, and tertiary prevention strategies.

In Chap. 3, Vera Skvirsky and Orit Taubman – Ben-Ari deal with the damage to
the individual’s identity and well-being resulting from infertility. We show how
coping with this problem can generate distress, anxiety, and sense of loss, failure,
and pain throughout the process, from the initial consultation with a fertility spe-
cialist to achieved pregnancy and parenthood. The chapter examines the infertility
experience at different stages in the journey to becoming a parent, with special
emphasis on the beginning of fertility consultation, and relates to a number of
contributors to both positive and negative outcomes for the individual.

In Chap. 4, Henny M. W. Bos and her colleagues discuss infertility from a
cultural perspective, stressing that fertility care for involuntarily childless couples is
not a high priority for governments in developing countries, where population
growth and life-threatening diseases are of greater concern. Nevertheless, fertility
problems may have an enormous negative effect on the life and well-being of
couples in these countries. The authors examine the case of Kenya, presenting the
findings of a mixed method study among individuals dealing with infertility.

In Chap. 5, Shirley Ben Shlomo and Oneg Kabizon-Pery analyze the issue of
infertility within the sociological framework of modern media, showing how the
media influences the shaping of social perceptions of fertility and fertility treatment.
The authors present a study based on the theory of social construction of values and
perceptions in which they performed a semiotic analysis of items relating to child-
birth and fertility in the Israeli media. They demonstrate how the linguistic and visual
aspects of these items reflect a specific cultural point of view and shared values.

In Chap. 6, the outcomes of fertility treatment from a medical standpoint are
considered by Adel Farhi, Saralee Glasser, and Liat Lerner-Geva. They present
statistical evidence of the frequency of assisted reproductive technology
(ART) treatments worldwide, as well as in Israel, and raise concerns regarding their
safety and their effect on the infant’s physical health and emotional well-being.
Reviewing the literature on long-term outcomes for children born following ART,
the authors conclude that despite variations in assessment scales, the growth,
development, and cognitive functioning of these children are similar to those of
spontaneously conceived children.

The first section ends with Chap. 7, by Olga van den Akker, who considers the
growing phenomenon of transitioning to parenthood using third-party-assisted
conception and surrogate motherhood. Although a solution to various barriers to
parenthood, this approach evokes problematic issues, including commercialization
and commodification, inequality in access to assisted conception services and
choice of third-party input, and questionable human rights and psychosocial welfare
practices. In addition, the anonymity and marginalization of the donors and sur-
rogates raise psychological, social, health, and ethical questions for donors and
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recipients, and potentially for others in the extended family. The author describes
the implications of these concerns and calls on future research, policy, and practice
to address them.

The second section of the book is dedicated to prenatal issues and the path to
parenthood. It includes chapters relating to resilient ecologies for the prevention of
parenting stress, decisions about a new familymodel, and concerns regarding selecting
the sex of the newborn. The final chapter in this section discusses the desire for par-
enthood and relevant parental decisions through the lens of Terror Management
Theory, an existential view of individuals’ discourse with the threat of death.

In Chap. 8, Michael Ungar, Kristin Hadfield, Nicole Bush, Amélie
Quesnel-Vallée, and Igor Pekelny discuss the social ecology of resilience as a
framework for understanding how prenatal stress impacts child development. The
authors consider several protective and promotive factors and processes associated
with resilience, particularly those involved in mitigating the impact of prenatal
programming of maternal stress. They claim that the problem of stress on mothers
should be viewed multi-systemically, on the genetic, neurological, psychological,
social, and economic levels, and that solutions need to be equally complex.

In Chap. 9, Dorit Segal-Engelchin, Sarah Jen, and Pauline I. Erera deal with one
of the new family configurations, the “hetero-gay family,” comprised of a gay man
and a heterosexual woman who choose to conceive and raise a child together
outside of marriage. Though not sharing a residence, both birth parents are actively
involved in their child’s daily life and in child-related decisions. The authors dis-
cuss the motivations for choosing the hetero-gay family and show that they are
largely similar for men and women, with both sides tending to hold a traditional
view of the ideal parental model.

In Chap. 10, Gil Siegal provides an extensive review of the medical possibility
of choosing the sex of an unborn child and discusses the legal and ethical issues
involved, as well as additional issues, including gender stereotypes, discrimination
of women, personal and parental reproductive autonomy, and abortion. These
concerns have led different societies to come up with diverse solutions, reflecting
their particular circumstances, social norms, culture, history, and religion. Siegal
considers the Israeli solution in depth, describing how it demonstrates Israel’s
unique autonomous status among Western liberal democratic nations.

In Chap. 11, Sheldon Solomon presents Terror Management Theory, which
holds that humans are unique in their awareness of the inevitability of death. As
death awareness gives rise to potentially debilitating existential terror, it is managed
by embracing three devices: cultural worldviews, self-esteem, and close relation-
ships with significant others. Viewed from this perspective, becoming a parent may
have social and psychological benefits on the one hand, and frightening aspects on
the other. Solomon provides not only a theoretical overview, but also an empirical
account of how parenthood arouses and lessens existential anxieties.

The last section of the book revolves around perceptions of childbirth and their
effect on women’s later distress and well-being, as well as early parenthood and the
concerns it brings with it. The chapters in this section relate to challenges in
promoting health among new parents, personal growth in the transition to
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parenthood, an existential psychotherapeutical view of new parenthood, and new
insights into attachment theory and its relation to parenthood.

In Chap. 12, Susan Ayers and Alexandra Sawyer consider the changes inherent
in the transition to parenthood in terms of mental health problems, whether pre-
existing or new. They show how for some women, pregnancy and childbirth can be
traumatic, perhaps even leading to posttraumatic stress disorder (PTSD). The
authors stress the importance of identifying factors that determine a woman’s
experience of birth and its impact on her and her infant’s mental health. They argue
that viewing childbirth and its consequences from both a risk and a resilience and
personal growth perspective will enable the design of interventions which ensure
that women adapt and thrive, and note the practical and political advantages of
adopting this approach in healthcare systems.

In Chap. 13, Miri Scharf, Pnina Isenberg-Borenstein, and Rachel Marcow
Rosenberg focus on difficult experiences associated with childbirth, and their
imagined and actual implications on future parenting. They contend that struggling
with difficulties might result in a higher level of functioning than previously
exhibited. The authors present two studies, one on the experience of stillbirth and
the other on traumatic labor, which reveal factors that may promote positive change
and increased strength in the face of adversity on the road to motherhood.

In Chap. 14, Noga Levin-Keini and Shirley Ben Shlomo present an existential
approach to the transition to parenthood. Relying on Irvin Yalom’s theoretical
existential model, they show how first-time mothers and fathers are confronted with
basic concerns of death, freedom, isolation, and meaninglessness. The authors
provide two clinical examples, using them to demonstrate the way in which the
challenges associated with the transition to parenthood arouse such concerns. They
conclude by proposing a therapeutic intervention model based on existential
concepts.

In Chap. 15, Martin S. Hagger and Kyra Hamilton relate to the transition to
parenthood as a period of considerable challenge and stress (e.g., loss of sleep,
limited “leisure” time, restrictions on social life, and difficulties in managing a
work–life balance and maintaining health habits). These challenges can have
deleterious effects on parents’ health and well-being. The authors review social
cognitive theories and call for the identification of strategies that parents can adopt
in order to initiate and maintain both their own and their offspring’s health
behaviors at this time, thereby increasing their physical and psychological health.

In Chap. 16, Orit Taubman – Ben-Ari presents the latest findings regarding the
personal growth (also known as posttraumatic growth or stress-related growth) of
men and women during the transition to parenthood. The chapter reviews associa-
tions between level of stress, personal and external resources, and demographic
characteristics on the one hand, and personal growth on the other, and considers the
development of personal growth over time. It relates to normative parenthood to a
single baby, as well as special circumstances, such as delivering twins or preterm
babies or being a single mother by choice.
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The last two chapters in this section call on attachment theory to explain the
transition to parenthood and early parenting. In Chap. 17, W. Steven Rholes and
Ramona L. Paetzold discuss the transition to parenthood from the perspective of
adult attachment theory, revealing the way attachment styles relate to new parents’
experiences. The authors consider not only problems that dysfunctional or insecure
attachment styles can arouse, but also the possibility of a shift from an insecure to a
secure attachment style, and show that growth in attachment security can result
from support for one’s relationship partner. They conclude by proposing new
directions for the study of attachment theory in the transition to parenthood.

In Chap. 18, the final chapter in the book, MarioMikulincer and Phillip R. Shaver,
claims that parenting is managed by two behavioral systems: attachment and care-
giving. The authors review theoretical and empirical evidence concerning the link
between these systems and the ways in which individual differences in each shape
functioning in the other. They show that heightening attachment security yields
sensitive and responsive caregiving, which may be translated into positive and
growth-oriented parenting. They therefore suggest that enhancing children’s sense of
security not only has numerous benefits for the children, but also serves as a positive
modeling of parenthood, which in turn can make them good parents in the future.

Paulo Coelho wrote that “life is not about good answers, it is about interesting
questions.” The forty-five contributors to the 18 chapters in this book not only give
voice to established knowledge and well-known theories, but also raise awareness
of highly important questions and new paths waiting to be explored. I am grateful
and indebted to all these remarkable experts, who generously agreed to take part in
the journey toward an understanding of the challenges and obstacles in the pursuit
of parenthood, the life-changing decisions, basic perceptions, and coping strategies
involved in one of the most demanding and impactful roles in the world: being a
parent. Having gotten to know these people personally, I can confidently say that
they are not only concerned with the advancement of science, but are equally
imbued with the mission of making our reality better, more meaningful, and more
empathic.

With the help of the contributing authors, I have sought to paint a broad and
insightful picture of the experience of becoming a parent, from the desire to have a
child, through pregnancy and childbirth, and to early parenthood. My aim was to
enable as many voices as possible to be heard. Parenthood is frequently portrayed as
a blessing, as pure joy, ignoring the fact that it may also be experienced as over-
whelming, frustrating, debilitating, and/or distressing. This book seeks to give
expression to the array of feelings aroused in women and men by this major life
transition, as well as to their courage, strengths, and resilience, their positive outlook
on life, and their potential to develop and thrive from this experience. Hopefully, the
book will also pave the way for greater attention being paid to the complexity of the
transition to parenthood on the theoretical, empirical, and clinical levels.

I am grateful to Esther Otten and Hendrike Tuerlings from Springer Publishing
for seeing the value and importance of this book and for their professional and
generous assistance throughout its birth. Finally, I would like to express my
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gratitude and appreciation to Sara Kitai and Vera Skvirsky for their help and
attention to detail. Having both of you in my life is a blessing.

On a personal note, I would like to thank my family (my mother, Lea, my
husband, Rami, and my children, Adi, Liron, and Nir) for their support, for
accompanying me on my own journey, and for being the source of an infinite
experience of love.
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Chapter 1
Giving Birth to Meaning: Understanding
Parenthood Through the Psychology
of Meaning in Life

Jessica L. Morse and Michael F. Steger

Ah, babies! They’re more than just adorable little creatures on
whom you can blame your farts. Like most people who have had
one baby, I am an expert on everything and will tell you,
unsolicited, how to raise your kid!

—Tina Fey
Marge, don’t discourage the boy! Weaseling out of things is
important to learn. It’s what separates us from the animals!
Except the weasel.

—Homer Simpson

1.1 Introduction

Parenthood. Biological imperative? Spiritual calling? Naturally facile role? Impos-
sible labyrinth of madness? Legacy of joy or despair? Fodder for comedy? Creating
and raising a child is probably all of the above and more.

It seems as if humans often struggle most with the natural behaviors that animals
seem to breeze through: sex, sleep, eating, eliminating our waste, reproducing. There
is not an easy answer about why we struggle with these tasks, but it does seem that
attaching abstract values, significance, and expectations to such functions is part of
it. We do not simply have sex when provoked by seasonal and hormonal changes,
we seduce, we make love, we hook up, and if research is to believed, we regret quite
a lot of it (Roese et al., 2006). Similarly, we need machines, medicines, behavioral
hygiene programs, motorized beds, and careful self-talk in order to obtain sleep at
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2 J. L. Morse and M. F. Steger

some times, and to resist it at others. Parenting seems to be one of these puzzles,
too. Some parents fall far short of even reptiles in terms of nurturing young, whereas
many fret over whether their children will truly achieve their dreams on the world’s
stage. Some of us anguish over whether we are ready to become parents; others of
us give years and wealth to try to address fertility challenges. Most of us appear
concerned that we are doing some part of it wrong and feel guilty over having kids,
not having kids, saying yes, saying no, or simply not knowing what to say next.
Lemmings, with their pea-brains, glide through the very elements of life that give
our massive, gelatinous super-computer-brains so much trouble. We suggest that it
is the ascription of meaning, on an individual and collective level, that turns up the
intensity of these functions.

1.2 Meaning in Life

In its most fundamental form, meaning can be viewed simply as the unfolding web
of informational associations and links people attach to stimuli. Thus, the meaning
of a word is the information its visual, tactile, or spoken form elicits in our thought.
The meaning of an aroma, a facial expression, or a sound may function similarly,
activating a network of stored associations. There are, of course more complex stim-
uli; an aroma of decomposing meat emanating from a birthday cake, an expression
of rage on the face of a lover, or the sound of a friend’s surprise seeing you in a
café halfway around the world. As the complexity of the stimuli increases, more
information is called forth from storage and we have the (perhaps irresistible) ability
to reconstruct and recombine a much greater array of possibilities. At this level, we
might refer to episodic meaning, or the set of interpretations, lessons, or associations
we carry forth from discrete events, days, or thematically linked stretches of time.
Episodes might be as short as the announcement of a pop quiz in class, or as long
as the frightening weeks parents spend by the bedside of their hospitalized child.
Somehow, we have the ability to aggregate all the stimuli, the episodes, even the
phases of life and the frenetic churn of the world around us into some even larger
kind of meaning: meaning in life.

If we agree with the argument that the more complex the stimuli the greater the
complexity, range, variety, depth, and facets of the meaning that people may make
of it, then parenthood is a prime candidate for analysis from a meaning perspective.
Parenthood not only delivers myriad momentary stimuli, it delivers them in often
ambiguous and complex servings. Many parents have wondered out loud, “Is she
smiling or farting?” or “Is she asleep or standing silently in her crib with an evil,
expectant smile on her face waiting for us to check to see if she is sleeping?” Or “He
needs me so much!” (smiling) and “He needs me SO MUCH!” (crying). Further,
parenthood seems perfectly designed to create episodes, which express a seemingly
natural human inclination to combine discrete events into thematic time capsules.
Some episodes are age-dependent: newborns, toddlers, terrible twos, teenagers. Some
are maturation-dependent: learning how to eat, learning how to eat solid food, learn-
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ing how to eat with utensils, learning how to eat quinoa. Some are ability-oriented:
elementary school, driving lessons, earning and losing responsibility, earningmoney.
Some combine all of that: dating and break-ups, attitudes toward law and law enforce-
ment, drugs.

In the meaning literature, the process of meaning-making is presumed to lead to
what is loosely referred to as meaning (e.g., Steger, 2012; Steger & Park, 2012).
Meaning is the entire network of associations, beliefs, goals, conclusions, and per-
ceptions regarding a particular domain. Meaning-making, then, is the way in which
experiences and information are integrated into pre-existing and ever-evolving net-
works. To the degree that parenthood ismeaningful, it conveys to that particular parent
a particular network of associations, beliefs, etc. that are relatively stable. Meaning,
or meaningfulness, generally conveys a positive and valued network, whereas mean-
inglessness generally conveys negativemeaning rather than an absence ofmeaning.A
final distinction is worth making, between the subjective experience meaning, some-
times referred to as the presence of meaning, and the search for meaning (Steger,
Frazier, Oishi, & Kaler, 2006). Presence of meaning captures this idea that people
have a generally positive set network of associations and beliefs, whereas search
for meaning captures people’s strivings and efforts to obtain greater, or qualitatively
deeper, meaning than they already experience.

By far, the greatest amount of meaning research has focused on presence of
meaning in life as a whole. Thousands of studies have been published on meaning
in life, and the overwhelming message is that viewing one’s life to be meaningful
is fundamental to well-being and positive mental health (for reviews, see Steger,
2009, 2012). One might extrapolate that viewing parenthood to be meaningful
would be similarly positive (cf. research on meaningful work; Steger, Dik, & Duffy,
2012). Perhaps more importantly, meaning in life has been the subject of substantial
theoretical scrutiny, which might be applied to understanding the psychological
impact of parenthood. Meaning in life is thought to be comprised of three distinct
dimensions—coherence, purpose, and significance—which correspond with cog-
nitive, motivational, and evaluative psychological processes (George & Park, 2017;
Martela & Steger, 2016; Steger, in press).

Our suggestion here is that these three dimensions also might be useful in under-
standing parenthood. Parenthood might be analyzed in terms of the degree that one’s
role as a parent is understandable, and its demands can be made sense of, which we
might call coherence. Similarly, parents may have specific, valued goals for what
they hope to achieve, or see achieved, throughout their children’s lives, on their own
behalf or on behalf of their children, which we might call purpose. Finally, people
might view the role of being a parent as being important, valuable, and worthwhile,
which we might call significance. To the extent that people are able to buttress their
parental coherence, purpose, and significance with direct experience, or through
psychological adaptation, then parenting overall would be meaningful to them. In
contrast, threats to the well-being of parents might lie in how these three dimensions
are thwarted, whether such threats occur in efforts to parent children, in efforts to
conceive children in the first place, or in the loss of a child, as just a few exam-
ples. Further, the meaning of parenthood has roots that precede childbirth, and that
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people who face difficulties in having children also struggle in ways that are related
to meaning. We would suggest that the dimensions of coherence, purpose, and sig-
nificance may provide new insights into these processes as well. Additionally, we
suggest that examining the processes bywhich parenting does (or does not) contribute
to these three dimensions may provide valuable insight into variations in people’s
experiences of parenthood as meaningful. For some people, becoming a parent may
initiate a process of searching for meaning, understanding, and fulfillment in one’s
new role of parent. For others, difficulty conceiving or not being able to become
a parent, may initiate a process of searching for meaning in other valued roles to
compensate. And, on a daily basis, living with a child might unexpectedly confront
parents with a search for meaning, sometimes quite literally, as when children ask
existential questions like, “What happens when we die?” or “Who made the world?”
or just, “Why (fill in the blank)?”.

1.3 Meaning and Parenthood

Our argument is that because parenthood is a complex life event, people confront
an open field of possibilities for the meaning they may derive from the experience.
Research and anecdotal evidence indicates that parenthood can both positively and
negatively influence people’s overallwell-being, life satisfaction, and happiness (e.g.,
Buckles et al. 2015; Nelson, Kushlev, English, Dunn, & Lyubomirsky, 2013; Nelson,
Kushlev, Dunn, & Lyubmirsky, 2014a; Kahneman, Krueger, Schkade, Schwarz, &
Stone, 2004; Twenge, Campbell, & Foster, 2003). Experiences of parenting, similar
to any major life task, are impacted by many factors (i.e., situational/contextual
supports and barriers, personality traits, beliefs and expectations about parenting,
etc.), all of which influence the parent’s affect and well-being. Researchers and
laypeople frequently comment on the complexity of parenthood and the seemingly
inconceivable phenomenon that people continue to bear children despite widespread
lamentations about parenthood as challenging, stressful, and constraining (Hansen,
2012). This phenomenon, referred to as the “parenting paradox” (Baumeister, 1991),
captures the unique picture of parenthood: a fruitful experience which contributes to
one’s sense of purpose and mattering in a way that cannot be achieved in any other
domain AND an experience that comes with many costs that detract from one’s
personal well-being. This paradox also encapsulates individuals’ expectations that
parenthood will be fulfilling and blissful, when in fact it is also often experienced
as stressful, exhausting, and thankless (Rizzo, Schiffrin, & Liss, 2013).

If parenting is so resource-draining, one might wonder what the appeal is of
having children. We approach this point from the perspective of meaning in life.
Several studies have investigated correlations between parenting, well-being, overall
meaning in life, and meaning associated with parenting. Generally, findings indicate
that perceiving a sense of meaning in parenting is associated with higher levels of
well-being (e.g., Nelson et al., 2013; Nomaguchi & Milkie, 2003; Palkovitz 2002;
To, 2015). In their examination of the relation between parenting and well-being,
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Nelson, Kushlev, and Lyubomirsky (2014) found that when parents, in comparison
to nonparents, experience high levels of meaning in life, they are more likely to
experience well-being (e.g., joy and happiness). They suggest that parenting serves
as a source of meaning, contributing to parents’ overall sense of meaning in life when
parenting aligns with individuals’ understanding of their purpose and valued goals.

Research supports this contention, as experiencing one’s role as a parent as mean-
ingful seems to contribute to higher levels of overallmeaning in life (e.g., Baumeister,
Vohs, Aaker, &Garbinsky, 2013; Nelson et al., 2013). Baumeister et al. (2013) found
that the more time parents spent taking care of children, the more meaningful they
reported their lives to be. Additionally, results suggest that parents think about mean-
ing in life more frequently than nonparents (Nelson et al., 2013, Study 1), that parents
report more meaningful moments in their daily lives than nonparents (Nelson et al.,
2013, Study 2), and parents experience more meaningful and personally reward-
ing moments while spending time with their children (Nelson et al., 2013, Study
3; White & Dolan, 2009). Thinking about meaning could indicate engagement in
a process of searching for meaning. One potential explanation of this result is that
parents might seek to understand their parenting experiences—the disruptions and
impacts both negative and positive that they and their children create in each other’s’
lives—which may contribute to them attributing and/or deriving a greater sense of
meaning in the moments they spend with their children. As an example, a parent at
work may juxtapose the time they spend on apparently pointless menial tasks with
their child being cared for by others at the moment, enabling them to derive more
meaning from the everyday moments they spend as a parent, such as cooking dinner
with the child, reading him a story, or putting her to bed. Overall, research indicates
that parenting seems to promote a sense of meaning that is attached to the parenting
role, which further contributes to parents’ overall sense that life is meaningful.

There are, of course, many factors that influence people’s experiences of parent-
hood, and thus it is mistaken to conclude that this association between parenting
and meaning in life holds true for all parents, or for all times in a parent’s experi-
ence. As with any role or major life domain, many factors influence the experience
of parenthood, and changes occur over time as the child matures and parents age.
Research indicates a number of factors that may increase the likelihood of parents
finding meaning in parenting and experiencing an overall enhancement in their sense
of meaning in life as parents. Examples of factors that promote meaning in parenting
include: intrinsic motivation to parent (e.g., To, 2015), perceiving parenting as a val-
ued goal (e.g., Grolnick & Apostoleris, 2002), high level of involvement in childcare
(Palkovitz, 2002), engaging in child-centric parenting (Ashton-James, Kushlev, &
Dunn, 2013), low levels of “intensive mothering beliefs” (Rizzo et al., 2013), high
sense of competence and efficacy in parenting (e.g., Ngai, Chan, & Holroyd, 2007
in To, 2015), and high levels of community and social support (e.g., Taubman –
Ben-Ari, Ben Shlomo, & Findler, 2012).

Much of the existing research in the field of meaning and parenthood suggests that
parenthood is a complex task that generally conveys enhanced meaning; however,
very little elaboration appears as to how and why parenting may promote a stronger
sense of meaning in life. Like any major life transition, adding a child to one’s life



6 J. L. Morse and M. F. Steger

(or planning to do so) initiates changes across domains. Based on the theory of
meaning in life detailed above, we explore how having children may impact parents’
understanding of themselves and their world (comprehension), their sense of purpose
(purpose), and their feelings of mattering (significance). Throughout the following
discussion, we focus on how people experience the presence of meaning in these
three dimensions; however, parents may also search for meaning in any of these
dimensions.

The comprehension facet of meaning in life refers to individuals’ understanding
of themselves—their identity, strengths, and values—and their sense that their life
makes sense (Martela & Steger, 2016). For most people, becoming a parent involves
a significant shift in how they view themselves and the world around them. New
responsibilities, expectations, and information must be accommodated into one’s
existing understandingof the self, one’s role as a parent, and theworld of parenting.At
a basic level, parenthood appears to interactwith other forms of identity. For example,
the roles and experiences of mothers and fathers differ, and accordingly, research
suggests fathers and mothers differ in their experiences of parental meaning (To,
2015). However, research results are mixed, suggesting that individual perspectives
may supersede more general social identities. Some research indicates that fathers
show fewer changes than mothers in various aspects of mental health and well-being
(e.g., Nomaguchi &Milkie, 2003), whereas some results indicate that fathers exhibit
more positive changes in well-being than mothers (e.g., Nelson et al., 2013).

Becoming a parent involves a role shift in which salient identities as a worker,
spouse, etc. are modified to make room for developing an identity as a parent (e.g.,
Nomaguchi & Milkie, 2003). Time and resources are necessarily taken away from
these other roles and dedicated to parenting. Individuals’ interpretations of the mean-
ing of this nascent identity, and the importance they attach to it, differ. It is likely
that the meaning attached to the role of “parent” is different for a teenage mother
with limited resources who unexpectedly becomes pregnant and a thirty-five year
old woman who has been trying to conceive for years. For some people, identi-
fying with, or incorporating, “parent” into one’s understanding of oneself may be
more challenging. For example, individuals who do not perceive of themselves as
adequate parents, never expected to become a parent, or experience the parenting
role as threatening other valued roles, may be less likely to make sense of this role
and integrate “parent” into their understanding of themselves. If taking on parental
responsibilities does not fit with one’s perception of oneself or one’s reasons for
existing, then becoming a parent would likely detract from one’s sense of coherence
or might initiate a search for meaning conducted through identity development to
accommodate such a role. On the other hand, for some individuals, the role of par-
enthood is long sought after and positively adds to or complements one’s view of
oneself, contributing to coherence.

Fromadevelopmental perspective, parenting alignswith the developmental period
of adulthood wherein the primary task is “generativity” (Erikson, 1950). Generativ-
ity is conceptualized as growth, self-esteem, and self-efficacy often derived from
effective caring for and nurturing of one’s children (Erikson, 1950; Nomaguchi &
Milkie, 2003). Effective engagement in the parenting role fosters feelings of personal
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growth and self-efficacy and the development of an identity as an effective, reliable,
supportive caregiver. Research suggests that feeling efficacious in fulfilling valued
tasks and roles contributes to a sense of competence and likely promotes a sense of
comprehension of oneself in a prescribed role (e.g., Hirschi, 2012; Steger, Bundick,&
Yeager, 2012). To’s (2015) research reveals that people derive meaning in parenting
through feelings of self-enhancement, wherein parents report raising children pro-
motes their own growth, and thus parenting feels meaningful. Additionally, having
children fulfills what many societies expect of adults, thus when individuals become
parents, they may experience an enhancement in their view of themselves due to this
alignment with or fulfillment of cultural values (Dunlop, Walker, Hanley, & Harake,
2017). Kenrick, Griskevicius, Neuberg, and Schaller’s (2010) revision of Maslow’s
hierarchy of needs replaces the need for self-actualization with the need for parent-
ing as the ultimate purpose to which humans aspire, highlighting the value placed on
parenting as a fundamental undertaking of adulthood. Dunlop et al.’s (2017) results
lend support to parenting as a fundamental human motive, as the majority of their
sample referenced parenting at the top of their list of personal future goals. Further-
more, they found individuals who reported a higher proportion of parenting goals
in relation to all future personal goals expressed greater well-being (Dunlop et al.,
2017). It seems that parenting can enhance meaning through encouraging a shift
in one’s self, the roles one is able to play, and by integrating those changes into a
recognizable aspiration to forge down a path that brings to life one’s role as a parent.

It is the fusion of identity and coherence into a durable set of highly valued goals
that links parenthood to the meaning dimension of purpose. Purpose, which refers
to an individual’s core aims and life direction (Martela & Steger, 2016), can thus be
shaped by the task of parenting, if not largely directed by parenting goals. People find
purpose fromwork, community involvement, and other activities, like parenting, that
provide valued goals to pursue. There are numerous factors that contribute to and
detract from people finding purpose in parenthood. One’s reasons or motivations for
parenting influence the sense of purpose experienced. People who become parents
to seek external rewards like higher social status, wherein parenting serves as an
instrument to achieving some other desired reward, find parenting less personally
meaningful and are more likely to experience perceived strain and lower levels of
well-being from parenting (To, 2015). On the other hand, people who perceive of
parenting as a valued goal in and of itself that aligns with and contributes to their
personal growth tend to view parenting as more satisfying and meaningful (e.g.,
Grolnick & Apostoleris, 2002). For example, in Chinese culture, rearing children to
continue one’s lineage is perceived as a primary task of the marital relationship, and
is perhaps even the ultimate purpose of marriage (To, 2015). Furthermore, Chinese
parents who reported being motivated to parent in order to foster the growth of their
children, to cultivate deep relationshipswith their children, and to guide their children
to become quality citizens, reported experiencing parenting as particularly meaning-
ful (To, 2015). Thus, the motivation behind and values associated with parenthood
impact the experience of purposefulness related to parenting.

Given the potential scope and importance of parenthood as a lever of purpose, it
should not be surprising that there are a variety of factors that detract from people’s
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sense of purpose in parenting. According to Cheung (2000), when parents experience
problems related to parenting (i.e., a child’s behavioral challenges, perceived inability
to provide children with access to desired opportunities), their sense of purpose
in executing parenting tasks is diminished. Parental attitudes also impact sense of
purpose derived from parenting. A line of research investigating the association
between socioeconomic status and parents’ experiences of meaning in life suggests
highly educated and/or high SES parents report finding less value and fulfillment
in parenting (Nelson & Lyubomirsky, 2015) and experience less meaning in life
when spending time with their children (Kushlev, Dunn, & Ashton-James, 2012).
Kushlev (2011) conceptualizes these findings from the perspective of “opportunity
cost” wherein time spent parenting is seen as taking time away from other important
tasks, such as work. Thus, when parenting is perceived of as conflicting with and
taking time away from other valued goals, parents may experience less meaning from
parenting (Nelson & Lyubomirsky, 2015).

Parenting may also influence an individual’s overall sense of meaning in life
through the facet of significance, or the sense that one’s life matters, is worthwhile,
or makes a difference. Generally, research on meaning in life indicates that people
feel the desire to leave a legacy or to have an impact on the world that lasts beyond
their limited years on earth (e.g., King & Napa, 1998; Reker, 2000). Parenthood
provides an opportunity for living beyond one’s earthly years, in a sense attaining
the satisfaction of symbolic immortality (e.g., St. Aubin, 2013; see also Solomon,
Chap. 11 in this volume). By investing oneself and one’s resources into promoting the
well-being of future generations, parents may experience a sense that their actions
matter.

Parenthood provides many opportunities to make a difference through serving
others—one’s own children and spouse as well as others within one’s community
(i.e., coaching children in a sport, volunteering at a child’s school). In fact, some
individuals may view parenthood as a calling, or “a strongly held belief that one
is destined to fulfill; a specific life role, regardless of sacrifice, that will make a
meaningful contribution to the greater good” (Coulson, Oades, & Stoyles. 2012,
p. 84). Coulson et al. (2012) developed a scale to measure subjective sense of calling
in parenting and found three factors that contribute to parental calling: life purpose,
awareness, and passion. When individuals identify parenting as aligning with their
life purpose, demonstrate an awareness of their children’s needs and the sacrifice
necessary to meet those needs, and feel passionate in their belief that they are meant
to or called to raise children, then they have a high sense of calling to parent (Coulson
et al., 2012). A high sense of calling is related to implementing an authoritative
parenting style, reporting that parenting is important, pleasurable, and satisfying,
and endorsing high levels of presence of meaning in life, and satisfaction with life
(Coulson et al., 2012). Thus, people who feel called to parent are likely to find
parenting as highly meaningful and satisfying.
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1.4 When Complications Arise

As Nelson, Kushlev, and Lyubomirsky (2014) indicate in their examination of the
relation between parenting and well-being, the relationship between parenting and
meaning in life is highly complex. Many contextual, personality, and motivational
factors of parents and children must be accounted for in examining the relation
between people’s experience of parenting as contributing to meaning in life. Much
of the above discussion assumes a somewhat “normative” parenting experience; how-
ever, there are many factors that can make parenthood much more challenging and
complex. Common challenges to parenthood include infertility or difficulty conceiv-
ing (See also Peterson & Place, Chap. 2; Skvirsky & Taubman – Ben-Ari, Chap. 3, in
this volume), single parenting, unplanned pregnancy, illness of mother or child, birth
defects or preterm delivery, birth of twins or multiples (See also Taubman – Ben-Ari,
Chap. 16, in this volume), infant mortality, genetic or medical disease (See also Farhi
et al., Chap. 6, in this volume), and psychological illness, aswell as feelings of being a
failure as a parent, experiencing conflicts between parenthood and other life domains,
and simply being overwhelmed by the experience. We suggest that such factors may
be viewed as exerting their effects by challenging people’s comprehension, purpose,
or significance. For example, struggles to conceive might challenges one’s sense of
comprehension insofar as one anticipated stepping into the parent role, or it might
conflict with a sense of significance insofar as parenthood represents a way to make
an impact and leave a positive legacy. Work-family conflicts may be viewed as com-
petition for scarce resources among incompatible purposes. One of the advantages
of taking a meaning framework to parenthood—in contrast to a positivity, happiness,
well-being, or satisfaction framework—is that meaning is inherently complex, and
its roots as a topic of study lie in the human response to tragedy (Frankl, 1963).
Thus, meaning can provide a flexible framework that integrates both desirable and
undesirable manifestations of parenthood in a person’s life.

Adjusting to new roles and responsibilities is highly challenging when parenting a
typically developing baby, and research suggests that parenting becomes even more
demanding when a baby has special needs (e.g., Vaughan, Feinn, Bernard, Brereton,
&Kaufman, 2013). Several studies have focused on such challenges in the context of
parenting a childwith specific emotional and behavioral concerns. Parents of children
with high levels of internalizing and externalizing symptoms (i.e., emotional and
behavioral disturbance) experience the highest levels of caregiver strain and stress
(Vaughan et al., 2013). Studies indicate that making sense of or finding meaning
in parenting and identifying benefits in parenting predict better parental adjustment
(e.g., Pakenham, Sofronoff, & Samios, 2004), use of adaptive coping skills (e.g.,
Pakenham et al., 2004), and greater application of a compassionate parenting style
(e.g., Conti, 2015). At the same time, some research indicates that parenting can be
perceived of as more meaningful and promoting greater personal growth amongst
parents of children who face developmental or medical challenges (Taubman – Ben-
Ari, 2014). Personal growth occurs when one encounters a stressor and meets the
demands of the stressor despite perhaps not feeling capable to do so at first (Tedeschi
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& Calhoun, 1996). Research suggests that parenthood leads to personal growth in
a number of domains (e.g., Sawyer & Ayers, 2009; Taubman – Ben-Ari, 2014),
including positive changes in self-perception (i.e., sense of competence, awareness
of one’s positive attributes) and interpersonal relationships (i.e., awareness and use
of social resources). When additive stressors such as illness accompany parenthood,
the potential for personal growth may be even greater and may occur in additional
domains such as spiritual development (Taubman–Ben-Ari, 2014), self-actualization
(McMahon, Gibson, Leslie, Cohen, & Tennant, 2003), and enhanced gratitude and
appreciation for life (Taubman – Ben-Ari, 2014).

However, just as with any stressful event or undertaking, not everyone experi-
ences personal growth, enhanced meaning in life, or other benefits in the wake of
difficulty. People’s capacity for resilience may be limited by their ability to find
meaning in challenging circumstances and make sense of the situation. For exam-
ple, difficulty conceiving and miscarriage are two common distressing experiences
that can perpetuate a variety of negative emotional responses in expectant mothers
and fathers (e.g., Nelson, Robbins, Andrews, & Sweeny, 2017; Sweeny, Andrews,
Nelson, & Robbins, 2015). In a sample of women trying to conceive, Sweeny et al.
(2015) found that presence of meaning predicted engaging in more adaptive coping
in the face of uncertainty around conception (i.e. more positive expectation manage-
ment and information seeking), whereas search for meaning predicted rumination,
suppression of thoughts, bracing one’s self against expectations, in addition to more
benefit finding and information seeking. Thus, presence of meaning related to skills
that helped women trying to conceive buffer from the uncertainty and distress of the
experience. Search for meaning, as often indicated in the literature, seems to convey
some protective benefits as well as some risk for anxiety and distress. To the extent
that parenthood triggered a search for meaning, it seems possible that the uncertainty
of trying to have a child was difficult to integrate into the aspects of life that pre-
dated beginning on the path toward hopeful conception. It also is possible that these
expectant mothers were prone to searching for meaning in life all along. In this case,
it seems possible that having a child represented a desired path toward greater mean-
ing, with potentially higher perceived psychological stakes in the outcome. Either
interpretations highlights the value that might be derived in fertility treatment profes-
sionals and those seeking to become parents of assessing both presence of meaning
and search for meaning throughout the process.

Similarly, research on the psychological impact of undergoing in vitro fertilization
treatment (IVF) indicates that women experience anxiety, distress, and depressive
symptoms throughout the IVF process (Verhaak et al., 2006). Although in their
systematic review of the literature, Verhaak et al. (2006) found women generally
demonstrate good short-term psychological adjustment after unsuccessful IVF, the
long-term emotional impact is less clear (See also Peterson & Place, Chap. 2;
Skvirsky & Taubman – Ben-Ari, Chap. 3, in this volume). Studies investigating
women’s emotional adjustment after two years of unsuccessful IVF treatments
reveals they experience grief related to childlessness, grief about the loss of a desired
future, and that theybegin engaging in efforts directed toward identifyingother valued
purposes in their lives (Johansson & Berg, 2005). Thus, in the case of unsuccessful
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IVF, women may experience distress and grief while also engaging in the process of
searching for meaning in other domains. These results suggest that helping expec-
tant mothers and their partners enhance their overall sense of meaning and develop a
perspective that enables them to find meaning in the challenging events surrounding
conception may protect them from the anxiety and distress that such uncertainty and
challenge stimulates.

Women struggling to conceive (with or without IVF) may experience miscar-
riage(s). Nelson et al. (2017) reported that experiencing a miscarriage is associated
with anxious, depressive, and grief symptoms with the experience of more than one
miscarriage correlating with greater distress. Further, women in the study reported
that future attempts to conceive were tainted by the experience of their miscar-
riage(s). Nelson et al. (2017) suggest that women who have had a miscarriage expe-
rience greater uncertainty than those who have not experienced a miscarriage. Thus,
experiencing a miscarriage or unsuccessful round of IVF treatment could represent
additional hurdles that women and their partners must cope with, and perhaps make
sense of, as they strive to become parents.

Overall, when parents find themselves in especially difficult circumstances, such
as struggling to conceive or miscarrying, those who are able to make sense of and
find meaning in their experience tend to report better adjustment to the stressor,
greater personal growth, and more overall meaning in life (Park, 2010). In fact, we
would suggest that those who choose to pursue parenthood may have expectations
regarding the meaning they will derive, as well as how parenthood fits with their
sense of coherence, purpose, and significance in life. Difficulties conceiving, and
the protracted nature of IVF—where success is not guaranteed but where sacrifices
and time commitment are—are likely to rupture the vessel that holds people’s mean-
ings, initiating a search for meaning along a more difficult path to parenthood than
imagined, or to a future life without genetic children.

As with prolonged efforts to conceive, single parenthood also has the potential
to bring unique challenges to parenthood, most or all responsibilities fall upon one
individual. Meier,Musick, Flood, andDunifon (2016) found that single mothers tend
to report less happiness, more sadness, stress, and fatigue thanmothers with partners.
However, within their sample of single mothers, they found this to be largely true
only for unemployed single mothers. Overall, they suggest that motherhood may
provide single mothers with a source of love, intimacy, and a source of competence,
and, those mothers who choose single motherhood because of their strong childbear-
ing desires may experience motherhood as more meaningful and purposeful than
partnered mothers. This indicates that although there may be differences in many
aspects of well-being for single and partnered mothers, meaning derived from time
spent with children is one dimension in which single parents report equal or higher
levels as compared to partnered parents. Thus, parenthood may be experienced as a
meaningful activity regardless of partnership or employment status for both single
and partnered parents (Meier et al., 2016).
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1.5 Conclusions

Parenthood would seem to be an ideal part of life for seeing signs of how people
confront the matter of meaning. We have introduced the concept of meaning, and its
three dimensions of coherence, purpose, and significance.We also have reviewed the
research that has been conducted on how people experience meaning in their roles as
parents, how they may search for meaning when complications arise in their pursuit
of parenthood, and how finding meaning itself may serve as a resource in facing
disappointments and challenges in parenthood. Although we can report that there
are important data-points in this literature, there seems to be a need for some initial
conceptualizing about what the psychology of meaning can reveal about parenthood.
We suggest that the three dimensions of meaning provide this starting point.

Table 1.1 presents a set of examples for how a variety of parenthood domains may
nest within the three dimensions of meaning (dimensions from Martela & Steger,
2016). Each parenthood domain is broken down into a small number of tasks within
that domain, and each task is briefly portrayed in terms of the way in which it might
be viewed from a meaning perspective. For example, coming to terms with one’s
role as a parent includes the anticipation of becoming a parent at some future point,
which, from a meaning perspective, would likely be seen as involving the integration
of the parent role into the self-concept that forms the foundation of the coherence
dimension of meaning. Similarly, raising a child to independence might be thought
of as a long-term set of aims and aspirations that will unfold across many years,
requiring parents to apply effort and motivation in working flexibly with their child
across many years. Consistent application of effort and motivation over long periods
of time, while flexibly adapting approaches to changing circumstances is a hallmark
of the purpose dimension of meaning.

We do not intend to suggest that parenthood domains may only link to one dimen-
sion of meaning, or vice versa. It is beyond the scope of this chapter to comprehen-
sively lay out each of the possible connections or various feedback loops that might
exist. As we have noted already, parenthood is extremely complex, and with higher
complexity comes a deeper richness of potential meaning. Instead, our limited intent
in presenting this table is simply to suggest oneway of conceptually organizing future
research on meaning and parenthood. If we take seriously the idea—and the research
evidence—that parenthood is a major contributor to and beneficiary of meaning in
people’s lives, then more systematic investigations of the pathways between mean-
ing and parenthood are needed. These much-needed investigations would help us
understand how the joys and sorrows, ups and downs, and moments both mundane
and miraculous help give birth to meaning.
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Chapter 2
The Experience of Infertility:
An Unexpected Barrier in the Transition
to Parenthood

Brennan Peterson and Jean Marie S. Place

2.1 Introduction

Becoming a parent is one of the most universal goals of men and women through-
out the world. However, worldwide estimates indicate approximately 72.4 million
women are diagnosed with infertility (Boivin, Bunting, Collins, & Nygren, 2007),
meaning 9% of couples who desire to become biological parents will face an inabil-
ity to establish a clinical pregnancy after 12 months of regular unprotected sexual
intercourse (Zegers-Hochschild et al., 2017). A medical diagnosis of infertility is
frequently accompanied with unexpected stresses and difficulties (see also Skvirsky
& Taubman – Ben-Ari, Chap. 3 in this volume), most of which couples feel unpre-
pared to face. This chapter will highlight the stresses of the infertility experience, the
impact of coping with infertility, and the types of fertility counseling offered to help
women and men reduce distress. The chapter will also examine the growing effect
of delayed childbearing and the importance of fertility awareness, as well as discuss
public health strategies for the prevention of infertility and infertility-related distress.
As these topics are discussed, the chapter will evolve from a focus on individual-
and interpersonal-level concerns to broader recommendations for the organizational,
community, and public arenas.
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2.2 Causes and Impact of Infertility

It is commonly believed that women are primarily responsible for an infertility diag-
nosis, however, only half of infertility cases worldwide are caused by female factors,
while 20–30% are caused by male factors, and the remaining 20–30% are caused by
a combination of male and female factors (Agarwal, Mulgund, Hamada, & Chyatte,
2015). For women, the most common causes of infertility are polycystic ovary syn-
drome (PCOS) causing irregular ovulation, damage to the fallopian tubes, difficulties
with implantation in the uterine wall, damage to the reproductive organs resulting
from sexually transmitted infections (STIs), diminished ovarian reserve due to age,
and endometriosis (a condition in which the tissue lining the inside of the uterus
also grows outside the uterus). For men, low sperm count, poor sperm motility, and
abnormal sperm morphology are common causes. Disruption of testicular function,
treatments for testicular cancer, and lifestyle factors such as alcohol use, smoking,
or steroids can also play a role (Centers for Disease Control and Prevention [CDC],
2017).

It is estimated that 56% of couples worldwide with an infertility diagnosis seek
medical treatment (Boivin et al., 2007). Initial, first-line medical treatments for infer-
tility include medications or corrective surgery, much of which is successful. How-
ever, if these treatments do not result in pregnancy or a live birth, couples are referred
to a reproductive endocrinologist—a physician who specializes in the treatment
of infertility. Reproductive endocrinologists use a variety of Assisted Reproduc-
tive Technologies (ARTs) to facilitate pregnancy including intrauterine insemination
(IUI) and in vitro fertilization (IVF) with intracytoplasmic sperm injection (ICSI).
These procedures are physically and emotionally taxing, and are associated with
individual and relational distress, sexual dissatisfaction, depression, and lowered life-
satisfaction (Schmidt, 2006). In addition, depending on where one resides, insurance
may or may not cover these treatments which can add a significant financial burden
to the couple. Finally, the success rates of treatment are not as high as many believe
as the live-birth rate from a single non-donor ART cycle for women of all ages is
between 20–29% worldwide (Center for Disease Control and Prevention, 2014a;
Ferraretti et al., 2013).

The emotional impact of infertility is significant. Couples diagnosed with infertil-
ity experience a host of unwanted stressors including psychological distress, changes
to their social and family networks, and potential threats to their relationship—all of
which are influenced by their social and cultural contexts (Greil, Slauson-Blevins, &
McQuillan, 2010). In pronatalist societies, couples often feel marginalized as they
sit invisibly on the periphery of the normative cultural experience of childbirth and
parenting. Couples often suffer in silence as they encounter well-intentioned, but
unhelpful friends and family who ask insensitive questions and offer unsolicited
advice. When friends and family move forward in their parenting journey, couples
commonly experience a feeling of loss and a profound sense of being left behind.
Feelings of depression, anger, anxiety, social isolation, shame, guilt, helplessness,
and brokenness are common for women and men.
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2.3 Lifecycle Developmental Framework

According to the life course perspective, the world is experienced through a series of
developmental transitions across the lifespan that are embeddedwithin a constellation
of financial, social, cultural, historical, and physical influences (Hutchinson, 2015;
McGoldrick, Garcia Preto, & Carter, 2016). For most people throughout the world,
biological parenthood is a central life-goal and represents one of the normative and
expected life-cycle transitions they plan to experience. Infertility, however, blocks the
attainment of this life transition, and as such, represents a significant developmental
interruption in their expected life course. In this regard, infertility can be perceived
as a failed life course transition, or a ‘transition to nonparenthood’ (Matthews &
Matthews, 1986).

The developmental interruption of infertility can disrupt identity formation, desta-
bilize social relationships, and cause a questioning of one’s self concept. As such,
infertility is associated with long-term distress among women who never become
a biological or adoptive parent (McQuillan, Greil, White, & Jacob, 2003), lending
strong evidence to the idea that parenthood, and particularly motherhood, is cen-
tral to many women’s life identity. Women experiencing infertility commonly report
being unable to contribute to group conversations on childbirth and parenting which
contribute to cohesion among women. An inability to share in this experience or
relate personal stories about biological children may lead to isolation and feelings of
inauthenticity or inadequacy (Loftus & Andriot, 2012). Furthermore, many women
experiencing infertility feelmisunderstood by others as they try to copewith immense
grief and fear.

Men also report challenges to identity formation as part of the infertility experi-
ence.Mencommonly report significant emotional distress, threats to their perceptions
of masculinity, and feelings of failure in their role of protector of their spouse—often
struggling with feelings of helplessness when they are unable to solve the problem
(Martins et al., 2016; Petok, 2015). They also experience grief associated with con-
fronting unfulfilled expectations related to not having their own biological child to
mentor, teach, and nurture.

Taken together, the interruption of the expected developmental life course for
womenandmen represents a timeof disconnection fromotherswho continue onward,
with accompanying feelings of brokenness and grief. When couples experience
infertility in societies where the normative life-course to parenthood is emphasized
through ubiquitous triggers and reminders, finding respite from emotional distress
can seem all but impossible (Remennick, 2000).

2.4 Stress & Coping with Infertility

According to Lazarus and Folkman’s stress and coping theory (1984), stress occurs
when events in a person’s life are perceived to exceed one’s resources and threaten
their well-being. Coping is defined as cognitive or behavioral strategies that are
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used to manage that stress. Gender differences can play a large role in how women
and men manage this unexpected life stressor, and while some coping strategies are
effective in reducing stress, others can also be related to increased distress (Peterson,
Newton, Rosen, & Skaggs, 2006). For example, women seek social support from
others going through infertility, as well as frommedical professionals, which buffers
the negative impact of infertility on psychological health. However, women also use
more avoidance coping strategies, such as avoiding women with young children and
other reminders of infertility, which is related to increased stress. Men, on the other
hand, use more problem-solving strategies which fit commonly socialized norms
of masculinity of working to solve problems in relationships. However, men are
also more likely to cope using emotional distancing, which may create a barrier to
relational health.

While the majority of studies have examined the individual coping strategies
of men and women experiencing infertility, there has also been a growing body
of research examining the relational impact of coping using the couple as the unit
of analysis (Peterson, Pirritano, Christensen, & Schmidt, 2008; Volmer, Rösner,
Toth, Strowitzki, & Wischmann, 2017). In these studies, the impact of a partner’s
coping pattern is studied in light of its impact on the other partner’s infertility-stress.
Because of the shared nature of the infertility experience and because one partner’s
ways of coping may have a direct impact on the well-being and stress levels of the
other partner, examining the relational coping processes of couples experiencing
infertility is vital. By conceptualizing infertility as a ‘couples level stressor’ we can
better understand the relational impact of coping with infertility. Such a view is the
first stage of broadening the lens from an individual to a relational perspective. By
focusing on a relational context, clinicians, researchers, and policy makers can gain
a more complete picture of the relationship between coping and infertility stress.

One way to examine the impact of partner coping is to examine the agreement
or congruence both partners have about the levels of stress they are experiencing.
Prior studies have found that agreement in the level of stress the other is experiencing
can be an antidote for infertility stress as couples who show agreement related to
infertility stress reported higher levels of marital satisfaction and decreased levels of
depression compared to couples who did not show agreement in the levels of stress
each experience (Peterson, Newton, & Rosen, 2003). However, not all couples agree
on the stresses of the infertility experience and often cope with infertility in different
ways.

Results of relational studies of coping with infertility suggest that individual cop-
ing strategies, which might be beneficial to an individual, could also be stressful to
one’s partner. For example, a male partner might use emotional distancing to limit
the psychological discomfort of infertility, but this coping strategy may be related to
his partner’s feelings of isolation, which can lead to increased depressive symptoms
for the female partner (Peterson, Newton, Rosen, & Schulman, 2006). Men who use
emotional distancing to cope with infertility reported making light of the situation,
refused to get too serious about infertility, and lived their lives as if nothing had hap-
pened. Men may view distancing as an attempt to change the meaning of infertility
and gain some perspective about their situation. However, women in these couples
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may view their partners’ actions as an inadvertent form of denial or minimization
which limits their willingness to communicate about the problem and work toward
its resolution.

For couples, coping strategies that are characterized by a lack of emotional inti-
macy and acceptance can negatively impact the relationship (Peterson, Newton,
Rosen, & Schulman, 2006). Relational coping strategies which cause one partner
to experience increased psychological distress can also be related to feelings of
emotional isolation and partner resentment, and it has been found that if a spouse is
unavailable to offer support and understanding regarding the difficulty of copingwith
a stressor, support received from other sources is not an adequate replacement. For
example, in couples where women used high amounts of emotional self-controlling
coping (keeping their feelings to themselves, keeping others from knowing how bad
things were), and male partners used low amounts of emotional self-controlling cop-
ing, men reported higher levels of infertility stress and decreased levels of marital
satisfaction. It is possible that the decreased levels of men’s marital adjustment in
these couples is related to a perceived lack of social and partner support. Because
women in these couples are emotionally isolating themselves from others, male part-
ners may endure an undesired level of emotional burden that could further martial
disagreements and create barriers to emotional closeness.

Studies examining the impact of partner coping have also found that active avoid-
ance coping strategies are related to higher depression and anxiety for individuals and
partners, while meaning-based coping strategies can be beneficial to both individuals
and partners (Peterson et al., 2009; Volmer et al., 2017). Couples who coped using
active-avoidance strategies avoided being with pregnant women, kept their feelings
regarding infertility stress to themselves, and turned to outside activities such as
work to take their mind off of their infertility. Studies have consistently found that
active-avoidance coping is significantly associated with personal, social, and marital
distress for men and women at the individual and partner level (Peterson et al., 2009).
Although avoidance is linked with increased distress in individuals and their part-
ners, when one partner engages in less avoidance-related behavior, this can result in
decreased feelings of distress for both partners. Perhaps one reason for this is that a
partner’s low use of active-avoidance coping acts as a buffer to increased distress for
his or her partner. If both partners actively avoided coping with the stressor, it may
lead to isolation and a lack of support. Having a partner who does not practice avoid-
ance, although incongruent with his or her partner’s coping, may add a protective
component to his or her partner’s individual distress levels.

A final coping strategy that has individual and relational influences is meaning-
based coping. This type of coping is demonstrated when individuals or couples think
about infertility in a positive light, discover other goals in life, or begin to view
the experience of infertility as something that helped them grow as a person. The
impact of gender is especially salient withmeaning-based coping. Studies have found
that when men use more meaning-based coping, their female partner’s distress can
increase. However, when a woman uses more meaning-based coping, men’s distress
decreases. Thus, it appears that a redefinition of the infertility experience by one’s
partner may be more beneficial for men than for women (Peterson et al., 2009).
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Researchers have noted that these gender differences may be related to the pacing
and timing of treatment decisions related to the infertility experience, as well as the
gender-specific view on the importance of parenthood (Peterson et al., 2009). For
example, women have greater difficulty deciding whether to stop treatments and
accept infertility as a life-long condition. It is possible that men who try to find
new meaning through infertility are doing so before their partner is prepared to do
so, thus increasing her distress. Meaning-based coping is one of the few strategies
that is related to individual benefit for women as well as benefits for their male
partners. When an individual is ready to make new meaning of the experience, they
may be more open to accepting the losses associated with the infertility experience.
Furthermore, it may also signify the couple’s joint readiness to create new meaning
and move forward together to find new avenues of purpose for their time, energies,
and dreams.

2.5 Fertility Counseling

The field of fertility counseling has evolved over the past several decades from offer-
ing general patient education and support to providing an integrated, evidence-based
approach to patient care (Boivin &Gameiro, 2015; Domar, 2015). Since the publica-
tion of the first comprehensive handbook on infertility counseling in the late 1990s,
significant strides have been made in the clinical application of therapeutic inter-
ventions and empirically-supported treatments for a wide range of fertility-related
issues (Covington, 2015). Interventions for large, multi-disciplinary systems of care
have also been developed by organizations such as the European Society of Human
Reproduction and Embryology (ESHRE) that provide comprehensive, empirically-
supported guidelines for psychosocial care for fertility treatment staff and providers
(ESHRE, 2015).

Women and men experiencing infertility have been shown to benefit from psy-
chosocial interventions aimed at reducing depression, anxiety, and infertility stress
(Frederiksen, Farver-Vestergaard, Skovgård, Ingerslev, & Zachariae, 2015). Mental
health professionals such as psychologists and family therapists are routinely called
upon to provide couple counseling (Peterson, 2015), tools for coping with the two-
week IVF waiting period (Ockhuijsen, van den Hoogen, Eijkemans, Macklon, &
Boivin, 2014a), and psychosocial interventions that are aimed at decreasing emo-
tional distress and improving patient decision-making, particularly as they relate to
discontinuation of treatment (Gameiro, Boivin, Peronace, & Verhaak, 2012).

Cognitive-behavioral interventions for individuals and groups as well as
mindfulness-based individual, couple, and group therapies have been found effective
in reducing distress (Domar et al., 2000; Galhardo, Cunha, & Pinto-Gouveia, 2013;
Peterson & Eifert, 2011; Shargh et al., 2016). Other effective forms of counseling
include pre-IVF counseling, stress management, integrative body-mind-spirit inter-
ventions, psychoeducational support, supportive therapy, emotion-focused therapy,
expressive writing interventions, andweb-based coping programs (Frederiksen et al.,
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2015). Connecting patients to providers who can implement psychosocial supports,
as well as continuing to develop evidence-based psychosocial treatments remain
important goals for providers and researchers in the field.

An important element of fertility counseling is helping individuals and couples
copewith grief and loss. The number of losses couples experience is high and include
losses of privacy, feelings of normalcy, cherished expectations of parenthood, rela-
tionships with family and friends, financial savings intended for other life goals,
and meaningful connections to cultural and religious groups. Counselors can help
couples grieve losses through the sharing of stories and emotions that allow couples
to make contact with sadness, disappointment, and anger, thus facilitating grief and
acceptance (Pascual-Leone & Greenberg, 2007). Experiential interventions, such as
expressive writing, can provide a cost-effective, easy-to-administer way to facilitate
emotional expression in individuals and couples (Frederiksen et al., 2017). The use
of therapeutic rituals can provide an effective way for couples to grieve and mark
non-normative life-cycle transitions like miscarriages or failed IVF attempts (Peter-
son, 2015). Such non-normative transitions often lack a clearly defined ritual, such
as a funeral, that normative life transitions have. Marking these transitions with care-
fully constructed symbolic rituals can facilitate the expressions of emotions that are
essential to healing and letting go.

End-of-treatment counseling is also important for couples who consider stopping
treatment without achieving their reproductive goal (Klock, 2015). At this stage of
the infertility journey, couples are confrontedmore fully with the possibility that they
may never have a biological child. For some couples, the decision to stop treatment
comes after years of unsuccessful treatment. In a qualitative study with 65 couples
who underwent unsuccessful treatments, most couples believed in hindsight that
there were tremendous costs associated with infertility which not only included
emotional distress, but included the costs of putting their lives, as well as other
important relationships, on hold (Daniluk, 2001). Counselors can help those ending
treatment develop self-compassionate responses to their decisions to stop treatment
and confront hindsight bias (i.e. I should have stopped treatments sooner) as they
examine other life goals and family building options such as third-party reproduction,
adoption, foster parenting, or child-free living (Klock, 2015).

Counselors can also incorporate meditation and mindfulness training into their
work with couples. Mindfulness is a state of non-judgmental awareness that is open
to experience and attuned to the present moment (Atkinson, 2013). It can also include
compassionate acceptance of oneself and others through the exercise of loving kind-
ness (Germer, 2009). Couples experiencing infertility commonly find themselves
dealing with psychological distress, anger, and excessive self-criticism. Mindfulness
has been found to be effective in reducing these emotional states (Davis & Hayes,
2011), and has also been shown to be effective in reducing distress in patients expe-
riencing infertility (Galhardo et al., 2013). While mindfulness can be commonly
confused with cognitive-behavioral relaxation strategies, the goal of mindfulness is
not to promote relaxation, but to increased awareness of experience through focusing
on one’s breath or body sensations. Paradoxically, the ability to increase awareness
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and be present with distress in an accepting way can result in a person’s increased
capacity to be present with distressing thoughts and emotions related to infertility.

Mindfulnessmay also be associatedwith stronger couple relationships. Prior stud-
ies have found more mindful individuals demonstrate improved awareness of a part-
ner’s emotional states, increased empathy for a partner’s experiences, and less emo-
tional reactivity towards their partner (Atkinson, 2013). While couples experiencing
infertility typically report strong relationship satisfaction, chronic infertility-related
stress can take a toll on the couple’s satisfaction levels over time. Mindfulness-based
cognitive group therapy for couples has been shown to contribute to improvements
in marital satisfaction and mental health (Shargh et al., 2016), and increased inter-
personal presence and acceptance towards a partner’s experience can improve rela-
tionship attunement and satisfaction. In a very real way, increased contact with the
present moment in a mindful, non-judgmental way has the potential to increase each
partner’s ability to meet the needs of the other, which becomes a central resource
to couples facing infertility-related stress. Additional resources and tools for use by
fertility counselors, researchers, and patients are found in the appendix of the book.

2.6 Infertility at the Societal Level: Fertility Awareness

Individual and interpersonal infertility-related concerns expand to organizational and
societal level concerns when we look at delayed childbearing as a potential cause of
infertility. Women throughout the world are delaying the age when they have chil-
dren. This is primarily due to societal changes including the increased availability of
effective contraception, gender equality, the deferral of parenthood to pursue educa-
tional and career opportunities, and the postponement of marriage (Mills, Rindfuss,
McDonald, & Te Velde, 2011). While these changes provide women with increased
options to balance work and family responsibilities, delaying childbearing also car-
ries risks including increased chance of miscarriage and trisomy, decreased proba-
bility a couple will achieve their desired family size, and an increased possibility of
infertility due to age-related fertility decline (Schmidt, Sobotka, Bentzen, & Nyboe
Andersen, 2012). In somedeveloped countries, infertility intersectswith societal con-
cerns over low fertility and below replacement fertility, making it a population-level
issue rather than solely an individual or interpersonal one (Morgan, 2003; Smallwood
& Chamberlain, 2005).

Studies have consistently found thatwomen andmen throughout theworld, in both
the general population and in university students, possess an inadequate knowledge of
fertility-related issues (Bunting, Tsibulsky, & Boivin, 2013; Chan, Chan, Peterson,
Lampic, & Tam, 2015; Hashiloni-Dolev, Kaplan, & Shkedi-Rafid, 2011; Lampic,
Svanberg, Karlström, & Tydén, 2006; Peterson, Pirritano, Tucker, & Lampic, 2012).
Studies have also found a lack of fertility knowledge in health care professionals,
medical students, obstetrics and gynecology residents, and even practicing gyne-
cologists (Garcia, Vassena, Prat, & Vernaeve, 2017; Revelli, Razzano, Delle Piane,
Casano, & Benedetto, 2016; Yu, Peterson, Inhorn, Boehm, & Patrizio, 2016). A mis-
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understanding of basic reproductive facts by both the public and health care providers
can lead to uninformed reproductive decision-making which can put women at risk
for possible infertility and its accompanying psychological stresses and age-related
risk factors.

Fertility awareness was defined in the 2017 International Glossary on Infertility
and Fertility Care as “the understanding of reproduction, fecundity, fecundability,
and related individual risk factors (e.g. advanced age, sexual health factors such as
sexually transmitted infections, and life style factors such as smoking and obesity)
and non-individual risk factors (e.g. environmental andwork place factors); including
the awareness of societal and cultural factors affecting options to meet reproductive
family planning, as well as family building needs” (Zegers-Hochschild et al., 2017,
p. 8). The addition of fertility awareness in the glossary solidifies its importance as a
global issue that should be given consideration by clinicians, health care providers,
researchers, andpolicymakers. TheDanishCouncil ofHealth andDiseasePrevention
argued that fertility awareness is a form of infertility prevention and recommended
increasing the population’s knowledge at both the societal and individual levels about
the impact of age on fertility (Nielsen et al., 2016). At the societal level, this can be
done by including fertility awareness in sexual education curriculums and existing
public health campaigns that target related risk factors such as STIs, body weight,
alcohol use, and smoking. It can also be accomplished by the inclusion of family
friendly policies in the labor force including remote work opportunities, generous
and flexible parental leave, affordable housing, and on-site, low-cost day care centers
to make it possible for those who wish to have children to do so before the impact
of age decreases the chances of fertility (Nielsen et al., 2016).

Fertility awareness can be effectively promoted on an organizational level as
health care providers such as obstetricians and gynecologists engage in patient dis-
cussions related to fertility (Peterson, 2017; Yu et al., 2016). Studies have found
that a woman’s health care provider is her preferred source of information about
reproductive health, but engagement in reproductive conversations is severely lim-
ited as most patients rarely talk about fertility issues with providers (Hodes-Wertz,
Druckenmiller, Smith, & Noyes, 2013; Lundsberg et al., 2014). In addition, many
physicians are reluctant to engage in these discussions as they fear they might be
perceived as pushing childbearing on patients and increase their emotional distress
(Yu et al., 2016).

Physicians must weigh these concerns against the benefits that can result from
physician-initiated preconception discussions at ages when patients’ fertility is at its
peak (Wyndham, Figueira, & Patrizio, 2012). By engaging in value-free discussions
aimed at patient education, physicians can educate patients about their reproductive
options so that they can make intentional reproductive choices. Physicians can also
emphasize that whether or not a patient decides to have a child, and at what age they
plan to do so, it is a decision made by the patient; but it is the responsibility as a
physician to provide patients with the comprehensive reproductive information and
encourage autonomy in their decision-making.

Preconception counseling and patient/physician discussions of fertility awareness
are essential for all patients, especially highly educated, older couples who may
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have unrealistic expectations about fertility (Van Voorhis, 2007). For example, a
couple in their mid-30s who wants to have biological children, but who believes
that healthy living and advances in science have lengthened a woman’s biological
clock, might continue to delay childbearing until their late 30s or even early 40s.
The failure to try to have a biological child before the age of 40 may result in
involuntary childlessness, as well as increase the risks associated with pregnancy
if conception occurs. Couples often possess inaccurate perceptions of the impact
of age on fertility given the influence of media reports that highlight high profile
pregnancies at advanced ages. Such reports, however, are often incomplete and do
not include correct data about the steep decline in fertility to women in their late
30s and the declining success rates of ARTs to women after age 40. In addition, for
privacy reasons, media reports likely fail to discuss that children born to women after
age 45 have likely been conceived using donor oocytes (which precludes the mother
from having a genetic link to the child).

In addition to discussions on age-related fertility decline, an important aspect of
fertility awareness is fertility preservation, particularly oocyte cryopreservation (egg
freezing). This procedure has the potential to expand reproductive decision-making as
women balance the competing interests of education, career, and the desire to have
biological children. While oocyte cryopreservation historically has been accepted
for use in patients diagnosed with cancer (Noyes et al., 2011), it has only recently
begun to be more widely available and accepted for patients seeking elective fertility
preservation (Mertes & Pennings, 2011; Stoop, Cobo, & Silber, 2014).

Because improvements in a rapid freezing technology called ‘vitrification’ have
led to improved success rates similar to those achieved with fresh oocytes, in 2012
the American Society for Reproduction (ASRM) removed the experimental label
from this procedure, but also noted that data on the safety, efficacy, and emotional
risks were insufficient to fully recommend and support elective cryopreservation to
delay childbearing (ASRM Practice Committee, 2013).

Many ethical considerations concerning oocyte cryopreservation continue to be
debated, including concerns about commercial exploitation and pressure on women
to use the technology (Harwood, 2015). Such ethical considerations have taken on
increased importance with the inclusion of egg freezing in employee-sponsored ben-
efit packages. Ethical analysis of such benefits propose that they may not best serve
women’s reproductive autonomy unless women are fully informed about the proce-
dure, women do not feel pressure to use the benefit, and that the benefit does not
negatively affect other family-friendly policies (Mertes, 2015). Still others have cau-
tioned that even though survival and fertilization rates using oocyte cryopreservation
are comparable to those with fresh oocytes, women should be aware of the safety,
efficacy, and lack of long-term outcome data of the procedure (Potdar, Gelbaya, &
Nardo, 2014).

Despite these concerns, there is growing acceptance and use of egg freezing
for elective purposes. A 2017 study of 663 women aged 18–44 found that 90% of
participants were aware of oocyte cryopreservation, and 72% agreed they would
consider freezing their eggs to preserve their fertility (O’Brien, Martyn, Glover,
& Wingfield, 2017). In addition, there were no significant differences in attitudes
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towards using the procedure between women who were single or in a relationship,
nor were there significant differences between younger and older women. In a study
among 973 women in Denmark and the United Kingdom (UK), 89% of women
considered it acceptable to freeze oocytes for elective reasons; however, participants
were only likely to accept the procedure if the success rate was 50% or greater and
it would not adversely impact future fertility (Lallemant, Vassard, Nyboe Andersen,
Schmidt, & Macklon, 2016).

Although this technology is available for women of all ages, women who freeze
their eggs for elective purposes commonly do so at an age when their peak repro-
ductive potential has passed. A recent study of 183 women who used oocyte cry-
opreservation found the mean patient age at the time of freezing was 38, and 79%
wished they had frozen their eggs at an earlier age (Hodes-Wertz et al., 2013). To
maximize one’s reproductive potential, a woman would need to freeze her oocytes
in her late 20s or early 30s before the onset of age-related fertility decline. Decision-
analysis models propose that the highest probability of achieving a live birth may be
whenwomen undertake elective oocyte cryopreservation at <34 years of age (Mesen,
Mersereau, Kane, & Steiner, 2015), and cost-effectiveness studies show that freezing
oocytes by age 35 in women who plan to delay childbearing until age 40 effectively
reduces the cost per live birth (Devine et al., 2015).

2.7 Infertility and Public Health

From a public-health perspective, the treatment of infertility requires the collective
efforts of governments and societies. For example, in the United States, the Cen-
ters for Disease Control published the National Public Health Action Plan for the
Detection, Prevention, and Management of Infertility which highlighted the need to
understand and address issues at a population level that contribute to and are caused
by infertility (CDC, 2014b). In this sense, it has been proposed that a call to public
health practitioners be initiated in order to rally collective action and promote pri-
mary, secondary, and tertiary prevention by, respectively, (1) encouraging healthy
behaviors that can help maintain and preserve fertility and reducing environmen-
tal exposures that can threaten it; (2) endorsing early detection; and (3) improving
access to and quality of infertility services and treatments. These efforts are not lim-
ited to any one country and can be applied to societies based on their unique needs
and resources. The following sections will outline the relevant issues at the primary,
secondary, tertiary levels of prevention.

2.7.1 Primary Prevention

From a public health perspective, primary prevention aims to reduce the incidence of
a disease by removing associated risk factors. In a nationally probabilistic sample of
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married or cohabitating women from the United States, findings suggested that mod-
ifiable risk factors, such as a history of undiagnosed and untreated STIs, smoking,
and obesity were directly related to infertility status (Kelly-Weeder & Cox, 2006). A
primary prevention approach would promote provider-initiated discussions with at-
risk individuals on lifestyle and behavioral risk factors that are tailored, motivational,
and supportive. This approach can also apply to health care professionals and OBG-
YNs who have been found to have low or incomplete fertility awareness (Kudesia,
Chernyak, & McAvey, 2017; Yu et al., 2016). Improvements or additions to medical
education, residency training, and continuing medical education programs on fertil-
ity awareness, including education on the modifiable risk factors for infertility, has
the likelihood of enhancing physicians’ knowledge base and practice (Will, Maslow,
Kaye, & Nulsen, 2017).

Other primary prevention strategies that could reduce underlying risk factors in
the socio-cultural environment include understanding that adolescents are dispro-
portionately affected by untreated STIs such as chlamydia and gonorrhea. Thus,
advocating for comprehensive sex education and reframing awareness campaigns
for condom-use as ‘triple protection,’ (which communicates condoms as protection
from unplanned pregnancy, HIV, and infertility) can be effective primary prevention
strategies (Brady, 2003).

2.7.2 Secondary Prevention

Secondary prevention aims to detect a disease in its earliest stages in order to slow,
stop, or reverse its progression. The central task of secondary prevention is screening.
While there is a lack of conformity in the standard case definitions for infertility,
impaired fecundity and related issues—complicating clinical detection and public
health surveillance across systems and countries—there is a general rule that women
under age 35 trying to achieve pregnancy should consult a specialist after one year
of unprotected, vaginal intercourse with the same partner. Women are encouraged to
see a specialist after 6 months if they are 35 or older. Early diagnosis and treatment
of underlying medical conditions may restore fertility or enhance the probability of
treatment success.

Studies suggest younger women who have high fertility knowledge and who
suspect a fertility problem have a higher likelihood of working towards fertility-
optimizing behavior change such as losing weight or seeking medical help (Fulford,
Bunting, Tsibulsky, & Boivin, 2013). Evidence-based messages could be leveraged
by the media to inform the public on reproductive health, the ovulatory cycle, and
procreative success, as well as the frequency, causes, signs, and repercussions of
infertility. These efforts could increase knowledge, reduce stigma, and facilitate early
access to diagnosis and treatment.
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2.7.3 Tertiary Prevention

Tertiary prevention strategies are used to help people appropriately manage or
improve their health problem over the long-term. In the case of infertility, ART can
help couples to resolve biological childlessness. There is a slightly higher demand
for infertility services in developed countries compared to less developed countries,
however availability of care is markedly unequal due to allocation of health care
resources, regulations, and lack of services in lower-income countries (Boivin et al.,
2007). Nevertheless, from 2000 to 2010, IVF services grew from being available in
only one-quarter of the world’s nations to being available in more than half of the
nations, although sub-Saharan Africa is still largely underserved (Inhorn & Patrizio,
2015).

An important public health issue is the racial and ethnic disparities in access to such
services. For example, in the United States, a nationally representative survey from
2006–2010 found that only 38% of nulliparous women aged 25–44 who reported
fertility problems had ever used infertility services; among those, the users were
disproportionally non-Hispanic White women with higher levels of education and
household income, despite non-Hispanic Black or Hispanic womenwithout a college
degree being the groupmost affected by infertility (Quinn&Fujimoto, 2016). Studies
have also found that Black andAsianwomenwho pursueARTpresent with infertility
for a longer duration than non-Hispanic White women (Lamb et al, 2009; Seifer,
Frazier, &Grainger, 2008). If minority couples successfully overcome the challenges
to accessing care and receive ART services, Asian, Black, and Hispanic women still
report lower rates of live birth compared toWhite women (Quinn& Fujimoto, 2016).
Although there is a myriad of confounding factors to consider, significant research
is needed to better understand the potential mechanisms of this disparity. Working
to ensure insurance coverage, lower costs, expand ART services in low resource
settings, and address social and cultural concerns is paramount.

2.8 Conclusion

Because biological parenthood is a central life-goal for the majority of women and
men throughout the world, infertility represents a developmental interruption in a
couple’s expected life course and is related to substantial stress and emotional chal-
lenges. At the intrapersonal and interpersonal levels, individuals and couples use a
variety of coping strategies to manage this unexpected stressor. Coping strategies
must be viewed in the context of one’s relationship to understand the effectiveness
for individuals and partners. Furthermore, counseling services offered by mental
health and medical professionals can provide much needed relief for women and
men undergoing treatment. At the societal level, while there are growing number of
women and men having children at older ages throughout the world, fertility aware-
ness is lacking in both the general population and among medical professionals. As
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such, increasing awareness of age-related fertility decline, as well as fertility preser-
vation options, is needed to ensure patients have the opportunity to make informed
reproductive choices. Finally, from a public health perspective, primary, secondary,
and tertiary prevention strategies can be used to prevent infertility and reduce the
significant burden it places on women and men, communities, and societies.

Appendix 2.1: Additional Fertility Resources

Screen IVF

Screen IVF is a 34-item instrument designed to screen infertility patients prior to
treatment in order to identify those at risk for emotional distress and pre-treatment
dropout (Verhaak, Lintsen, Evers, & Braat, 2010). It was originally developed for
Dutch fertility patients, has been translated into English, and has been found to have
both construct and criteria validity. The measure includes 10 items for anxiety (state
and trait), 7 items for depression, 12 items for cognitions regarding fertility problems,
and 5 items for social support. Recommended cut-off scores are provided to assist in
the identification of at-risk patients. It has also been recommended for use by fertility
clinics at the beginning of treatment (Ockhuijsen, van Smeden, van den Hoogen, &
Boivin, 2017).

FertiCalm

FertiCalm is a smart phone app developed by Alice Domar and Elizabeth Grill, two
of the world’s leading experts in reproductive psychology. The app is a repository of
over 500 coping options that can be accessed by women whenever and wherever they
feel distressed by infertility-specific life situations. There are more than 50 specific
life situations women are likely to encounter, each with custom-made solutions to
increase well-being in that moment. The solutions include cognitive techniques to
restructure thoughts, behavioral suggestions, social solutions, relaxation techniques
that include 10–20 different guided relaxations, and links to ideas for humor and
self-nurturing. For more information, please see http://www.ferticalmapp.com/.

FertiSTAT

FertiSTAT is a 22-question, online fertility status awareness tool developed and val-
idated by Cardiff University researchers Jacky Boivin and Laura Bunting (Bunting
& Boivin, 2010). Based on a woman’s responses to her age, lifestyle, and health,
it provides personalized guidance about reducing risk, optimizing behaviors, and
seeking timely medical advice. The tool is aimed at women but includes an opportu-
nity to assessmale partner risk. Formore information, please see http://www.fertistat.
com/.

http://www.ferticalmapp.com/
http://www.fertistat.com/
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FertiQoL

FertiQoL is the first validated instrument to reliably measure the impact of fertility
problems and its treatment on quality of life for men and women (Boivin, Takef-
man, & Braverman, 2011). The tool has 36 items, covering emotional, mind-body,
relational and social domains, as well as the impact of treatment quality and tolera-
bility on quality of life. The instrument is available in over 20 languages. For more
information, please see www.fertiqol.org.

PCRI (Positive Reappraisal Coping Intervention)

Research suggests that the two-weekwaiting period between embryo transfer and the
pregnancy test is a particularly stress-inducing time (Boivin & Takefman, 1995). The
PCRI is a self-help, at-home intervention, consisting of a single pocket-sized card or
flyerwith statements designed to help patients cognitively redefine difficult situations
to find more positive meaning. Studies have found that use of the PCRI can increase
positive affect (Lancastle & Boivin, 2008; Ockhuijsen, van den Hoogen, Eijkemans,
Macklon and Bovin, 2014b), as well as significantly reduce anxiety levels during the
waiting period and up to 6 weeks after the start of the waiting period (Ockhuijsen
et al., 2014a).
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Chapter 3
In Pursuit of Parenthood: The Highs
and Lows of Fertility Treatment

Vera Skvirsky and Orit Taubman – Ben-Ari

3.1 Introduction

We start out with so many expectations. Our own, our parents, those of our society. Some-
times the hardest thing is to be in a position where we recognize the distance between our
expectations and reality…I remember that I stopped taking the pill the day after Ronny pro-
posed. I really wanted to get pregnant even before the wedding. I hoped and waited every
month to see the two stripes on the stick, maybe because something inside me knew that it
probably wasn’t going to be so easy…But it didn’t happen…Not even the month after the
wedding, the month after that, or the month after that…I wanted to hold our little boy or girl
in my arms, I wanted to stop hurting, I wanted to start my own business, I wanted to feel I
was using my abilities to get ahead…But the treatments put everything on hold. During that
period I sometimes felt I couldn’t have expectations about anything, because nothing was in
my hands. (www.retters.co.il)

Procreation is widely perceived to be a natural developmental stage in the human
life course (e.g., Erikson, 1963). This perception informs what most people think
about becoming parents: it is a natural event that will happen when they are ready
to undertake the role, while or after the achievement of other basic needs, such as
finding a soulmate or satisfying career goals. But reality sometimes plots a different
course for us. Nowadays, more and more people are dealing with infertility, defined
as “the failure to achieve a successful pregnancy after 12months or more of appropri-
ate, unprotected intercourse or therapeutic donor insemination” (Practice Committee
of the American Society for Reproductive Medicine, 2013, p. 63). Indeed, studies
estimate that in 2010, 48.5 million couples worldwide were unable to have a child
after five years of active attempts (Mascarenhas, Flaxman, Boerma, Vanderpoel, &
Stevens, 2012), a 9% prevalence of infertility (of 12 months), and 56% of the couples
seeking medical care (Boivin, Bunting, Collins, & Nygren, 2007).
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Difficulties in the natural capacity to produce offspring often comes as an unpleas-
ant surprise and typically arouses psychological distress. It is associated with the
inability to achieve the desired social role of becoming a parent (Greil, Slauson-
Blevins, & McQuillan, 2010, see also Morse & Steger, Chap. 1 in this volume),
damages the sense of symbolic immortality leading to heightened levels of death
anxiety (Yaakobi, Mikulincer, & Shaver, 2014, see also Solomon, Chap. 11 in this
volume), and is considered a prolonged life crisis with elements of a chronically
stressful situation (Greil, Schmidt, & Peterson, 2014). In a qualitative study, women
described their perception of infertility and its treatment as “a struggle, a loss, a
failure, a stressor, a painful experience, and an emotional roller coaster” (Berger,
Paul, & Henshaw, 2013, p. 59). Elsewhere, they have reported greater experience of
difficulties related to higher distress and lower well-being (Benyamini, Gozlan, &
Kokia, 2005). A qualitative study of male infertility showed that men also reported
feeling ignored, stigmatized and isolated (Arya & Dibb, 2016). However, most stud-
ies indicate that infertility is more distressing for women than for men, and that the
experience and coping strategies of the two genders are different (Greil et al., 2010,
2014; Ying,Wu, & Loke, 2015). Moreover, infertility affects not only the individuals
in the couple, but also the couple’s psychological well-being as a unit (Ying et al.,
2015, see also Peterson & Place, Chap. 2 in this volume).

The stress and potential damage to themental health of people copingwith infertil-
ity impact their quality of life (Rooney & Domar, 2016). Furthermore, studies have
consistently found that stress and psychological burden are among the most fre-
quent reasons given for the decision to discontinue treatment (Galst, 2018; Gameiro,
Boivin, Peronace, &Verhaak, 2012; Greil et al., 2014). The current chapter describes
individuals’ experience of infertility at different stages in their journey to parenthood
(at the beginning of treatment, during pregnancy, and after the birth), and considers
diverse contributors to a variety of outcomes, both negative and positive.

3.2 Acknowledging a Fertility Problem and Beginning
the Treatment Process

There comes that moment when you realize you’re a fertility patient…the moment the
whole meaning falls on you. You lose part of your naiveté at that moment…It caught me
unprepared. I couldn’t stop crying. At that moment I understood that I was starting on a
path whose end no one could see for sure. Nothing was certain. Fertility treatment didn’t
guarantee pregnancy, and pregnancy didn’t guarantee children…Even though I had dozens
of moments of optimism and strength later on, I remember that moment in the parked car
and the fear and helplessness I felt…As a fertility patient I understand you can never know.
Until you hold a healthy baby in your arms, anything can happen. (www.retters.co.il)

A couplewho comes to their first consultationwith a fertility specialist has already
experienced a failure to conceive for at least a year. This means two things: first,
that they acknowledge the problem (Olafsdottir, Wikland, & Möller, 2012); and
secondly, that they have a “baseline” level of frustration and stress even before the
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beginning of the demanding series of examinations and medical procedures ahead of
them (Domar, & Gross, 2012; Fassino, Piero, Boggio, Piccioni, & Garzaro, 2002).
Although the findings of a study conducted in Scotland indicate higher psychological
distress among women as the number of infertility clinic appointments increases
(Souter, Hopton, Penney, & Templeton, 2002), the very beginning of treatment is
a uniquely stressful event. While only a few studies thus far have examined this
initial stage, research interest in it has recently been growing. For example, in 2016,
Casu and Gremigni developed the Infertility-Related Stress Scale, administering
it to participants recruited at the time of their initial infertility consultation. The
results showed that patients with above-threshold levels of anxiety and depression
reported higher infertility-related stress in both intrapersonal (e.g., mental health)
and interpersonal (e.g., work performance) domains, particularly in the former.

A number of studies have related to the mental and physical health of men and
women at the start of this complicated process. For example, a Portuguese study
compared three groups: infertile couples attending their first medical appointment at
an infertility medical center; those at the beginning of ART (Assisted Reproductive
Technologies) treatments (during the hormonal simulation phase); and presumed
fertile couples (childless and not pregnant or trying to get pregnant at the time of the
study), and found more similarities than differences between infertile and presumed
fertile couples (Moura-Ramos, Gameiro, Soares, Santos, & Canavarro, 2010). How-
ever, the infertile group presented higher levels of infertility global stress than did
ART couples, and 20% of infertile women scored above the norms in depression,
compared to 16.5% in the ART and 13.6% in the presumed fertile groups. Similarly,
an Italian study found that anxiety and depression levels were higher for infertile
couples at the time of their first contact with a specialist in obstetrics and gynecology
than in fertile couples (Fassino et al., 2002). And in a Swedish study, women after
an initial fertility clinic visit reported a considerably increased prevalence of anxi-
ety symptoms than pregnant women, regardless of whether the latter had conceived
naturally or with the aid of ART (Joelsson et al., 2017).

Gender may also play a role here, although the nature of its association with
psychological and physical well-being following the first consultation for infertility
is not entirely clear. Whereas some studies show that women score higher than men
on depression and psychophysical condition (e.g., Casu & Gremigni 2016; Valoriani
et al., 2016), others have found no significant gender differences (Moura-Ramos
et al., 2010). Moreover, in 55% of cases in which men scored above the cut-off point
on a depression questionnaire, their partners did as well (Valoriani et al., 2016).

Psychological distress at this point in time may affect the decision of whether or
not to pursue treatment. In the Netherlands, for example, almost half of the patients
left before starting any form of actual treatment, with one of their main reasons
being emotional distress (Brandes et al., 2009). Elsewhere as well, patients who do
not pursue treatment have been found to have higher baseline depression scores than
those who choose to embark on the treatment process (Eisenberg et al., 2010).

Nevertheless, the first consultation also has the potential to positively impact
psychological distress and anxiety by providing more reliable information. A study
carried out in the U.S. indicates a modest improvement in women’s knowledge of
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reproductive anatomy, ART, and fertility factors after the initial infertility visit (Chil-
dress et al., 2015). In addition, patients’ positive and negative appraisals of treatment
changed over time: negative appraisals (threat and loss), as well as anxiety scores,
decreased, while positive appraisals (challenge) increased. A similar decline in state
anxiety scores over time was found following consecutive referrals to an infertility
clinic (Edelmann & Connolly, 2000). Moreover, women showed a greater reduction
in anxiety over time than did men, regardless of the diagnosis. Thus, the initial con-
sultation may help reduce stress and anxiety levels, which, in turn, may impact the
decision to pursue treatment.

A series of Israeli studies examined contributors to the perceived stress, mental
health, and life satisfaction of women after their initial consultation with a fertility
specialist, and found that higher levels of personal resources were associated
with greater positive outcomes in mental health. More specifically, higher hope,
a positive resource characterized both by a cognitive element, whereby mental
capabilities are used to find solutions for achieving desired goals, and by an
affective element expressed in the emotional response to the success (or failure) of
such efforts (Snyder, 2002), was associated with greater well-being (Ben Shlomo,
Skvirsky, Taubman – Ben-Ari, Azuri, & Horowitz, 2017). Higher rumination
(self-consciousness motivated by a sense of threat, loss, or injustice; Trapnell &
Campbell, 1999) was associated with greater distress (Ben Shlomo, Skvirsky et al.,
2017); higher attachment anxiety, considered a sign of difficulties in emotional
regulation, was associated with less life satisfaction, higher perception of stress, and
more negative emotions, whereas higher avoidant attachment was associated with
more negative emotions (Ben Shlomo et al., 2019; Skvirsky, Taubman – Ben-Ari,
Ben Shlomo, Azuri, & Horowitz, 2019); higher perception of meaning in life was
related to lower levels of perceived stress (Skvirsky et al., 2019); higher levels of
self-mastery (the extent that an individual feels control over their life) were related
to lower perception of stress (Ben Shlomo, Pascal, Taubman – Ben-Ari, Azuri, &
Horowitz, 2017); and higher levels of self-mastery and lower levels of stress were
associated with greater life satisfaction (Ben Shlomo, Pascal, et al., 2017).

Interpersonal resources have also been shown to play a role in coping with fertility
issues. Numerous studies have revealed the significance of the couple relationship
(Greil et al., 2010; see also Peterson & Place, Chap. 2 in this volume), while others
indicate the importance of family support (High & Steuber, 2014; Vasaard, Lund,
Pinborg, Boivin, & Schmidt, 2012). This suggests another potential interpersonal
resource, the perceived support a woman receives from her mother, a unique figure
in her life, and the quality of the relationship between the two women (Bojczyk,
Lehan, McWey, Melson, & Kaufman, 2011).

Dear Mom…it hurts, my whole body hurts…Mom, my heart and soul hurt…The doctor
keeps giving me another invasive examination, another shot I’m no longer afraid of. It’s
become routine…My stomach hurts from all the needles stuck into it and the serum shot
into it raising a glimmer of hope that maybe this month will be my month. Mom, I’m scared
it won’t work.
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It hurts me to see you cry off on the side and try to encouragemewith words that just infuriate
me, that hurt me and put pressure on me and make me feel guilty and feel that I’m unworthy
in my own eyes and in yours.

Dear beloved Mom, I know you want the best for me and that you simply don’t know how to
cope, how to help and support me in this process I’m going through…I don’t always know
how to cope with my infertility either…But what I do know for certain is that I need you,
Mom. I need your sensitivity, your pampering, your understanding and acceptance…[I need
you to] respect me and understand…and most of all – don’t tell me to relax. Mom, I need
you so much. Just be there for me, soft and embracing…hug me like you used to. (www.
medabrotimahut.co.il/2011/01/)

Despite its importance, the mother-daughter relationship has received very little
attention in infertility research. The few studies conducted in the context of infertil-
ity indicate the importance of this relationship at the beginning of treatment. Thus,
women’s self-disclosure to the mother was related to lower levels of perceived stress
(Skvirsky et al., 2019); higher perceived mother’s support in the form of active
engagement (including the woman in discussions of her condition, taking an inter-
est in her feelings, and displaying behaviors that support problem-solving; Buunk,
Berkhuysen, Sanderman, Nieuwland, & Ranchor, 1996; Coyne & Smith, 1994) has
been linked to women’s greater well-being and lower distress; higher mothers’ over-
protection was associated with greater psychological distress (Skvirsky, Taubman
– Ben-Ari, Ben Shlomo, Azuri, & Horowitz, 2018); and a more supportive, close,
and warm relationship with the mother was associated with higher positive emotions
(Ben Shlomo et al., 2019).

One highly significant variable that cannot be ignored in any discussion of infertil-
ity is the woman’s age at the start of fertility treatment. From the medical standpoint,
there is a decrease in fertility and ovarian functioning and an increase in the length
of time required to conceive among women in their mid-30 s, with 35 considered the
cut-off point at which the decline in fertility becomes sharper (Liu et al., 2012). It is
rather surprising, therefore, that research appears to indicate an association between
older age and better mental health. Psychological distress has been shown to be
higher among younger women (Souter et al., 2002), and an examination of women
11–17 years after fertility treatment indicated that those whowere older at the time of
their first consultation reported better mental health at the time of the study (Gameiro
et al., 2014). In recent studies conducted in Israel, younger women (below the age
of 35) also reported more psychological distress and negative affect at the begin-
ning of fertility treatment than older women (Ben Shlomo et al., 2019; Ben Shlomo,
Skvirsky et al., 2017), and women’s younger age also contributed to higher perceived
stress (Skvirsky et al., 2019). Moreover, these studies show that internal resources
mediate between age and mental health. Thus, older women were found to display
less of a tendency for rumination, which, in turn, was associated with better men-
tal health, and also reported more hope, which, in turn, was associated with higher
well-being (Ben Shlomo, Skvirsky et al., 2017). In addition, a moderation effect was
found for mothers’ support, indicating that younger women are more dependent on
suitable mother’s support to enhance their mental health than women aged 35 and
over (Skvirsky et al., 2018). These findings suggest that age brings with it greater

http://www.medabrotimahut.co.il/2011/01/
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maturity, in the form of more secure personal resources and less dependence on
environmental support. Perhaps more importantly, they show that age plays a role
not only in a woman’s physiological ability to conceive, but also in her psycholog-
ical well-being, and that the two roles are not necessarily parallel. Moreover, there
appear to be gender differences in respect to the link between age and mental health,
although specific findings in this regard are inconsistent. For example, one study
found that infertility-related stress was significantly higher in women, regardless of
age, than in men (Casu &Gremigni, 2016), while another indicated that men, but not
women, showed an increased risk of experiencing non-somatic signs of depression
with increasing age (Valoriani et al., 2016).

Other background variables that have been examined in respect to mental health
at the start of fertility treatment have not produced significant results. No significant
associations were found, for instance, between psychological distress and duration
of infertility, the presence of existing children, or the cause of infertility (Souter et al.,
2002). Similarly, no significant relations were found between the cause or type of
infertility (primary, i.e., no previous pregnancy or secondary, i.e., previous pregnan-
cies regardless of outcomes) and psychological and physical well-being (Valoriani
et al., 2016), or perceived stress (Skvirsky et al., 2019), at the time of the first ART
consultation. However, when looking deeper into the type of infertility, it was found
that women with secondary infertility without children were less satisfied with life
than both women with secondary infertility with children and women with primary
infertility (Ben Shlomo et al., 2019). However, the fact that at this point, individuals
without a history of infertility may still be unaware of the origins of their problem
may explain some of these results.

3.3 Fertility Treatment: Between Hope and Frustration

During the treatments I try very hard not to brood over the negative and be optimistic and
strong. It’s important to me that when I look back on it I’ll feel that along with the difficulty,
it was also a good experience. That I learned and developed and the treatments helped me
to find my strong points and accentuate them. On the whole, I’ve succeeded, and I’m still
succeeding, in seeing the good that derives from this period. And yet, you can’t ignore the
difficulty, the pain. (http://www.retters.co.il)

A substantial body of literature relates to the implications of the fertility treatment
that follows the initial consultation and diagnosis. On the whole, research indicates
that fertility treatment is associated with elevated levels of distress (see also Peterson
& Place, Chap. 2 in this volume). A longitudinal study conducted in the U.S. (Greil,
McQuillan, Lowry, & Shreffler, 2011), for example, reported that treatment caused
women fertility-specific distress over and above that aroused by infertility itself.
Similarly, a review of gender differences in emotional reactions to IVF (in vitro
fertilization) concluded that women displayed elevated anxiety and depression levels
prior to each treatment, which became even higher on the day of the treatment and
during the waiting period before the pregnancy test. On the other hand, men only

http://www.retters.co.il
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reported feeling a higher level of depression before the pregnancy test, with anxiety
levels being generally stable throughout the treatment cycle (Ying, Wu, & Loke,
2016).

In light of the emotional burden that accompanies infertility and its treatment,
below we consider the effect on successful outcomes of ART. In other words, we
ask whether a history of treatment affects couples during the subsequent periods of
pregnancy and parenthood.

3.4 Pregnancy Following Fertility Treatment: The Next
Step in the Journey to Parenthood

Pregnancy is the hoped-for outcome of fertility treatment and the natural stage
before becoming a parent. While couples may now enjoy the relief and satisfaction
that come after the stressful period of treatments, they may also feel the mixed
emotions characteristic of pregnancy in general, including anxiety, distress, and
depression. Qualitative studies in the general population highlight feelings of
uncertainty and vulnerability: fear of losing the baby; the lack of control or pain
involved in labor; concerns about the relationship with the partner; and feelings of
isolation, whether due to the sense that the pregnancy does not meet expectations or
difficulty in sharing anxieties (Evans,Morrell, & Spiby, 2017; Rowe, & Fisher, 2015;
Staneva, Bogossian, & Wittkowski, 2015). Pregnant women report higher levels of
depression than their male partners, with maternal depression being a risk factor for
the development of depressive symptoms in fathers and vise versa (Arnal-Remón,
Moreno-Rosset, Ramírez-Uclés, & Antequera-Jurado, 2015; Sundström Poromaa,
Comasco, Georgakis, & Skalkidou, 2017).

If pregnancy itself is such a complex emotional period, conceiving after expe-
riencing infertility complications might be expected to accentuate the emotional
upheaval. We might assume that given the effort it took, the pregnancy will be even
more gratifying and joyful. Indeed, a study conducted in Israel shows that women
who conceived by IVF experienced lower negative affect and more positive mood
regarding self, baby, and spouse during pregnancy than did women who conceived
naturally. Moreover, women who had undergone two to three IVF cycles had lower
negative affect scores than women who had conceived after the first treatment cycle,
and mood regarding spouse depended on whether or not he had been the sole source
of the couple’s infertility (Harf-Kashdaei, & Kaitz, 2007).

However, the opposite might also be true: the pregnancy may be experienced as
especially stressful due to the anxieties and frustrations born in the treatment process.
The results of a qualitative Italian study seem to confirm this possibility. Couples
pregnant with their first child via ART were asked to tell their pregnancy story from
the very first attempts to conceive, when they still believed they were fertile, through
the diagnosis of infertility and treatment, and to the pregnancy itself (Smorti &
Smorti, 2013). The authors identified four consecutive themes in the narratives of
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the infertility and pregnancy experiences: the first one is “doubt”, when together with
the desire for a child, the first doubts and worries arise, due to the failure to conceive
spontaneously. The second: “final sentence” relates to the diagnostic evaluation and
receiving the harsh news about infertility: “the sentence constitutes a break in their life
and it is experienced like a crash into a terrible truth which is very difficult to accept”
(p. 170). Acknowledging the news concerning infertility means for the couples that
from now on, they will have to use fertility treatments to achieve pregnancy. The next
phase comprises of struggle and victory, which includes a struggle characterized by
self-blame, a sense of responsibility and the desire for control during the treatments.
When the pregnancy is finally achieved, couples report feeling the nightmare is over
and the dream is beginning, and experience a feeling that they have won a struggle
that has been achieved together. However, this is followed by a final phase, the
“monitoring” of the pregnancy, which is characterized by worries, fear, and stress
for women, whereas men tend to heave a sigh of relief with the conception, and then
respond to the pregnancy as they would to a “normal” one.

In another qualitative study conducted in England among pregnant primiparous
women and their male partners who had conceived with the help of fertility treat-
ment (French, Sharp, & Turner, 2015), all the participants described the treatment as
emotionally, physically, and mentally demanding, even when pregnancy had already
been achieved. As for the pregnancy itself, many of the themes in the prospective
parents’ narratives dealt with anxiety, including fear of losing the baby, with both
women andmen describing the effort to avoid focusing toomuch on birth and parent-
hood for fear of “jinxing” it. The participants, and especially the women, expressed
difficulty adjusting to pregnancy and planning for parenthood, including a sense of
numbness and lowmood in the early weeks. Moreover, the authors identified a “self-
silencing” theme, whereby many women who felt low or ambivalent in the wake
of the pregnancy had trouble expressing these feelings to others for fear of appear-
ing ungrateful for the fact that they were finally pregnant. Some men were unable to
express their feelings to friends and family who had conceived naturally because they
felt different. Moreover, a quantitative Portuguese study (Gameiro, Moura-Ramos,
Canavarro, & Soares, 2010) found that in the 24th week of pregnancy, primiparous
women and their partners who conceived through ART perceived the pregnancy to
be more demanding and riskier, but also more rewarding, than counterparts who con-
ceived spontaneously. All these findings paint a picture of pregnancy after fertility
treatment as a unique and complex experience for both women and men.

A systematic review (Hammarberg, Fisher, &Wynter, 2008) found consistent evi-
dence that marital satisfaction, emotional well-being, and self-regard during preg-
nancy are similar in ART groups and comparison groups, although anxiety about
the survival of the fetus appears to be higher. The finding of greater pregnancy-
specific anxiety after treatment has been corroborated in a number of recent studies
(McMahon et al., 2013; Stevenson, Trotter, Bergh, & Sloane, 2016), as well as in
a review (Gourounti, 2016). On the other hand, it has been found that women after
ART display lower state and trait anxiety (McMahon et al., 2013), or the same level
of general anxiety (Joelsson et al., 2017), compared to counterparts who conceived
spontaneously. Gourounti (2016), however, concludes that findings concerning gen-
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eral anxiety levels during pregnancy after ART are inconclusive. The qualitative part
of a mixed method study among women who conceived via IVF (Stevenson et al.,
2016) may help explain these inconsistencies as it indicates the complex nature of
anxiety. Here, three themes emerged regarding pregnancy-related anxiety. The most
common was anxiety over the health of the fetus, followed by worries about the
woman’s own health and safety, and concerns regarding her ability to perform the
role of mother (as a first-time mother or due to multiple gestation).

Findings regarding depression are also inconclusive. Some studies indicate that
women who conceive after IVF have either the same (e.g., Gambadauro, Iliadis,
Bränn, & Skalkidou, 2017; Joelsson et al., 2017; Monti et al., 2015) or less (e.g.,
McMahon et al., 2013), depressive symptomatology than women who conceive nat-
urally, a conclusion also reached in Gourounti’s (2016) review. However, an Italian
study (Monti, Agostini, Fagandini, La Sala, &Blickstein, 2009) reported that women
who became pregnant via ART exhibited higher depression than women who con-
ceived naturally.

Research has also examined the connection between ART and quality of life.
Gourounti (2016) concludes that women who conceived with the help of IVF display
poorer quality of life than those who conceived naturally. For example, findings
obtained in Canada (Vinturache et al., 2015) and Italy (De Pascalis et al., 2012)
show that women who conceived via fertility treatment report poorer physical health
during pregnancy than women who conceived spontaneously. The Italian study also
indicates that women scored lower on most dimensions of quality of life than men,
regardless of themethod of conception, and thatARTcouples had lower social quality
of life and showed a decrease in this dimension from the second to the third trimester
that was not observed among non-ART couples (De Pascalis et al., 2012).

A recent review concludes that no major detrimental emotional impact on preg-
nancy has been found following fertility treatment (Galst, 2018). This suggests that
when IVF results in pregnancy, the negative emotions vanish, that is, that treatment-
induced stress is related primarily to the threat of failure (Verhaak et al., 2007). But
this may not be the whole picture. The following conclusion drawn from a qualitative
study (Dornelles, MacCallum, Lopes, Piccinini, & Passos, 2016) may more accu-
rately describe women’s experience of pregnancy resulting from ART. The authors
state: “The experience of pregnancy following ART is interwoven with mixed feel-
ings, such as happiness, a sense of triumph, but also regret and fears.Having infertility
and its treatment as a background gives pregnancy a different start which may affect
the way it is experienced” (p. 126).

Moreover, in accordance with the findings for age at the start of fertility treat-
ment, older maternal age of women following ART or a spontaneous pregnancy
has been associated with lower depression and anxiety symptoms, lower maternal-
fetal attachment, as well as greater resilience, during the third trimester of pregnancy
(McMahon, Boivin, Gibson, Hammarberg et al., 2011). Nevertheless, the researchers
contend that personality and context factors (such as the quality of the relationship
with the intimate partner) are more important than age or mode of conception in pre-
dicting pregnancy mood (depression and anxiety symptoms) and pregnancy-specific
adjustment. In otherwords,withARTconception setting the stage for amore complex
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experience of pregnancy, women conceiving through ART simultaneously experi-
ence more pregnancy-related anxiety and more intense feelings of attachment to the
growing fetus (McMahon, Boivin, Gibson, Hammemberg et al., 2011).

3.5 The End of the Road: Early Parenthood Following
Fertility Treatment

I always have the feeling that motherhood after fertility treatment is a very different kind
of motherhood because suddenly something in the process of bringing children into the
world can not at all be taken for granted. All of a sudden we go from making plans to being
controlled by the reality of life, and what we thought would happen in a certain way doesn’t
always happen. And then the boy or girl arrives in the world and we find ourselves asking
questions, overwhelmed by the emotion of all the things we have gone through and the
difficulties we were forced to undergo.

I feel that after I gave birth it took me a very long time to bond with Arbel. Suddenly I had
a huge sense of freedom, that I could live again after 4 and a half hard years. I learned that
everyone feels different, but from what I’ve heard and seen from women about motherhood
after treatment, they have either a very strong attachment or a very strong estrangement. I
felt estranged. (http://www.retters.co.il)

Pregnancy follows immediately on the heels of the experience of fertility treat-
ment. But what about parenthood? Do all the difficulties and negative emotions
aroused by the attempt to become parents fade away as soon as the desired goal is
achieved, or do they persist and affect parenthood as well?

Two recent qualitative studies, one in the U.S. and the other in Iran, address this
issue. Both examined the experience of first-time mothers who conceived after fer-
tility treatment. In the American study (Ladores & Aroian, 2015), mothers referred
to the impact of infertility identity over time, which the authors term “lingering
identity as infertile.” This theme included topics such as anxiety during pregnancy,
perceiving motherhood as surreal, and feeling unprepared for the role of mother.
A second theme was gratitude for the gift of motherhood, an attitude that caused
the women to place unrealistic expectations on themselves, resulting in feelings of
guilt and shame when they were unable to tackle their new role with ease and grace.
Consequently, they felt they had to keep silent and were incapable of disclosing their
negative thoughts and emotions. Similarly, in the Iranian study (Mohammadi et al.,
2015), the main theme that emerged was “super-mothering.” The authors explain
that most of the participants gave birth after a long wait and considerable emotional
investment, anxiety, and difficulty. These experiences led them to aspire to be super-
mothers, expressed in four sub-themes: over-care, over-protection, over-emotional
investment, and over-expectations of themselves and others. The findings of these
studies support Hammarberg et al.’s (2008) conclusion that following ART, parent-
hood might be idealized, hindering adjustment and the development of a confident
parental identity.

Although qualitative studies point to the unique challenges of motherhood follow-
ing ART, quantitative studies indicate more similarities than differences. A recent

http://www.retters.co.il
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systematic review and meta-analysis found no increased risk for significant postpar-
tum depressive symptoms after medically assisted conception, and no significant dif-
ference in such symptoms between women who used medically assisted conception
and those with a spontaneous pregnancy (Gressier et al., 2015). The results of even
more recent studies support these findings, indicating that conception by means of
IVF is not associated with maternal depressive symptoms postpartum (Gambadauro
et al., 2017), and that mothers who receive IVF treatment are not at increased risk
of postnatal depression (Vikström, Sydsjö, Hammar, Bladh, & Josefsson, 2017) or
postpartum psychosis (Vikström, Josefsson, Hammar, Bladh, & Sydsjö, 2017).

However, contradictory findings have also been reported. It was found that only
womenwhohadundergonepreviousART treatments (before their current pregnancy)
showed a substantial increase in depression scores at 15 days postpartum, compared
to their scores during pregnancy, whereas women with no previous ART attempts
exhibited no similar change (Monti et al., 2015). On the other hand, a cross-sectional
study conducted in theNetherlands indicated that a higher number of treatment cycles
was associated with lower risk for mother’s decline in mental health (Jongbloed-
Pereboom et al., 2012).

Interestingly, in a qualitative Australian study of men who became fathers after
IVF, the majority of participants reported that the difficulties associated with fertility
and conception did not impact their experience of parenthood. Rather, they indicated
that once the pregnancy had been achieved and the child was born, fertility issues had
no further relevance (Bracks-Zalloua, McMahon, & Gibson, 2011). These findings
echo Smorti and Smorti’s (2013) claim that after the conception, men respond as they
would to a “normal” pregnancy. In addition, a quantitative study found no difference
in life satisfaction between new first-time fathers by mode of conception (Taubman
– Ben-Ari, Skvirsky, Bar Shua, & Horowitz, 2017). Thus, there appear to be gender
differences in the experience of parenthood following fertility treatment.

As noted above, age plays a crucial role in women’s physiological ability to
conceive (Liu et al., 2012). According to an Australian study (McMahon, Boivin,
Gibson, Fisher et al., 2011), older age also increases the likelihood of cesarean
section, priormiscarriages, and terminations at an older gestational age. Nonetheless,
no indication of increased prevalence of postpartum depression has been found in
older first timemothers, nor infirst timemothers conceiving throughART irrespective
of age (McMahon, Boibin, Gibson, Fisher et al., 2011). Nor did age play a role in
adjustment to parenthood (psychological, relationship, and parenting stress) among
first time parents conceiving through IVF (Bracks-Zalloua, Gibson, & McMahon,
2010).

The literature also points to other factors that may impact the postpartum mental
health of both parents, such as singleton versus twin/multiple birth. Interestingly,
it was found that twin/multiple parenthood, but not ART, negatively affected the
mental health (depression, stress, anxiety) of newmothers and fathers (van denAkker,
Postavaru, & Purewal, 2016; Vilska et al., 2009). In contrast, results of another study
indicate that parents of twins conceived after infertility treatments showed higher
anxiety at mid-pregnancy, as well as higher anxiety and depression at 3 months
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post-partum than parents of singletons also conceived after treatments (Tendais &
Figueiredo, 2016).

Studies of adjustment to parenthood have also examined other domains, including
quality of marital relations (Gameiro et al., 2010; Taubman – Ben-Ari et al., 2017)
and parenting stress (Flykt et al., 2011; Gameiro et al., 2010; Taubman – Ben-Ari,
Skvirsky, Bar Shua, &Horowitz, 2018), neither of whichwas found to differ between
parents conceiving throughART or spontaneously. However, a gender differencewas
found, with Portuguese fathers, but not mothers, who conceived through ART per-
ceiving themselves to be more competent than fathers who conceived spontaneously
(Gameiro et al., 2010).

In addition, there is a growing trend in recent years to explore the potential posi-
tive or beneficial outcomes of stressful situations, and particularly the possibility of
experiencing personal growth. In this vein, a number of Israeli studies have examined
the personal growth of new mothers and fathers in the transition to parenthood (see
also Taubman – Ben-Ari, Chap. 16 in this volume). Interestingly enough, despite the
stressful path taken by those forced to undergo fertility treatment, the mode of con-
ception was not found to contribute to personal growth (Noy, Taubman – Ben-Ari,
& Kuint, 2015; Spielman, & Taubman – Ben-Ari, 2009; Taubman – Ben-Ari et al.,
2018; Taubman – Ben-Ari, & Spielman, 2014).

3.6 A Long Journey

We have sought here to paint the complex picture of the experience of infertility that
emerges from the empirical literature, adopting a developmental perspective. We
have examined the different phases in the journey to parenthood, from early attempts
to conceive through the period after the birth of a child. Though quite rare, longi-
tudinal studies from pregnancy to parenthood shed light on the complexity of the
experience and provide a more in-depth understanding of the process, the context,
and the connections between variables over time. One trend that has been identified,
for example, is that whereas couples who have undergone fertility treatment may per-
ceive the ultimate pregnancy as more threatening and risky than couples conceiving
spontaneously, no differences are found in respect to their response to parenthood.
Moreover, a longitudinal design showed that only ART parents reported a decrease in
psychological quality of life over time (Gameiro et al., 2010). Other studies portray
pregnancy as a period in which women following ART feel better psychologically
than those who conceived spontaneously, although once again, differences disappear
when embarking on parenthood (Vinturache et al., 2015).

Recent studies go beyond the traditional approach of longitudinal designs, using
trajectory analysis to identify changes in variables over time. For example, a study
conducted in Portugal (Tendais & Figueiredo, 2016) examined the effects of mode
of conception, type of pregnancy, and parent gender on anxiety and depression levels
at each trimester of pregnancy, childbirth, and 3 months postpartum, as well as the
effects of these factors on the trajectories of anxiety and depressive symptoms over
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time. The findings reveal differences between parents in the two conception groups,
with those after fertility treatment displaying an increase in anxiety scores from
pregnancy to postpartum, whereas no such change was found for parents conceiving
spontaneously. Furthermore, the depression scores of women in the fertility treat-
ment group increased over time, whereas those of women conceiving spontaneously
decreased.

Another study that used trajectory analysis was conducted in Finland among
first-time fathers (Vänskä et al., 2017), and aimed to identify their latent mental
health trajectory classes from the pre- to postnatal period and their associations
with early fathering experiences (i.e., parenting stress). The study reveals similar
trajectory classes among fathers conceiving naturally and through ART, and these
classes predicted similar fathering experiences in both groups in respect to early
dyadic interaction and infant characteristics, although ART fathers reported a more
negative experience in the parenting domain (resources and limitations one posits as
a parent).

3.7 The Complexity of the Big Picture

Yesterday I met with a friend who has begun treatment. She’s at the very beginning, still
doing the investigations and tests to determine where the problem is. The question that keeps
nagging at her is: “Why is this happening to me?” I also asked myself the same question
at the beginning of the road. We all do, don’t we? There’s no answer, and as time passes
I understand that, unfortunately, each of us has a different difficulty to bear in life. Some
have financial difficulties, some have difficulties with love. I have a difficulty with children.
That’s my difficulty and I’ve learned to accept it without asking questions. I’ve learned to
accept it and try to make the best, sweetest lemonade possible from my lemon. Because at
the end of the day it doesn’t matter what obstacle we have to overcome. What matters is how
we cope with it. (http://www.retters.co.il)

Becoming a parent after experiencing infertility differs from the normative path
to parenthood, and thus demands special attention. In our attempt to describe the
unique nature of this journey, we have not sought to systematically review all the
existing literature on the topic, but rather to clarify just how complex the big picture
is.

As we have seen, acknowledging infertility and its consequences is an intense
and taxing experience from the very beginning. It is followed by the treatments
themselves, which take a toll on both the individual and the couple level. A pregnancy
achieved by ART similarly has unique aspects, and may be experienced as stressful
and accompanied by anxiety and depression, but also as more rewarding. Once the
child is born, although mothers who conceived via ART describe how infertility
affected their perceptions and feelings in qualitative studies, most quantitative studies
show no differences in the mental health or life satisfaction of parents by mode of
conception.

Although considerable effort has been invested in exploring different aspects of the
experience of infertility, the developmental outlook appears to be the approach most

http://www.retters.co.il
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missing from the literature, with a small number of highly informative exceptions.
The few longitudinal studies using trajectory analysis from pregnancy to postpartum
provide deeper understanding of the complexity in the transition to parenthood.More
research of this sort could also help us gain a better understanding of the dynamics
which explain the balance that may already be achieved with pregnancy and appears
to be typical of parenthood. Moreover, since the process leaves its mark even years
after treatment (Ying et al., 2016), future studies might examine its consequences,
both negative or positive, in the longer term as well.

This chapter sheds light on the importance of the initial infertility consultation.
As the beginning of treatment was also found to be associated with the crucial deci-
sion of whether or not to pursue treatment, it is vital to relate to distress at this
point in time. In respect to the periods of pregnancy and parenthood, research has
focused particularly on the experiences and mental states of women. The findings
regarding gender differences raise interesting questions for further studies, and high-
light the importance of engaging both men and women in future research in order
to gain a fuller picture of the experience of infertility. Dyadic studies would also
provide insight into the dynamics between the couple and the interrelations between
their coping strategies. In addition, the perspective of the extended family (parents,
grandparents, siblings), not to mention the social surroundings such as friends and
colleagues, has rarely been taken into consideration. These individuals, too, may be
experiencing difficulties at second-hand, and may develop fears and worries being
helpless figures in this experience. Expanding our knowledge of the social network
would deepen our understanding of both the context in which the couple functions
and the unique experience of these additional agents in their life.

Today (two and a half years after I gave birth), whenever I go to a wedding and dance the
night away, I feel a small sense of victory in my heart. Anyone who knows me knows I’ve
always liked to party. I’ve always liked to dance and do crazy things. Then the treatments
started. And I come home and there’s a friend’s wedding and I don’t know – Maybe I’m
pregnant? Maybe not? During that time I felt that my mind was always focused on me. I’m
careful not to drink. Not to eat sushi or raw fish. Not to dance toomuch so I don’t accidentally
get elbowed. Not to jump around too much because it might not be good for my uterus. Not
to let anyone pick me up so they don’t accidentally drop me. Not to get shoved. I’m always
being careful.

And then I go to the bathroom and the bleeding starts…and at those times I feel a little
cheated. I did everything - everything!! – to make sure it worked, and now again it didn’t
happen.

And what about the next time? I’ll be careful again. Maybe that’s what brought the bad luck?

So many thoughts. So many decisions around the simplest question in the world – to dance
at a wedding or not?

It’s like even when you’re happy, no one knows what’s really going on inside. No one
imagines the fears and anxiety. Because being a fertility patient is forever. It’s every moment
and every minute. Not just when they’re extracting eggs or injecting them. (http://www.
retters.co.il)

http://www.retters.co.il
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4.1 Introduction

Although having children is important for the majority of people across the world,
providing fertility care to involuntarily childless people is not a priority for many
governments, and certainly not in sub-Saharan African countries. Reasons given
for the neglect of fertility problems and treatment possibilities in these countries
are concerns about the growing population size, scarcity of health care resources
and infrastructure, and the heavy burden of other life-threatening diseases such as
HIV/AIDS or higher priority health outcomes such as maternal mortality (Inhorn,
2009; Ombelet, 2012; Van Balen & Gerrits, 2001). Governments and NGO’s are
giving more priority to reproductive health programs in support of contraception
and safe abortions. This is especially problematic as previous studies show that in
highly pro-natalist settings the personal and social consequences of having fertility
problems might have a devastating impact on the people involved (Daar & Merali,
2002; Inhorn & Patrizio, 2015).

Approximately eight to twelve percent of all reproductive-aged women and men
worldwide are affected by infertility (e.g., Inhorn & Patrizio, 2015). It is estimated
that around the world tens of millions of couples are dealing with primary infertility,
which is the inability to conceive after 12 months of regular unprotected intercourse
(Greil, McQuillan, Shreffler, Johnson, & Slauson-Blevins, 2011) and even more
people are confronted with secondary infertility, which is the inability to conceive
following a prior pregnancy (Inhorn & Patrizio, 2015). However, the prevalence of
women and men who are confronted with primary or secondary fertility problems
varies around theworld. Infertility rates are especially high inCentral and SouthAsia,
the Middle East and sub-Saharan Africa (Inhorn & Patrizio, 2015). In sub-Saharan
Africa, the prevalence of secondary infertility is much higher than primary infertility
(e.g., Nachtigall, 2006), mainly due to poor maternity care and high rates of unsafe
abortions (Inhorn & Patrizio, 2015). The high prevalence rates of fertility problems
are also related to higher rates of sexually transmitted infections (STIs), and other
infectious diseases such as lepromatous leprosy and malaria (Larsen, 1996; Saporta
& Yuksel, 1994). In non-Western settings where parenthood is culturally mandatory
(e.g., Donkor, 2008; Dyer, 2007) involuntary childlessness is also related to sexual
risk behaviour as a result of attempts to conceive extra-maritally, and therefore infer-
tility also increases the chance of being infected with STIs and HIV/AIDS (e.g.,
Inhorn, 2009; Inhorn & Patrizio, 2015).

Although at international fora and in various declarations, for example from the
World Health Organisation (WHO, 2017), infertility is recognized as a major health
concern especially in resource poor areas, it has led to few activities to address this
issue in these countries (Ombelet, 2012). For example, few initiatives have been
undertaken to inform and support people who are dealing with fertility problems
or to prevent infertility (Ombelet, 2012). Also, diagnostic examinations are seldom
offered in the public health system and treatments like in vitro fertilization (IVF)
are only done in private clinics. Due to the limited availability and/or inaccessibility
of proper information, diagnostics and treatments (Gerrits & Shaw, 2010; Ndegwa,
2014), many couples will remain involuntarily childless.
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Not being able to have children is for most people a major life problem (See also,
Peterson & Place, Chap. 2; Skvirsky & Taubman – Ben-Ari, Chap. 3 in this volume).
A considerable body of research, mostly conducted in Western countries, has shown
that involuntary childlessness has strong psychological and psychosomatic conse-
quences in terms of, for example, depression, anxiety, lowered self-esteem, feelings
of blame and guilt, and reduced sexual interest. Infertility has also been associ-
ated with increased risk of gender-based violence (Dyer, 2007; Van Balen & Bos,
2009). For only a small minority of involuntarily childless women and men in the
Western world, these effects on their psychological wellbeing are at a clinical level
(Greil, 1997), and in the West most involuntarily childless people are not excluded
from being involved in the activities of their friends’ and relatives’ children (Wirt-
berg, Moller, Hogstrom, Tronstad, & Lalos, 2007). The limited quantitative research
in sub-Saharan Africa, however, shows that in many countries involuntarily child-
less couples face severe negative psychosocial consequences. Childless women are
frequently stigmatized, isolated, ostracized, disinherited and neglected by the entire
family and even the local community (Daar&Merali, 2002; VanBalen&Bos, 2009).
Research in Ghana, however, found that more highly educated infertile women felt
less stigmatized than less educated infertile women (Donkor & Sandall, 2007).

4.2 Kenya and Infertility

In Kenya, a country of 38.6 million people, the prevalence of primary infertility is
about 2%, while about 30% of all women and men of reproductive age are affected
by secondary infertility (Ministry of Health Kenya, 2007). Although the few existing
studies about the prevalence of infertility show that Kenya is grossly affected by
the problem, little is known about how people who have to deal with fertility prob-
lems are experiencing their situation. The few studies that have focused on people’s
experiences with fertility problems in Kenya found that, as in many other low and
middle income countries, women are traditionally blamed for infertility (Kamau,
2011; Kimani & Olenja, 2001). In this chapter we present findings from a research
project carried out in Kenya in 2016. The aim of the project was to generate new
insights regarding fertility problems and fertility care in Nairobi, Kenya.

4.3 Our Study

An interdisciplinary team from the Netherlands (University of Amsterdam) and
Kenya (TechnicalUniversity ofKenya) carried out the study, consisting of researchers
from the fields of child development and education, public health andmedical anthro-
pology. The study was funded with a small grant from Share-Net International,
which is the Knowledge Platform for Sexual and Reproductive Health and Rights
(SRHR) initiated and funded by the Dutch Ministry of Foreign Affairs. A similar
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study has been undertaken in Ghana. Ethical clearance and research permits were
received from Institutional Review Boards (IRBs) at the University of Amsterdam,
the National Commission of Science and Technology in Kenya, and the Kenyatta
National Hospital from the University of Nairobi.

The study consisted of a quantitative component (a paper-pencil questionnaire)
and a qualitative component (individual interviews and focus group discussions). The
questionnaire study was conducted with patients facing fertility problems who were
recruited from one private clinic and one government hospital in Nairobi. In addition,
participants were recruited when they attended a patient support group meeting in
Nairobi. A total of 75 women (and 2 men, but due to the limited number of male
participants they were omitted from further analyses) facing fertility problems who
were seeking help from health providers completed a paper-pencil questionnaire
(further referred to as questionnaire), most of them on the spot when they visited
a clinic or the patient support group meeting. Almost all questions that were used
in the questionnaire were based on standardized instruments that have been used in
Western and non-Western countries.

For the qualitative component, in-depth interviews were held with 21 individuals
(20 women and 1 man) and 3 male-female couples. The participants were recruited
from 2 private clinics, 1 government hospital, 2 churches in Nairobi or when they
attended patient support group meetings in Nairobi. The participants were recruited
when visiting these places and the criteria for participation was ‘anybody that is
trying or tried to conceive and faces or faced fertility problems’. The participants
chose the place for the interviews. Most interviews took place either at participants’
homes or at a clinic. Qualitative data were also collected bymeans of two focus group
discussions in which a total of 19 women participated. The focus groups were held
at one of the private clinics, selected because the private clinic participated in their
organization. In addition, interviews were conducted with several key informants (3
gynecologists, 2 NGO founders, one person from the ministry of health, 4 pastors,
etc.), who were working with people who have to deal with fertility problems. All
interviews were recorded and transcribed for analyses.

The majority (93.3%) of the 75 women (mean age 34.0 years old, SD = 4.99) who
completed the questionnaire had a partner andmost of them (88%) also lived together
with their partner (average period: 6 years) in Nairobi. All women who filled in the
questionnaire had a job and most of them were working in the commercial sector,
whichmeant they were not from the poorest socio-economic groups in Nairobi. Most
of the women (n= 55) were struggling to get pregnant from their current partner for
the first time. A minority (n= 20) of the participants with a partner had got pregnant
from their current partner. However, 9 of these 20 did not give birth to a child and
the remaining 11 of these 20 women were seeking help because they were having
problems with getting pregnant for a second time. Two (of the 75) women had a
child in a previous relationship and 12 (of the 75) women reported that their current
partner had a child from a previous relationship. Sixty-four (85.3%) of the 75 women
reported they knew whether the fertility problems had to do with them (81.3%), with
their partner (7.8%) or with both of them (10.9%).
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For the qualitative sample, the peoplewhowere interviewed orwho participated in
the focus groupswere on average 37.2 years old (SD= 6.22) and all participants lived
in Nairobi. Most of them were living with a partner and reported primary fertility
problems.

4.4 The Absence of Male Participants

Finding male participants for a study on fertility problems is a well-known problem,
both in Western and non-Western contexts (Becker, 2000; Sandelowski, 1993). The
fact that it was very hard to recruit male participants for the current study, both for
the questionnaires and the interviews, could be explained by the fact that people were
recruited during their visit to a clinic, and most of the time these are women who
seek help in medical centres on their own, or as one of the gynecologists who was
interviewed said:

Men, even if they have a problem, they would not come and it’s very difficult to investigate
men in this country, because of the belief that if they are able to perform sexuality then they
are not fertile. They don’t seem to understand that, actually, that (if) you are sexually able
(this) does not mean that the sperms are normal. So, there is a disconnection on that issue.
So, they refuse to come for checking, yeah. So, you find that almost it is very rare that you
find the couple coming, the man and the wife, no, it’s the women who will come (…).

The fact that we could find only a fewmen to participate in our study reflects what
is called the “gendered medicalization of fertility problems” (Bell, 2014; Mumtaz,
Shahid, & Levay, 2013).

In developing countries, the predominant perception is that infertility and fertility
problems do not affectmen and that women are the cause of infertility (Hörbst, 2010).
One of the fewmale participantswhowas interviewed told us: “To my opinion, women
are pointed at, because most of the time they are seen as the ones with the problem”
(man, 42 years old). This is even the case when a medical check has already shown
that there are no problems with the fertility of the wife and that the husband should
be checked (Hörbst, 2010).

4.5 Knowledge of Fertility Problems

We assessed the knowledge of the 75 women who filled out the questionnaire about
specific risk factors for lower fertility. This was done with the Fertility Knowledge
Questionnaire, developed by a research team from Cardiff University, UK (Fulford,
Bunting, Tsibulsky, & Boivin, 2013), which consists of 13 statements about knowl-
edge on indicators for: reduced fertility (e.g. smoking, weight, history of STIs and
mumps after puberty); misconceptions about fertility (e.g. woman fertile even with-
out periods); and basic facts about infertility and its treatment (e.g., recommended
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time limit for referral to a specialist). Participants could answer whether a statement
was true, false or that they did not know the answer. A correct answer was assigned
one point and an incorrect, do not know or missing answer with zero points. Points
were summed, divided by the total number of questions and multiplied by 100 to
produce a percentage ‘correct fertility knowledge’ score with a range of zero to
100%.

Table 4.1 shows for each statement of the fertility knowledge instrument the
percentage of correct answers in our study. We found in our study among the 75
Kenyan women a ‘correct fertility knowledge’ score of 55.0%. We compared this
score with scores measured using the same instrument in a multi-country study by
Bunting, Tsibulsky, and Boivin (2013). Bunting et al. (2013) investigated fertility
knowledge in 79 countries (Kenya was not included). They used the 2010 Human
Development Index (HDI) to categorize the countries’ levels of socio-economic
development. The HDI is compiled by the United Nations Development Programme
(UNDP, http://hdr.undp.org/en/statistics/) and combines life expectancy, educational
attainment and income as a reference for social and economic development, and
ranks countries into four categories of development (very high, high, medium and
low). Based on the HDI, Bunting et al. (2013) categorized 32 countries (for example,
the U.K. and U.S.A) as (Very) High Human Development (VHHD) countries, and 47
countries (for example, India and Brazil) as Medium or Low Human Development
countries (MLHD). The overall fertility knowledge score that Bunting et al. (2013)
found in the 32 VHHD countries was 64.3%, compared to 44.9% for the 47 MLHD
countries (overall score for all countries: 56.9%). In our study the average fertility
knowledge score was similar to this overall knowledge score, and relatively high
compared to the MLHD group (Kenya is a MLHD country according to the HDI).
Nevertheless, within the Kenyan group, the level of knowledge differed widely by
question, with 8 (61.5%) of the 13 statements scoring less than 50% correct answers
(Table 4.1). Many key informants who were interviewed stated that the little knowl-
edge people have about infertility is due to the fact that (in)fertility is a taboo subject.
In effect, the issue is silenced in the public arena. People in Kenya do not openly
talk about issues related to (in)fertility, which contributes to their limited knowledge
about the subject. In addition, access to information about infertility and fertility
treatment is very limited in Kenya.

One of the interviewed gynecologists also referred to the low levels of fertility
knowledge among his patients: “People are not aware of how their body works”.
He linked this to the limited attention given to sexuality and reproduction in the
curriculum of schools in Kenya, and stated that as a result people are not aware of
the implications of STIs on someone’s fertility.

4.6 The Need to Have Children

Conceiving a child after you are married is very important for women in Kenya
(Kamau, 2011) and this was also found in the answers of the women on the questions

http://hdr.undp.org/en/statistics/
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that were related to their need to become a parent, measured in the questionnaire
with the Need for Parenthood subscale of the Fertility Problem Inventory, developed
by Newton, Sherrad, and Glavac (1999), see Table (4.2). Combining the answer
categories “agree” and “strongly agree”, our study found that almost all participants,
for example, reported that as long as they could remember they wanted to become
a mother (94.4%), and that they saw this as a more important goal in their life than
having a career (91.3%). Almost all participants also reported that they felt that they
were born to become a mother (90.0%), that their marriage needs a child (84.5%),
that they will do everything to have a child (80.8%), and that conceiving a child is
one of the most important things in a couple’s relationship (79.2%).

While these figures may reflect the women’s views and wishes, some of the inter-
viewed women also recognized the societal pressure affecting their ‘choice’. As one
of the participants mentioned:

Okay, (…) in Kenya (…) when you get married, it is expected that you have children. Not
having a kid is not something you decide, it is something that the society already decided
for you (…) it is something that you just follow. (woman, 35 years old)

For almost all participants who filled in the questionnaire it was also very hard
to accept that they would live a life without having children (Table 4.2). This was
measured with the Rejection of Childfree Lifestyle subscale of the Fertility Problem
Inventory (Newton et al., 1999). For example, only a minority (1.4%) reported to
“agree” or “strongly agree” with the statement that there is a certain freedom regard-
ing not having children that appeals to them, or “agree” or “strongly agree” that they
see a number of advantages if they did not have children (4.3%).

The socialization of women and societal pressure to become a mother and
women’s strong rejection of a childfree lifestyle, was well illustrated by one of
the interviewees: “The society prepared you as a girl (…) that one day you get mar-
ried, you get kids of your own” (woman, 33 years old). This woman also told us that
she—as a young girl—had to take care of her younger cousins (she had to bath and
dress them) because, as her mother used to say “One day you will have kids of your
own”. However, not all interviewed women linked womanhood to being a mother:
“Being a women is not about having kids but it is about being courageous” (woman,
33 years old).

4.7 Rejections from Society Because of not Having a Child

One of the interviewed gynecologists confirmed that women in Kenya who do not
conceive are experiencing a lot of social pressure from Kenyan society: “If you
can’t have a family, you are deficient, you are not hundred percent, you have a
problem”. This was also reflected in the quantitative results when we investigated the
experiences of stigmatization due to being childless and/or having fertility problems
(measured the Perceived Stigma Scale developed by Donkor and Sandall in 2007
and consisting of 3 items) with answer categories 0 “does not apply to me” and 1
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“yes, does apply to me”). About three-quarters of the women reported that other
people treat them as inferior and look down upon them (74.3%) or that they felt
that because of their situation (being childless or having fertility problems) people
felt uncomfortable with them (74.3%). Almost two-thirds of the women (63.5%)
reported that because of their childlessness or fertility problems other people in their
environment avoided them. We also computed a sum score based on these three
aspects of stigmatization which revealed that on average the participants reported a
2.12 out of 3.00 (SD = 1.26) on this stigmatization scale, with a majority (62.2%)
reporting a “yes” on all three items.

One of the women who participated in the focus groups shared her experiences
about stigmatization by saying that in her village it was very common for women
to send other people’s children out for groceries but when she would ask someone
else’s child to do this for her, people would tell her that she should first get her own
child before she can ask other people’s children to do things for her. This was for her
a very painful experience. Another woman also experienced something similar:

If another mother has a baby, other women are able to go there and hold that baby, but
because I have no baby, I am not allowed to go there and hold the baby. (woman, 34 years
old)

Other women told us that theywere not allowed to touch other people’s children in
their community, because the mothers were afraid that they [the participants] would
cause bad luck to the children. Sometimes the women even experienced violence
from other people in their community, they were segregated from the community or
experienced other insulting and insensitive comments from people in the community
in which they are living:

Yeah, people in the community say you’re useless, you’re useless in bed. They hit you, they
started talking: ‘you can, you are doing work, but work for nothing’, things like that. In
fact, when they see my husband coming from the shopping, they tell like ‘Why you need
shopping when you have nobody to feed? You are tired, but you’re doing work for what’.
Yeah, things like that. (woman, 42 years old)

One of the participants told us in an interview that her in-laws made a lot of
comments about her inability to conceive. The in-laws told her that she wasted the
resources of their son, which was very painful for her to be confronted with.

Not all participants, however, experienced such negative attitudes from people
around them. Also from other studies carried out in non-Western countries it is
known that in particular women and men from higher socio-economic backgrounds
seemed to be able to protect themselves and their partners from negative familial and
communal attitudes (e.g., Donkor & Sandall, 2007). One example in our study was
a well-educated woman who had been able to protect herself from negative attitudes
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related to childlessness by being and portraying herself as a “businesswoman”. As
she had always been a woman who had found her study and career important and
had also been seen as such by family and friends, they rarely asked her any questions
about the absence of children in her marriage.

4.8 Fertility-Related Quality of Life

The agonizing experiences of having fertility problems and being rejected by other
people had consequences for participants’ perceived quality of life. All interviewees
referred to the grief they were feeling because of their impaired fertility. Some inter-
viewed women told us that because they were not able to conceive a child they did
not feel complete or—in the words of one of our participants—“without a baby you
cannot be called a woman” (woman, 41 years old). One of the few men that par-
ticipated in the interviews argued that the feeling of not being complete when you
are not able to conceive a child is not exclusive for women and according to him in
Kenya manhood is also largely dependent on parenthood:

Well … for men, for those who are married, there is the idea that you cannot have problems
with getting children, because then you are not a man. […]As a man you cannot stand in
front of people and talk when you do not have children, […] because ‘who are you’?. You
are nothing. (man, 48 years old)

In the questionnaire we included the Fertility Quality of Life questionnaire
(FertiQoL; Boivin, Takefman, & Braverman, 2011) to assess the impact of fertility
problems on social, emotional, mind-body and relational domains. Based on the
participants’ responses, the raw scores were calculated and the scaled scores were
computed in accordance with instructions available at http://sites.cardiff.ac.uk/
fertiqol/scoring. For each domain the score can be between 0 and 100, with a higher
score meaning a higher level of quality of life.

The earlier quotes, showing the feelings of isolation from the community, are
reflected in the participants’ mean scores for the social domain of quality of life,
or the extent to which the participants’ social interactions were affected by fertility
problems. The minimum and maximum reported scores for this social domain of
quality of life were 8.33 (low quality of life) and 100 (high quality of life). On average
the women scored on this social domain 48.16. (SD = 18.85). For the emotional
dimension, reflecting the impact of negative emotions such as jealousy, resentment,
sadness and depression on quality of life, theminimumandmaximum reported scores
were 12.50 and 100 respectively, and on average the score was 42.44 (SD = 20.38).
The mind-body domain shows the impact of fertility problems on physical health
(e.g., fatigue, pain), cognitions (e.g., concentration) and behaviour (e.g., disrupted
daily activities, delayed life plans). The minimum reported score on this scale was
12.50 and the maximum was 100, with an average score of 49.06 (SD = 22.70).
The relational domain of quality of life is about the impact of fertility problems on
the marriage or partnership (e.g., sexuality, communication, commitment) and the

http://sites.cardiff.ac.uk/fertiqol/scoring
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reported scores for this aspect were between 20.83 and 83.33 with an average score
of 51.97 (SD = 14.50). The wide range of impacts which fertility problems had on
the relational domain of quality of life were also reflected in the interviews. One of
the interviewees, for example, referring to the impact that not being able to conceive
has on her relationship with her partner, stated:

At this moment (…) I don’t feel close, close together, because I feel so tired, there is a
problem that is supposed to be tackled, that is supposed to be managed. But we are finding
ourselves in a different direction. I am on my own side, euhm, we no longer go for out, we
no longer go for coffee, we lead a normal life, yeah, work, home, work, home, work, home.
(woman, 35 years old)

On the other hand, there were also participants who told us that the whole situa-
tion of dealing with fertility problems had strengthened their relationship with their
partner, which is also reported in the literature on infertility in Western countries
(Gerrits, 2016), as illustrated by one of the participants who told us:

I think the relationship has become more closer, the time we are supposed to do the [preg-
nancy] test he is always on my toes: are you okay, do you need something? He wants to take
me out, he just want to keep me happy. (woman, 34 years old)

4.9 Loneliness Versus Support and Sharing

Many participants expressed in the interviews their feelings of being alone in their
experience of fertility problems, especially at the beginning of these problems. In
one of the interviews, a woman described her first reaction when her gynecologists
told her that she had damaged fallopian tubes:

It was bad, I cried a lot, like, for two months I spent my days crying, my nights crying. It was
so bad. I even had to take some alcohol to calm me down, because I was alone, completely,
like, alone. (woman, 34 years old)

An aspect that contributes to this loneliness is, according to many interviewees,
the fact that people are not expected to talk about their fertility problems. Intervie-
wees noted that in Kenya, issues related to sexuality and reproduction are seen as
matters only discussed with the partner. One of the interviewed women mentioned
that women and men are sometimes “counseled” by the church when they get mar-
ried that “you do not move bedroom matters to the public” (woman, 35 years old).
In the questionnaire we also found that 92.0% of the participants reported that they
had not asked a friend or a relative for advice regarding their conception problems.

The fact that having fertility problems is a “silenced” topic in Kenyameans people
feel extremely lonely, do not have a lot of support, and are also unaware of other
people facing similar challenges. This silence might also contribute to people in
general having less knowledge about (in)fertility, as mentioned by a woman in one
of the focus groups: “the limited information about infertility is partly due to the fact
that people do not share their stories”.
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Following a clinic or hospital visit, however, this silence could change. More
than three-quarter (78.2%) of the questionnaire participants mentioned that they
sometimes or (quite) often asked other childless people for advice. As all participants
were recruited with the help of clinics or patient support groups, it is obvious that
they had met other people with fertility problems in the clinic. Interviewees also
pointed to the importance of participating in a support group (as some of them did),
to decrease the feeling of being alone, to find hope and also as a safe place to share
one’s feelings and get information from other people in a similar situation:

I feel very comfortable, because we are sharing problems. You see, you are not the only one,
there are other people. Even when you see that someone is pregnant, you see that there is
hope. Even though she may have not gone through the IVF, but you see there is hope. There
is support, they can’t abuse you, no, because you have met each other through this [support
group], you talk, you share and pass information, I think that is good. (woman, 42 years old)

4.10 Fertility Treatment: Considerations and Experiences

Many factors might influence people’s decision making about using medical treat-
ment such as IVF (Boivin, Bunting, Collins, & Nygren, 2007). The questionnaire
also included 27 statements to assess these factors. The statements are based on
the “Treatment Uptake” instrument developed by Bunting and Boivin (2007) based
on a literature review. Participants were asked to indicate the degree of importance
they gave to each statement when they were considering using fertility treatment (see
Table 4.3).Whenwe combine the answer categories “very important” and “extremely
important” the most frequently mentioned considerations were: (1) The success rate
of fertility treatment (97.1%), (2) The opportunity of identifying why I could not
get pregnant (97.1%), (3) Whether we could get fertility treatment where we live
(92.9%), (4) How easy it is (or not) to get medical advice or treatment (92.2%), (5)
The idea that we had tried everything to have a baby (91.0%), and (6)Whether health
insurance could cover the cost of the fertility treatment (89.4%).

In the interviews, participants told us how hard it was to find information about
causes of infertility and that itwas also very difficult to find theirway to a gynecologist
who provided fertility treatment, or in the words of one of the interviewed women:
“It was not easy to find information out there about where IVF is done in Kenya”
(woman, 33 years old). One of the gynecologists also explained that due to the
limited access to information about infertility and fertility treatment, people facing
fertility problems postpone seeking help in the biomedical realm. This can lead to
poorer treatment results, because women are often too old by the time they reach a
gynecologist who provides assisted reproductive technology (ART) services. This
gynecologist also emphasized the importance of educating people about visiting a
doctor when they have not conceived after one year.

In the questionnaire we also asked people to respond to the statement that fertility
treatment is too expensive and 85.5% did (strongly) agree with this statement. In
Kenya there are 7 private fertility clinics (located in Eldoret, Mombasa and Nairobi)
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and they are providing about 1000 IVF cycles per year (Ndegwa, 2014). The costs
of an IVF are indeed high, namely 4500 US dollar for one cycle (Ndegwa, 2014).
The high costs of ART services, for example an IVF cycle, mean that the majority
of people in Kenya, who are dealing with fertility problems, are not able to afford
ART services, creating huge access inequalities to appropriate fertility care (see also:
Gerrits, 2012; Inhorn & Birenbaum-Carmeli, 2008; Inhorn & Patrizio, 2015). In the
literature this is described as ‘stratified reproduction’ (Colen, 1995, p. 5). Almost
all interviewees told us that they had to borrow money to pay for fertility treatments
such as IVF or Intrauterine Insemination (IUI). The CEO of an organization for edu-
cation on reproductive health that was interviewed linked more affordable infertility
treatment to de-stigmatization of fertility problems in Kenya:

So, for me, I want, I want a stigma free country on infertility. On how we are going to
get a stigma free country is when we have cheaper, easily available treatment of infertility,
because today if, if I cannot get a baby, you’re talking about me, second year I don’t get, the
third, the fifth, the tenth, eleventh year, what will happen? The stigma will still be there. But,
for example, today you talk about me and say “Cecilia doesn’t get a baby, he [the husband]
needs to get out of that marriage” and then the second year I get a baby, what is that? It
means that people will shut up, because there will be a solution for, for infertility.

This is exactly what Inhorn and Patrizio (2015) underlined as well: more afford-
able and accessible ARTs in developing countries are not only needed to treat fertility
problems, but effective ARTs also decrease the (gendered) stigmatization of infer-
tility.

In the interviews, people also shared the feeling that medical professionals are
more preoccupied with earning money than with providing good health care and
giving adequate information. One of the interviewees who underwent several IVFs
and IUIs and still was not pregnant, found out later, when she went to another doctor,
that the IVFs and IUIs could never have been effective because there was a septum
in her uterus and she said:

It did not even bother them to put me through a single test before starting the procedures.
The consequences are always for the patient and never for the doctors. It are the doctors who
are going home with the money. (woman, 44 years old)

This is of concern because people starting the whole treatment procedure do so
based on trust in the doctor’s knowledge, especially given the biomedical complexity
of infertility and fertility treatment and the limited access to information about these
topics in Kenya. In the words of one of the interviewees “I did not consult any other
doctor, because I just thought, yeah my doctor said I do this … so, I do this.” (woman,
26 years old)

Notwithstanding the many complaints, participants also had positive experiences
with medical professionals. One of the interviewed women, for example, visited
another clinic after several bad experiences with the first clinic. She got the address of
the second clinic fromapersonal contact; this clinicwasmore specialized in infertility
and its treatment and there she was diagnosed with blockages to the fallopian tubes,
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which, according to the interviewee, needed to be removed before IVF could take
place. In the second clinic she felt well informed, as the doctor took time to explain
her medical condition and for the first time she felt “this doctor is not just after the
money.” (woman, 33 years old)

4.11 Conclusion and Recommendations

Our study on infertility and fertility care in Kenya showed the various consequences
of fertility problems and the difficulties people experienced with finding the right
information and accessing fertility care. These findings are in line with findings
in other sub-Saharan countries (Gerrits & Shaw, 2010). It should be noted that the
participants mainly consisted of women living in Nairobi, and themajority of women
who filled in the questionnaire were working in the commercial sector and did not
belong to a low SES group. So there is still scarce information about women of low
SES or women living in rural areas who face fertility problems, and very little is
known about Kenyan men. The experiences of people living in rural areas might be
different and are presumably likely to be worse compared to those who are living in
large cities such as Nairobi.

Our study showed that knowledge regarding fertility varied widely among our
research group and was on average limited on several topics. People were espe-
cially unaware of declining fertility with age, and the declining chance of getting
pregnant when overweight, and had misconceptions about all sperm being fertile,
and being fertile when not menstruating, as well as how many people face infertil-
ity. As also suggested by one of the interviewed gynecologists, informing people in
Kenya through education in schools, clinics and other locations (such as churches)
about (in)fertility and risk factors associated with impaired fertility, and also edu-
cating people about seeking medical advice on time, may improve their chances
of fertility (see also Bunting et al., 2013). Several studies on other diseases have
shown that increasing knowledge of signs, symptoms and preventable causes does
reduce risk, reduce delay in seeking help, and improve health outcomes (Grunfeld,
Hunter, Ramirez, & Richards, 2003; Oliveria et al., 1999). Bunting et al. (2013)
emphasized that one could expect similar benefits from increasing fertility knowl-
edge, although the high costs involved in fertility treatments may strongly reduce
these benefits. Education might also lead to destigmatization of infertility (see also
Gerrits et al., 2017).

Holmström and Röing (2010) emphasize that medical professionals should pro-
vide correct information to their patients about the success rates and possibilities of
ARTs, so that their patients can make well informed and empowered decisions in
their steps to undergo fertility treatment (or not). In our study, we found that accord-
ing to the interviewees, professionals did not always provide appropriate information
because they presumably also had a business to run (the private clinic). Elsewhere,
two Sri Lankan IVF clinicians have drawn attention to the challenges practition-
ers in private IVF clinics (including they themselves) are facing (Palihawadana &
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Seneviratne, 2015). On the one hand, they have an obligation to inform their patients
realistically about the availability of ART facilities and the range of possible solu-
tions for infertility problems; on the other hand, they have to advertise and promote
themselves in the media, as ‘any private sector enterprise’ that can resolve people’s
infertility problems (Gerrits, 2015, Palihawadana & Seneviratne, 2015). According
to Franklin and Roberts (2006) the money-making focus may affect the trust that
people have in the medical ART world. However, we should also mention that our
participants also reported positive stories about some private clinics which do inform
their patients very well and really want to help them.

In Kenya, like in many sub-Saharan countries, motherhood is considered impera-
tive for womanhood. In our study, for example, this was reflected in the answers that
most women gave about it often not being a choice to have a child but a “decision”
made for women by society. Like in other studies in non-Western countries (see for
an overview: Van Balen & Bos, 2009), we found that many women reported feelings
of grief, incompleteness, loneliness and low scores on instruments measuring qual-
ity of life. To deal with these feelings some participants did mention the importance
of patient support networks (see, for example, Peterson & Place, Chap. 2 in this
volume). Many researchers have emphasized the importance of support groups for
patients with particular health issues, such as HIV/AIDS, in sub-Saharan African
context (Gillett & Parr 2010; Moyer, Igonya, Both, Hardon, & Cherutich, 2013).
Little is known about the importance of support groups for people with fertility
problems in these contexts, while they are known to play an important role in many
Western countries (e.g., Van Uden-Kraan, Drossaert, Taal, Seydel, & Van de Laar,
2009) and lately have been set up in a number of Sub-Saharan African countries such
as in Ghana (Gerrits, 2015, 2016).

Globally, ARTs have brought a solution for many infertile people and they are
generally seen as highly desirable (Gerrits, 2015). It is therefore not surprising that
ARTs are also seen as a welcome opportunity in a context in which there are a lot
of socio-cultural and psychological consequences for unwanted childlessness, espe-
cially for women. Franklin (1997) described ART as a “technology of hope” when
these technologieswere initially introduced inWestern contexts. Franklin (1997) also
argued that this (gendered) medicalization of infertility can change from what users
might experience as something to increase their reproductive agency into something
which adds a new kind of pressure or obligation on women (and men) to use. In line
with this we argue that it is not only important to make ART more accessible, but
efforts should also be made to destigmatize infertility and unwanted childlessness,
because only then childless couples will not be isolated and discriminated against
(Ombelet, 2011). On the other hand, the use of ART can also be seen as a way for
people to cope with societal pressure and negative attitudes around them (Bochow,
2015) and in itself may have a destigmatizing effect (Inhorn & Patrizaio, 2015).

Our study also showed that access to diagnostic information and treatment was
very important for the participants; however, the access to these ‘technologies of
hope’ is limited because of the costs and availability. In Kenya ARTs are only avail-
able in the private sector, and thus are very expensive, and so only accessible to
some couples, and sometimes only after borrowing a large amount of money. Not
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surprisingly almost all participants (even while most of them belonged to higher
income groups) agreed with the statement that fertility treatment is too expensive.
This leads to what the literature labels as ‘stratified reproduction’ (Colen, 1995). This
‘stratified reproduction’ is in contrast with international statements which have been
made since 1948. In 1948 the United Nations (UN) Universal Declaration of Human
Rights stated that: “Men and women of full age, without any limitation due to race,
nationality or religion, have the right to marry and to raise a family”. This statement
was followed by a statement at the UN International Conference on Population and
Development (ICPD) in Cairo in 1994: “Reproductive health therefore implies that
people have the capability to reproduce and the freedom to decide if, when and how
often to do so …. And to have information and the means to do so …” (UN, 1998),
and then in 2004 at the World Health Assembly: “the provision of high-quality ser-
vices for family-planning, including infertility services” was once more confirmed
(World Health Organization, 2004). These statements underline the right to have
access to fertility treatments when couples are unable to have children (Ombelet,
2011). The ‘stratified reproduction’ resulting from unequal access to ARTs in Kenya
(like in many other countries) contrasts with these international statements, and one
of the remaining questions is “why would citizens of developing countries not have
the right to have at least one child, especially if we succeed to simplify care andmake
them [ARTs] affordable for a much larger part of the population?” (Ombelet, 2011,
p. 260).

Several initiatives have been undertaken in the last couple of years to simplify
diagnostic procedures for fertility problems, to use less expensive ovarian stimula-
tion medication and to use IVF procedures that are more affordable, but still safe and
effective (Frydam & Ranoux, 2008; Ombelet, 2011, 2014; Ombelet, Cooke, Dyer,
Serour, & Devroey, 2008). The project undertaken by the Belgian non-profit organi-
zation the Walking Egg (tWE) is an example of such an initiative. One of the main
goals of theWalking Egg is to make infertility care universally available and accessi-
ble (Ombelet, 2011; Ombelet &Campo, 2007). As part of theWalking Egg initiative,
a new simplified method of IVF culturing was developed, called tWE lab method
(for more technical information see the tWE lab system: Klerkx et al., 2014). Studies
carried out at the IVF unit in Genk (Belgium) showed that the outcomes of this more
affordable culture method were identical with those from a conventional IVFmethod
(Ombelet, 2014; Van Blerkom et al., 2014), while the costs of this tWE lab method
are between 10 and 15% of the costs of a conventional IVF (Klerck et al., 2014).

Nevertheless, it will take time until more people have access to fertility care; and
even when they have access to fertility care, this will not always result in a preg-
nancy and a child. According to the Centres for Disease Control and Prevention
(CDC, 2011), the success rate of a single IVF using a woman’s own ova is 30–40%
for women below 35 years. The rate then decreases steadily thereafter to around
10% by the age of 43 years. Therefore, we contend—following the gynecologist
Willem Ombelet—that it is important to not only focus on broadening access to
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ARTs, but also on preventing infertility, for example by preventing sexually trans-
mitted infections and infections resulting from unhygienic maternity care and unsafe
abortion practices, and challenging existing negative attitudes regarding unwanted
childlessness (Ombelet, 2011).
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Chapter 5
Fertility Treatment Through the Eyes
of the Media: Words, Metaphors,
and Images in Israeli Media Coverage
of Fertility and Fertility Treatment

Shirley Ben Shlomo and Oneg Kabizon-Pery

5.1 Introduction

The first child conceived through in vitro fertilization (IVF) was born in 1978. Media
coverage of the event sparked a heated public debate over the potential implications
of technological intervention in the context of fertility and birth (Michelle, 2007).
In the last three decades, assisted reproductive technology (ART) has developed so
rapidly (Shalev & Lemish, 2011) that resulting births are no longer breaking news.
Instead, media reference to fertility treatment and its implications has become more
mature, and is often characterized by a critical attitude.

The discourse in the various media outlets not only reflects the dominant values
in society, but also shapes public opinion (Bassan & Michaelsen, 2013; Sangster &
Lawson, 2014), as well as social and cultural attitudes and beliefs (Graham & Rich,
2014). It does so by framing subjects on the public agenda as positive, neutral, or
negative (Sangster & Lawson, 2014), thereby imposing a particular meaning on a
situation, event, or issue. This power may also be used manipulatively to serve the
needs of certain social “players” or institutions (Jaworski, 2009), and influence the
attitudes and choices of individuals regarding the existing social agenda accordingly
(van den Akker, Fronek, Blyth, & Frith, 2016).

In respect to ART, there is a mutual dependency between the media on the one
hand, and reproductive policy and the social attitudes associated with it on the other
(Bassan & Michaelsen, 2013; Sangster & Lawson, 2014). The media appears to be
a key factor in the individual’s perceptions, as it both reflects accepted values and
norms (Piotrow, Kincaid, Rimon, & Rinehart, 1997) and furthers the construction
and internalization of stereotypical perceptions (Graham & Rich, 2014). Thus, the
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individual’s decision of whether or not to embark on ART may be influenced both
by the sociocultural context and by the way in which the procedure is framed and
presented to the public in the media (Shalev & Lemish, 2012).

5.2 Functionalist Representation of Reproductive Culture
and Policy

The functionalist approach depicts society as a collection of institutions and systems
that operate harmoniously and in coordination with one another. The media is con-
sidered one of the major social institutions working to preserve the social order, its
function being to maintain the existing status quo and reassure the public by pro-
viding information, correlating and interpreting it, transmitting cultural norms and
values, and mobilizing to promote society’s interest (McQuail, 2010).

As long as the media and the nation are speaking the same language, the message
conveyed to the public is clear. For example, a study conducted in a gynecological
center in Iran, a pronatalist country, sought to identify the factors promoting hope
among 23 women who had experienced failed cycles of fertility treatment. The
main factors emerging from interviews with these women were spiritual strength,
family support, and knowledge acquired through various media outlets. Thus, the
information provided by the media regarding ART and its implications influenced
the women’s sense of hope and their decision to continue the medical procedure
(Mosalanejad, Parandavar,Gholami,&Abdollahifard, 2014), in linewith the national
culture.

A similar study conducted in England (Peddie, van Teijlingen, & Bhattacharya,
2005) interviewed 25 women after several failed IVF cycles, but in this case they had
chosennot to continue treatment. Itwas found thatmost of the participants beganART
with unrealistic expectations, and were highly vulnerable to pressure from society in
general, and the media in particular. According to the authors, many couples embark
on ART with very high expectations, despite the fact that only 20–25% of the initial
cycles of IVF end in childbirth. The majority of women in the study stated that it was
their own decision to discontinue the procedures, although they had consulted with
friends and relatives. Some were desperate for additional information that would
justify putting an end to the demanding treatment cycles, but nevertheless looked on
the Internet for data on the success rate of the latest technologies before making the
final decision.

Like thewomen in the Iranian study (Mosalanejad et al., 2014), theEnglishwomen
referred to the media as a major factor in deciding whether or not to continue treat-
ment, as well as a source of pressure, as it gave the impression that having children
was a social obligation. They noted that news coverage repeatedly highlighted the
latest developments and breakthroughs in ART, reporting that they had enabledmany
couples to obtain the desired goal. Thus, for example, the participants were presented
with descriptions of couples who had conceived “against all odds,” women who had
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become pregnant after only the third cycle of IVF, and those who had conceived after
they had adopted a child. Such reports, which appear regularly in the media, were
found to highly increase the pressure to continue fertility treatment in the attempt to
become pregnant (Peddie et al., 2005).

In Israel, as well, the media appears to apply pressure on women to commit to
treatment at any cost.An analysis of news coverage (Shalev&Lemish, 2012) revealed
a trend in the media to convey the message that “the sacred end justifies the means.”
Women willing to undergo treatment, no matter how difficult, are represented as
inspiring and praiseworthy. The overriding aim is to become pregnant, and the more
women strive and suffer to do so, the more positive, glowing, and even heroic the
coverage they receive.What ismore, themedia portraysART as a type of disciplinary
regime, and encourages women to dedicate themselves to it. Furthermore, at the time
of the study, news coverage appeared to frame infertility as a deviation from the social
norm, that is, a physical problem that demanded a cure. The “cure” proposed was
ART, whose accessibility and effectiveness are, in fact, a source of national pride in
Israel (Shalev & Lemish, 2012).

Internalization and application of the message conveyed in the Israeli media can
be seen in the results of a study by Birenbaum-Carmeli and Dirnfeld (2008), who
examined137 Israeliwomenundergoing IVF treatments. Themajority of participants
expressed considerable optimism regarding the ultimate success of the procedure,
a high level of commitment to treatment, and a willingness to undergo as many
treatment cycles as necessary.

A Canadian study (Sangster & Lawson, 2014) revealed a similar activist approach
in the local media. The analysis of 157 print news items containing the word “infer-
tility” showed that the majority painted an alarming picture, adhered to a biomedical
perspective, and employed a language promoting the semantics of words such as
“suffering,” “frustration,” “effort,” “struggle,” “failure,” and “victims.” According to
the authors, as a result of this framing, media consumers may acquire only a partial
understanding of fertility problems and how they can be dealt with, and will find it
hard to define infertility in a way that does not favor medical intervention.

In some cases, the media expresses appreciation for women’s willingness
to undergo ART even when the procedures are unsuccessful. An Australian
study (Graham & Rich, 2014), for instance, examined the representation of child-
less women in 327 news items and found that they were the object of sympathy as
long as they wished to be mothers and did everything possible to achieve that aim.
The women who met these criteria included both those with heartbreaking stories of
the emotional, physical, and economic difficulties entailed in the fertility treatment
they underwent, and those who had missed the opportunity to have children during
their fertile years and were now sad and regretful. Their depiction, peppered with
words like “heartbreak” and “loss,” promoted the perception of childless women as
vulnerable and deserving of pity. In the view of the authors, this framing reflects the
assumption that all women want children, and represents the views of those work-
ing to further legislation regarding ART, surrogacy, and adoption. At the same time,
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technological developments now allowwomen to conceive at an older age, and social
changes encourage youngwomen to develop their independence and shape their lives
as they wish (Shaw & Giles, 2009). These processes have also influenced the view
of fertility and parenthood in the media.

5.3 Fertility Age: The Role of the Media in Shaping Public
Perceptions

Medical research tends to emphasize the significance of women’s chronological age
for fertility, indicating that once women have reached their mid-30s, physiological
changes in the female body lead to a decrease in fertility and ovarian function and
a rise in the length of time required to conceive. More specifically, 35 is considered
the cut-off point at which the decline in fertility becomes sharper (Liu et al., 2012).
Nevertheless, recent decades have seen a steady rise in the age of first-time mothers
throughout theworld, a trend enabled by technological developments (Carolan, 2005;
Hashiloni-Dolev,Kaplan,&Shkedi-Rafid, 2011; Shalev&Lemish, 2012).Moreover,
mothers in their forties and fifties are receiving growing attention in the popular
media, as evidenced by a TV documentary entitled Pregnant at 70, about women
around the world who became pregnant late in life, which was broadcast on the
American channel TLC (Sterling, 2013).

This global media trend is also reflected in Israel, a country in which every woman
is entitled to fertility treatments up to the age of 45 or until the birth of two live babies.
A study by Shalev and Lemish (2012) found that from 1995 to 2003, late parenthood
was represented in the Israeli media as a promising and positive strategy, and the
doctors who helped make it possible were portrayed in glowing terms as heroes
positioning the country at the forefront of ART. In addition, during that period, media
coverage largely framed fertility treatment late in life as a normative and legitimate
option, ignoring the risks involved. According to Marxist media theory (McQuail,
2010), this type of framing is designed to preserve the dominance of the medical
elite, pharmaceutical companies, and other economic interests. From this point of
view, by means of supposedly documentary TV programs and press interviews that
present only half-truths, the mind of the public is distracted from the real story.

Indeed, the media often encourages late motherhood by not telling the whole
story. Thus, for instance, although every detail of celebrities’ lives is aired in the
international media, it is extremely rare for any of them to admit to having fertility
problems. One example is the actress Halle Berry, who became pregnant in her
late forties. The press release issued by her publicist stated that she had conceived
spontaneously. Similarly, the singers Jennifer Lopez and Mariah Carey claimed to
have conceived naturally although theywere also both in their late forties (Carey later
offered a different version). Such stories are liable to stifle the discourse regarding
the difficulties and risks that might arise during fertility treatment in general, and at
an older age in particular, and are therefore potentially misleading (Edge, 2014). A
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number of celebrities, however, have spoken openly about medical procedures they
underwent in order to conceive, thereby opening a window for their fans to a more
accurate and comprehensive understanding of ART. The actress Nicole Kidman and
her husband, country singer Keith Urban, for instance, have one biological child,
two adopted children, and one child born to a surrogate mother (Scherman, Misca,
Rotabi, & Selman, 2016).

Although reality shows are generally looked down upon as being of poor quality
and not truly reflecting reality, the stories they tell typically have a strong effect on
viewers (Lewis, 2004). Lately, series documenting the daily lives of celebrities have
becomeparticularly popular. Those following the lives of youngcouples often include
episodes that deal with fertility and pregnancy concerns, such as ectopic pregnancy.
Furthermore, the process of fertility treatment has recently been shown on programs
such as Guiliana and Bill, Khloe and Lamar, Keeping Up with the Kardashians,
and others. These celebrities do not hesitate to bring TV crews with them to their
meetings with fertility specialists, and even into the treatment room. Viewers have
consequently been exposed to the whole procedure, including positive and negative
results and miscarriages. Such documentaries, with their great psychological power,
thus fulfill the potential to present a different version of acceptable social norms
regarding fertility. Revealing the full picture of ART aids in informing the viewers
about all aspects of the process, including the emotional and psychological implica-
tions (Edge, 2014).

Although health systems worldwide regard 35 as the point at which pregnancy
entails greater risk for both the mother and the infant, there is no accepted definition
of the age considered too late to have children. One possible cut-off point is 45, as a
pregnancy occurring at age 45 or over is defined as “post-menopausal” (Hashiloni-
Dolev et al., 2011). The age at which a woman is able to conceive also impacts
the state’s willingness to fund fertility treatments. For example, in Israel fertility
treatments are fully funded women up to age 45 until the birth of two live infants.

An analysis of items in the Canadian press (Sangster & Lawson, 2014) revealed
that according to the media, the leading cause of fertility problems is the decision to
delay having children (other causes mentioned include medical condition, obesity,
sexually transmitted diseases, drug abuse, and stress), and that ART is the optimal
way to deal with infertility. Similarly, a study of how the British media frames post-
menopausal mothers found that most of the news coverage referred to these older
women as “delaying” or “postponing” motherhood, or “putting it on ice” (Shaw &
Giles, 2009). The authors argue that these semantics imply an optimal age for giving
birth. The regular use of the word “delay” in the specific context of older mothers
suggests a negative, critical attitude. In the Israeli media as well, delayed conception
is presented as potentially incurring punishment in the form of fertility problems,
with the way to atone for this sin being altruistic devotion to treatment (Shalev &
Lemish, 2012).

In some cases, the media does not make do with issuing warnings of the risks of
postponing conception, but also adopts a didactic role, actually admonishing women.
Graham and Rich’s (2014) study of the popular Australian media found that it rep-
rimands women who choose to delay motherhood for whatever reason, presenting
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them as selfish. This framing calls on women to stop being complacent and under-
stand that ART can not always fix the ravages of time. In order to prove this point, the
Australian media frequently reveals the “truth” about fertility treatment by reporting
statistics and statements from specialists concerning the failure rate of attempts to
achieve pregnancy at an older age. Items of this sort are written in a threatening
tone and use words such as “fear,” “urgent,” and “implications” meant to serve as a
warning. Similarly, in nearby New Zealand, the local media often refers to the high
cost of ART (particularly IVF) and its limited success rate (Michelle, 2007).

As noted above, the age of first-time mothers is rising steadily. Nevertheless, in
recent years the media throughout the world has not only been cautioning against
the small chance of conceiving at a later age, whether spontaneously or with the aid
of ART, but has also tended to frame older mothers negatively.

5.4 The Media as a Critical Mirror of Women’s Fertility
Choices

Women who become mothers at an older age are often framed in the media as irre-
sponsible, selfish career women unworthy of social approval (Graham&Rich, 2014;
Greil, McQuillan, & Slauson-Blevins, 2011; Lahad&Madsen, 2016; Shalev&Lem-
ish, 2012; Shaw&Giles, 2009). They are criticized for choosing education and career
at the expense of missing the optimal age for pregnancy, a decision for which they are
termed “misguided and selfish,” women who “want to have it all,” and so on (Shaw
& Giles, 2009). In the eyes of the media in the US and other industrialized nations,
the typical patient in a fertility clinic is a middle-aged white woman who chose to
put off having children in order to focus on her career (Greil et al., 2011). The Israeli
media similarly frames older mothers as women focused on themselves, their career,
and their liberal, hedonistic lifestyle (Shalev & Lemish, 2012), and one of the major
themes of the framing of childless women in the Australian press is their depiction
as career women who chose career over motherhood (Graham & Rich, 2014).

Moreover, in many parts of the world older motherhood is seen as a deviation
from the natural order, and in recent years the media appears to be reflecting and
reinforcing this common perception (Greil et al., 2011; Lahad & Madsen, 2016;
Shaw & Giles, 2009). One example is the widespread coverage of the pregnancy
of Patricia Rashbrook, an Englishwoman who gave birth at the age of 62, which
predominantly adopted a judgmental tone. Many of the items questioned whether it
was natural for a women to perform maternal functions, such as nursing an infant,
at such an advanced age (Shaw & Giles, 2009).

In addition, the media raises questions as to an older mother’s ability to raise
her child properly. A recent study conducted in Denmark (Lahad & Madsen, 2016)
found that media framing of 40+mothers was generally cautionary. Furthermore, the
women were often labeled ridiculous, and doubt was expressed regarding their right
to ART. Thus, for example, the public television station, run by the government,
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produced numerous programs in which professionals discussed the capability of
older women to set boundaries or discipline their children, and many items in the
popular press quoted a senior gynecologist who declared that the children would be
orphaned before the age of 18. Similar claims appeared in the media items in Britain,
which alleged that the children of older mothers would probably be miserable (Shaw
& Giles, 2009).

The British media also linked late motherhood to quality time and leisure (Shaw
& Giles, 2009). This theme, which includes reference to the connection between
freezing eggs and lifestyle, portrays older mothers as spoiled. At the same time,
however, the texts often describe the challenges and difficulties of raising children,
resulting in an ambivalent framing whereby mothers enjoy childrearing when it
occurs at the optimal age, but it is a form of punishment if it does not come at the
natural time. This is a rhetorical device similarly aimed at presenting latemotherhood
as a violation of the natural order.

5.5 The Political Relationship Between Feminism
and Pronatalism Through the Eyes of the Media

On thewhole, the political relationship between feminism and pronatalism is ambiva-
lent, as feminism encourages combining career and motherhood (Brown & Ferree,
2005). Nonetheless, older women are often depicted in the media as representatives
of the ‘60s generation, which was intent on bending the natural order to its own will.
The prevalent discourse suggests that women from that generation are continuing to
violate the laws of nature by means of ART. Furthermore, the media cautions that
this selfish attitude comes at a cost: older mothers will be judged and condemned
by their children once they grow up (Shaw & Giles, 2009). In the Australian press,
women who choose not to have children because of their feminist views are depicted
not as strong and independent, but as the victims of feminism. The media thus pro-
motes the perception that believing that career can be a substitute for motherhood is
a dangerous and objectionable feminist fallacy (Graham & Rich, 2014).

5.6 Anti-ART Media Campaigns

As noted above, the media can influence individuals’ perceptions and opinions of
ART (Sangster & Lawson, 2014) and its effectiveness (Shalev & Lemish, 2012),
optimal timing (Graham & Rich, 2014; Shaw & Giles, 2009), and so on. Exploiting
this power, various entities have launched large-scale media campaigns cautioning
against fertility treatment.

In 2001, the American Society for Reproductive Medicine launched a campaign
aimed at conveying the message that delaying conception is the wrong choice, and
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derives from themistaken belief thatARTmakes it possible to put off having children.
The campaign included large posters in public places, such as buses and shopping
malls, that warned against the limitations of ART and stressed that age was a major
factor in infertility (Sterling, 2013). As hoped, the campaign attracted considerable
media attention, which helped the organization to spread its message.

Fourteen years later, in Autumn, 2015, the city of Copenhagen launched a similar,
controversial, campaign that encouraged its citizens to have children earlier in life.
Denmark, a welfare state with a liberal gender policy, takes pride in being family-
oriented and particularly in allowing for a balance betweenworking hours and family
time. Nevertheless, as described above, in recent years the popular media has been
increasingly critical of older mothers, an attitude reinforced by the city’s “Count
Your Eggs” campaign. Developed in collaboration with local fertility clinics and
the Copenhagen University Hospital, it consisted of posters, postcards in cafes and
parks, and a prominent posting on the city’s Facebook page. The dominant message
was that the chances of becoming pregnant are twice as high at 25 than at 35. In
addition, the campaign offered examples of the advantages of being a young mother,
such as having more energy to cope with the children’s needs, and contained slogans
including: Don’t Wait for the Perfect Moment; Don’t Compromise Your Maternal
Needs; and You Can Be Pregnant and a Student (Lahad & Madsen, 2016).

Another anti-ART campaign presented the issue from a different perspective. The
“Born” campaign in Poland in late 2007 was launched in the wake of the minister of
health’s announcement that IVF treatments would be subsidized as part of the public
health service. His statement raised a media storm that ultimately prevented imple-
mentation of this measure. The controversy induced the Catholic Church to initiate a
massive campaign presenting ART as unethical and the “test-tube babies” born with
its help as unnatural monsters, much like Frankenstein. Analysis of the campaign in
the media (Radkowska-Walkowicz, 2012) revealed that it attributed “monstrosity” to
IVF children from four main perspectives: physical (possible deformity); psycholog-
ical (survivor syndrome, identity crisis); social (loneliness, uncertain place in family
relations); and ethical (a life burdened by the death of many embryos).

5.7 Surrogacy in the Media

The formal definition of ART also includes surrogacy (Zegers-Hochschild et al.,
2009). Surrogacy is employed when pregnancy is impossible, either for medical or
social reasons. The procedure can use IVF to create an embryo from the ovum and
sperm of the parents or donors, or artificial insemination to fertilize the surrogate’s
eggs (van den Akker, Camara, & Hunt, 2016). This complex issue, which often
engenders problematic situations, has received extensive media coverage which dif-
fers from the coverage given other types of fertility treatment.

Among other things, the media framing of reports on surrogacy sheds light on
changes in policy (Crawshaw, Blyth, & van den Akker, 2012). An excellent example
can be found in the international media storm surrounding the story of Baby Gammy.
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In August, 2014, twins were born to a surrogate mother in Thailand as a result of a
commercial surrogacy contract. The intended parents abandoned one of the infants,
apparently because hewas diagnosedwithDown’s Syndrome, taking only his healthy
sister back home toAustralia. The story of the abandoned baby, namedGammy, went
global, becoming the subject of over 2000 items in the media around the world in just
a few days. Shortly afterward, an International Forum on Intercountry Adoption and
Global Surrogacy was convened to debate the options for international regulation of
globalized commercial surrogacy (Scherman et al., 2016).

Many industrialized countries permit only altruistic surrogacy for which there
is no financial restitution (Bassan & Michaelsen, 2013). A recent study (van den
Akker, Camara et al., 2016) examined the framing of this type of surrogacy in 99
items published in the press in Britain and other countries between 1984 and 2014.
The most extensive coverage of the subject appeared in 2000–2004 and again in
2008–2014. It was found that the framing was largely negative, with the majority
of headlines, as well as the texts, using phrases representing warnings (“moral mine
field”) and high vulnerability (“The Ministry of Health and Social Security claims
that most babies of surrogate mothers are born in secrecy”). Furthermore, a link was
found between the nature of the framing of the news item and the style of the paper
in which it was published. Thus, the tabloid press highlighted the social aspects, only
occasionally relating to legal issues, while papers identified with the middle class or
quality journalism focused primarily on the legal ramifications of altruistic surrogacy
and implications for the couples seeking to become parents in this manner.

5.8 The Media Framing of Reproductive Tourism

The term “reproductive tourism” refers to travel to another country for ART, such as
IVF, sperm or egg donations, surrogacy, and genetic diagnosis, and for international
adoption (Bassan & Michaelsen, 2013). The most common practice is for people
from an industrialized country to go to one that is less developed for high-quality
fertility treatment at an affordable price. The combination of lenient legislation and
relatively poor economic status has led to a thriving industry in reproductive tourism
in a number of developing countries. India, where commercial surrogacy was legal
until recently, is a prominent example (Bassan & Michaelsen, 2013). Indeed, it is
estimated that 5000 babies have been born to surrogate mothers in this country. In the
wake of statistics like these, the issue of intercountry surrogacy and its consequences
have become a subject of controversy and criticism in the media (Sandoval, 2016),
particularly regarding concern for the protection and wellbeing of the surrogate
mothers (Bassan & Michaelsen, 2013).

A recent study of 46 Internet ads published by egg donor agencies (Keehn,Howell,
Sauer, & Klitzman, 2015) found that the donors are often depicted as women excited
to be able to exercise their noble and altruistic right to help other women become
mothers. The clients are said to have the opportunity to choose the best genes for their
child from an “egg brochure” detailing the characteristics of the donor. Despite this
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supposed altruism, the agencies are clearly motivated by commercial considerations.
The procedure is generally presented as safe, thereby diverting attention away from
the risks involved. Furthermore, the line between objective medical information and
marketing texts is blurred. The authors of the study therefore identify a need to
regulate egg donations by formulating and putting in place a code of ethics.

In view of legislation in Israel (discussed in greater detail below), the ART pro-
cedures undergone by Israelis in other countries consist mainly of egg donations and
surrogacy (Bassan & Michaelsen, 2013). In the summer of 2009, a group of doctors
and patients from Israeli fertility clinics traveled to Romania to retrieve eggs from
local women.Most of the media reports of the trip used words like “selling eggs” and
“illegal trade” that expressed concern over the practice. A year later, in June, 2010,
the Knesset (the Israeli parliament) passed the Egg Donation in Israel Act, which
made it legal for women who had not themselves undergone fertility treatment to
donate their eggs. Previously, the majority of women undergoing treatment chose to
freeze their eggs for their own later use so as to avoid further painful procedures. As
a result of the new law, the decision to go abroad for an egg donation now depends
on supply and demand. However, as the local supply is very low, and the law lim-
its surrogacy to infertile heterosexual couples, many Israelis continue to consider
undergoing these procedures elsewhere (Bassan & Michaelsen, 2013).

In light of this situation, Bassan and Michaelsen (2013) examined the attitude of
the Israeli and German media to couples who choose to undergo ART procedures
outside their own country. Analysis of the use of the term “reproductive tourism” in
the popular media in the two countries revealed that its meaning was dependent on
the target audience. Two opposing attitudes were expressed. The first, representing
the critics, employed “tourism” as an economic term. The second, representing the
suppliers of the service, employed “tourism” to refer to the effort saved by potential
clients should they choose to take advantage of the service. Thus, although the two
attitudes promote different values, they make use of the same term, whether the aim
is to generate social change, such as making the service legal and accessible for the
entire population, or to normalize and trivialize it. The authors conclude that in both
Israel and Germany, the media does not use the word “tourism” to portray travel
to another country in this context as a pleasure trip, but to symbolize and criticize
the economic aspects of the international reproductive industry. The couples who go
abroad for ART treatments do not employ the term themselves, and it is likely that
they would be offended by being labelled “reproductive tourists.”

5.9 Reproductive Policy in Israel

Israel is an excellent arena for the study of all matters relating to fertility treatment
(Birenbaum-Carmeli & Dirnfeld, 2008; Shalev & Lemish, 2012), including its rep-
resentation in the media, due primarily to its unique reproductive policy. Although
the infertility rate is no higher in Israel than in other Western countries (Shalev &
Lemish, 2012), the state almost fully subsidizes IVF until the birth of two children for
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any heterosexual couple or single mother (Bassan &Michaelsen, 2013; Birenbaum-
Carmeli & Dirnfeld, 2008). These treatments are part of the basic services dispensed
by law by the country’s Health Maintenance Organizations (HMOs), which provide
health insurance to all citizens.

This unusual policy is grounded in history, religion, andpolitics (Shalev&Lemish,
2012). In terms of history, one of the most telling factors is the national trauma of the
Holocaust. When the State of Israel was established immediately after the attempt
to exterminate the whole of the Jewish people and the virtually inconceivable loss
of six million Jews, there was a sense of urgency to create new life to replace that
which had been taken away (Shalev & Lemish, 2012). Having children and raising
a family was perceived to be the best response to the Nazi atrocities. A further
element underlying reproductive policy in Israel is Jewish tradition. The Biblical
injunction to “be fruitful and multiply” (Genesis 1:28) is one of the most deeply
rooted religious commandments in Israeli society, and defines a high birth rate as
a major objective of the Jewish people. Furthermore, Jewish tradition is an integral
part of the country’s politics, of which one factor influencing reproductive policy
is the constant threat to Israel’s existence. This has given rise to a “demographic
race” aimed at preserving and ensuring a Jewish majority in the country (Bassan &
Michaelsen, 2013; Birenbaum-Carmeli & Dirnfeld, 2008; Shalev & Lemish, 2012).

TheZionist pronatalist ideology,whereby a high birth rate is ameans of guarantee-
ing the continuation of the Jewish people and political survival of Israel, frames giving
birth as a national mission entrusted to the bodies of Jewish women (Birenbaum-
Carmeli&Dirnfeld, 2008), andmotherhood as a public gender responsibility (Shalev
& Lemish, 2012). In order to encourage this ideology, since the establishment of the
state, mothers have been entitled to government benefits including a generous mater-
nity grant, awards to mothers of large families, legal protection for the employment
rights of mothers, tax benefits, and so on (Birenbaum-Carmeli & Dirnfeld, 2008).

Not only is the generous subsidization of ART in Israel unusual, but the relevant
legislation is also unique. Israel is the only country in the world to have a surrogacy
law that gives the government control and regulation of surrogacy contracts via
a public committee (Hashiloni-Dolev, 2006). In addition, as noted above, a law
regarding egg donations was enacted in 2010 stipulating that the government will
subsidize ART for women up to the age of 45 using their own eggs, and up to the
age of 54 using donor eggs (Shalev & Lemish, 2012). Given these circumstances,
which directly encourage women to give birth by making ART readily accessible
and offering benefits to mothers, Israel holds the world record for fertility treatments
administered. The number of treatment cycles and fertility clinics per capita is higher
than anywhere else in the West (Shalev & Lemish, 2012), making Israeli women the
greatest consumers of ART (particularly IVF) worldwide (Birenbaum-Carmeli &
Dirnfeld, 2008).
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5.10 ART in the Israeli Media

The review of the literature reveals that most of the media coverage of ART in Israel
has been positive. The results of the study by Shalev and Lemish (2012) show that the
Israeli media consistently contributed to the encouragement of fertility treatment and
framed infertility as a temporary condition. The decision not to undergo treatment
was framed as anomalous, and the absence of coverage of women who made this
choice defined it as negligible. Moreover, the study indicated that while delaying
childbirth was presented as a major cause of infertility, late pregnancies were framed
as an admirable choice.Womenwhogave birth late in lifewere represented asmature,
stable, and ready for motherhood, and the doctors who made it possible as heroes.

These results are reflected in a study conducted among 410 Israeli BA students
(Hashiloni-Dolev et al., 2011), which found that most of them had misconceptions
about the chances of conceiving at a later age (after 35) and of genetic motherhood at
a very late age. Only 11% of the participants knew that it was unlikely for a woman in
her mid-forties to become pregnant naturally and genetically, and that it required the
use of eggs retrieved at an earlier age and then frozen. It is reasonable to assume that
the optimistic attitude of the students derived, at least in part, from the extensivemedia
coverage of such women, which largely refrained from reporting the difficulties
and implications of the procedure. According to a study conducted several years
earlier (Birenbaum-Carmeli & Dirnfeld, 2008), even women undergoing treatment
themselves were lacking in information, perhaps also as a result of the voids in the
media coverage. The only negative coverage was found in the study by Bassan and
Michaelsen (2013) in regard to the metaphoric meaning of the term “reproductive
tourism” (which was also given a positive meaning in certain cases) and the claim
that it encouraged the objectification of women.

Thus, research shows that the large majority of media coverage in Israel frames
ART in a positive light. This approach diverts attention away from the risks involved,
promotes a pronatalist biomedical attitude, and limits criticism of the country’s repro-
ductive policy (Hashiloni-Dolev et al., 2011; Shalev & Lemish, 2012). Studies con-
ducted in other countries have yielded different results. Some found that the media
took on the role of responsible adult cautioning against misguided notions of ART
(Graham & Rich, 2014; Michelle, 2007; Radkowska-Walkowicz, 2012; Sterling,
2013), reprimanding women who deliberately postpone motherhood (Graham &
Rich, 2014; Greil et al., 2011; Shaw & Giles, 2009), and calling on women to give
birth at a young age (Lahad & Madsen, 2016; Sterling, 2013).

It is important to note that, on the whole, the Israeli studies presented here are not
as current as those conducted in other countries. It is possible that recent years have
seen a change in the framing of ART in the Israeli media, bringing it more in line
with that found elsewhere. To the best of our knowledge, no existing comprehensive
study analyzed the representation of ART in the Israeli media in the last five years.
The current study aimed to fill that gap.
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5.11 The Current Study

The study adopted the critical discourse approach of Machin and Mayr (2012) in
an effort to characterize the representation of the issue of fertility in general, and
fertility treatment in particular, in the Israeli media in the past five years. Machin
and Mayr suggest tools for examining the linguistic and visual semiotic choices in
journalistic texts that convey ideological messages. According to the authors, the
connotations aroused by the words in a text are of special importance. In particular,
they point to words whose connotations relate to the business world, such as “inno-
vation,” “competition,” and “strategy.” The use of terms belonging to what they call
“corporate-speak,” a discourse associated in our mind with the glamorous world of
successful corporations, often hides actual problems in reality, and thus their poten-
tial solution as well. This approach is in line with the Cognitive Metaphor Theory of
Lakoff and Johnson (2003), whereby we tend to conceive of major concepts in one
domain through their similarity to concepts in another domain. Thus, for example,
we speak of economic “growth,” a concept taken from the natural world, implying
that, like nature, the economy is unpredictable and not controlled by human deci-
sions. Other semiotic strategies include over wordiness, the sparsity or absence of
words, structural contrasts, and the use of the words of experts and professionals to
support the text.

5.11.1 Corpus and Procedure

Both the print and electronic data banks of major media organizations in Israel
were searched for news items and articles from 2012–2017 dealing with fertility
treatment. A total of 215 relevant items were found. Of these, 44 were excluded as
they were copied from items published by the same organization in another media,
and an additional four because they referred the reader to a video clip. The final
corpus therefore consisted of 167 items, about half from the daily newspaper Yedioth
Ahronoth (56 from the print version and 22 from the electronic version), 57 from the
Mako Internet site belonging to the TV station Channel 2, 14 from the Nana10 site
belonging to TV’s Channel 10, and 18 from the daily paper Israel Hayom.

5.11.2 Method

Employing the principles of media discourse analysis described above, the
researchers looked for both linguisticmetaphors and expressions and visual images in
the texts. Each of the researchers individually categorized the metaphors and images
identified according to the domain to which they belong. A comparison was then
conducted between the analyses to validate the division into categories.
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5.11.3 Results

Five major themes emerged from the analysis of the linguistic expressions identified
in the media items relating to fertility treatment. The first is age and timing of treat-
ment, e.g., “a grandmother’s baby”; “orphaned by age”; “she didn’t find the time”;
“risks of older age”; “late blessing.” The second themewas a positive attitude toward
treatment, e.g., “treatment of hope”; “sparks of hope”; “childless women succeeded
in giving birth”; “a miracle happened”; “pride in the team effort.” The third theme
was allusions to the world of Jewish religious law or Israeli culture, e.g., “in sorrow
thou shalt bring forth children”; “goodness for the good”; “to be a blond people in
our land” (a play on the words of the national anthem “to be a free people in our
land); “a man gets conception” (a play on the words of a popular song, “a man gets
lost”). The fourth theme was reference to the natural world, e.g., “the global sperm
crisis”; “wild sperm”; “it was like lightning struck”; “a cloud of silence”; “nature
has its own laws”; “creating where nature decided not to create.”

The fifth theme, found to be the most common, was corporate-speak, e.g., “Is-
rael is a vault of frozen embryos”; “the uterus decided to take early retirement”; “a
baby at a reasonable price”; “the cost of the pregnancy”; “the egg market”; “egg
recession”; “baby bank”; “baby factory”; “they can change sorrow into a Lamborgh-
ini.” Corporate-speak is also reflected in the words of Israeli celebrities. Thus, for
example, in an interview with the actor Alon Neuman, he stated, “Israeli society
conveys the sense that one or two kids isn’t okay. You need more and more. It’s like
an obsession. Instead of looking at the kid, teaching him, you go straight on to the
new one. It’s like a cellphone. You haven’t yet figured out all its features and you
already want the new model.”

The linguistic expressions were accompanied by visual images, with the most
prominent being photos of couples, women, and doctors in white coats performing
medical procedures. The most common image was a clock in one form or another:
an hourglass, a clock on a pregnant belly, a woman holding a clock, and so on.

5.11.4 Discussion

This study of Israeli coverage of fertility issues in the past five years found that one
of the main themes in the media in Israel, similar to elsewhere in the world, is the
connection between a woman’s age and her fertility. The issue is reflected both in
linguistic expressions such as “she didn’t find the time,” and in visual images such
as an hourglass. Another prominent message conveyed by the media is the lack of
control associated with fertility treatment, which is expressed primarily in phrases
taken from the natural world, such as “nature has its own laws.” Moreover, the
language indicates domains in which the individual has a certain degree of control,
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as opposed to those inwhichwe are relatively defenseless against the forces of nature.
The images of doctors in white coats holding medical instruments communicate a
similar idea. As only the doctors have the necessary knowledge, authority rests solely
in their hands, while their patients are generally presented as powerless.

The most significant finding of the study is the extensive use of corporate-speak.
In the context of Israeli society, corporate-speak in reference to fertility treatment
is highly relevant in view of the country’s unique reproductive policy The use of
words like “bank,” “factory,” “market,” and “vault,” taken from the business world,
highlights the paternalistic attitude of the establishment to fertility and childbirth,
along with the responsibility Israeli society takes on itself by adopting a pronatalist
policy. The Israeli media thus displays a functionalist approach, cooperating with
the establishment by the use of metaphors drawn from corporate-speak, references
to Jewish religion and Israeli culture, and positive expressions implying hope. More-
over, it serves as a mouthpiece for the establishment by urging women not to put off
having children and is critical of those who choose to start a family at an older age.

5.12 Conclusion and Recommendations

The first part of this chapter reviewed the way in which fertility and fertility treatment
are presented by the media around the world. One of the most obvious conclusions
to be drawn from this review is the link between the nature of a given society and
local media coverage. As we have seen, the more a society encourages childbirth,
the more functional the media coverage, whereas the more the society allows men
and women to make their own decisions and does not take a stand in regard to their
fertility, the more critical the coverage. In Israel, which is both a pronatalist and a
liberal society, media coverage appears to be mixed. While it is largely functional,
critical voices are also heard.

This chapter has sought to contribute to our understanding of how the media
reflects social expectations in respect to fertility and fertility treatment. The mixed
approach that emerged from a study of the Israeli media in recent years is in line with
the growing trend in Israel to regard fertility and childbirth as personal issues rather
than social norms. Future studies might compare media items in Israel with those
elsewhere in the world in an attempt to identify the linguistic and visual discourse,
as well as the connection between the media discourse and the public discourse,
in different societies. Furthermore, it would be interesting to examine how public
attitudes to fertility, pregnancy, and childbirth are influenced by the nature of media
reports in a given society.
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Chapter 6
Health and Development of Children
Born Following Assisted Reproductive
Technology Treatments

Adel Farhi, Saralee Glasser and Liat Lerner-Geva

6.1 Introduction

The term assisted reproductive technology (ART) refers to all interventions that
include the in vitro handling of both human oocytes and sperm or of embryos for the
purpose of reproduction. This includes, but is not limited to in vitro fertilization IVF
and embryo transfer (IVF-ET) and intracytoplasmic sperm injection (ICSI) (Zegers-
Hochschild et al., 2017).

The first child was born following IVF in 1978 and since then there has been
a steady increase in these treatments worldwide. In Israel, ART is funded by the
Ministry of Health for the first two children, with no limit on the number of treatment
cycles for women up to 45 years-of-age, and for oocyte donation up to age 54. Among
the 38 members of the European ESHRE in 2013 the rate of IVF cycles per million
women aged 15–45 ranged from 1207 in Moldova to 14,453 in the Czech Republic
(Calhaz-Jorge et al., 2016). By comparison, the rate in Israel was higher by far, at
20,500 (Ministry of Health Israel Portal, 2017). Currently, 4.2% of all live births in
Israel are conceived with ART.

Despite the wide use of ART treatments, there is still concern regarding its safety
and effects on the children’s physical health and emotional well-being. Two main
types of concerns have been raised regarding the theoretical reasons for increased

A. Farhi · S. Glasser (B) · L. Lerner-Geva
Women and Children’s Health Research Unit, Gertner Institute for Epidemiology and Health
Policy Research (Ltd.), Sheba Medical Center, Tel Hashomer 52621, Israel
e-mail: Saraleeg@gertner.health.gov.il

A. Farhi
e-mail: Dollyf@gertner.health.gov.il

L. Lerner-Geva
e-mail: Liatl@gertner.health.gov.il

L. Lerner-Geva
Sackler Faculty of Medicine, School of Public Health, Tel Aviv University, Tel Aviv, Israel

© Springer Nature Switzerland AG 2019
O. Taubman – Ben-Ari (ed.), Pathways and Barriers to Parenthood,
https://doi.org/10.1007/978-3-030-24864-2_6

101

http://crossmark.crossref.org/dialog/?doi=10.1007/978-3-030-24864-2_6&domain=pdf
mailto:Saraleeg@gertner.health.gov.il
mailto:Dollyf@gertner.health.gov.il
mailto:Liatl@gertner.health.gov.il
https://doi.org/10.1007/978-3-030-24864-2_6


102 A. Farhi et al.

risk for adverse short- and long-term outcomes: (a) those related to the technology
itself, such as bypassing natural selection, use ofmedications for ovarian stimulation,
exposure to biochemical agents in the culturemedium, physical damage to the oocyte
or sperm (in ICSI for which a single sperm is injected into the ovum), and damage
during freezing or thawing processes; and (b) those related to the patients undergoing
ART, including the cause and duration of infertility, maternal and paternal age, and
chromosomal anomalies in the gametes used.

Short-term or adverse pregnancy and birth outcomes that have been found related
to ART include higher rates of spontaneous abortions, pregnancy complications,
such as gestational diabetes and preeclampsia, multiple births, prematurity, low
birthweight and intrauterine growth retardation (i.e., small-for-gestational-age) (Qin
et al., 2017), and congenital malformations (Hansen, Kurinczuk, Milne, de Klerk, &
Bower, 2013). Longer-term concerns have been raised regarding childhood cancer
(Hargreave, Jensen, Toender, Andersen, & Kjaer, 2013), autism spectrum disorders,
attention deficit-hyperactivity disorder and developmental delay (Hart & Norman,
2013).

The following sections will focus on current findings regarding three of these
potential adverse outcomes for children born following ART treatments:

1. The risk for congenital malformations
2. The risk for childhood cancer
3. Long-term growth, health and neurodevelopmental outcomes.

6.2 Congenital Malformations in ART Children

• Since the onset of ART treatments, concerns have been raised regarding the
increased risk of congenital malformations (CM) (Sutcliffe, 2002). Over the years,
studies have been conducted to clarify this concern, however the findings have been
conflicting. As noted by Schieve, Ramussen, and Reefhuis (2005): “The incon-
sistency in results…is not surprising…studies are often plagued by one or more
methodologic limitations.” These include:

• Sample size—Both the exposure (ART) and the outcome (CM) are relatively rare,
thus extremely large study samples are necessary in order determine conclusive
findings.

• Definitions—Research studies have variously defined CM, with some including
only major CM (fatal, causing severe impairment, or requiring surgery), or all CM
as defined by the ICD-10.

• Timing of diagnosis–Many studies have reported only CM diagnosed at birth,
while others consider diagnosis by a given age, which may not have been apparent
at birth.

Despite these problems, a recent meta-analysis has concluded that accumulating
data increasingly points to a positive association. Reviewing 57 studies involving
nearly 120,000 infants conceived following ART, Qin et al. (2017) reported a relative
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risk of 1.33 (95% CI 1.24–1.43) for CM when compared to those who were spon-
taneously conceived (SC). Considering subgroups, the risk for those born following
ICSI was greater than that for those born following IVF. This confirms findings of
other meta-analyses investigating this issue (Hansen, Bower, Milne, de Klerk, &
Kurinczuk, 2005; Rimm, Katayama, Diaz, & Katayama, 2004; Wen et al., 2012).

The largest Israeli study on this topic was a retrospective cohort study includ-
ing 9,042 livebirths following ART and 213,288 SC livebirths during the period
1997–2004 (Farhi et al., 2013). The findings indicated an increased adjusted risk
for all CM identified at birth in the ART group compared with SC [2.4% vs. 1.9%;
ORadj. = 1.45; 95% CI 1.26–1.68] after adjusting for maternal age, ethnicity, edu-
cation level, gender, and year of delivery. Increased risks were also observed in
separate comparisons of IVF births versus SC [2.2% vs. 1.9%; ORadj. = 1.28; 95%
CI 1.00–1.63], and ICSI births versus SC [2.46% vs. 1.9%; ORadj. = 1.56; 95% CI
1.31–1.84]. Although, the risk for CM was significantly higher in the non-Jewish
population, this difference was probably related to the prevalence of consanguineous
marriage, thus ethnicitywas adjusted for in themulti-variable analysis. An interesting
aspect of the Israeli research is that ART is covered by the National Health Insur-
ance Law (as detailed above), thus the population undergoing ART is unselected and
nationwide. Further, data on CM are collected routinely in a national birth registry,
thereby reducing the possibility of ascertainment bias between the ART group and
the reference group.

In addition to an increased risk for all congenital malformations, increased risks
for organ-specific malformations have been reported, including circulatory system
(Anthony et al., 2002; Katalinic, Rösch, & Ludwig, 2004; Klemetti et al., 2005;
Koivurova et al., 2002; Olson et al., 2005; Reefhuis et al., 2009), cleft lip and cleft
palate, digestive system (Reefhuis et al., 2009), hypospadias (Källén, Finnström,
Nygren, & Otterblad Olausson, 2005; Reefhuis et al., 2009), and nervous system
(Ericson, & Källén, 2001; Källén et al., 2005; Klemetti et al., 2005). In the Israeli
study (Farhi et al., 2013), an increased risk was found for nervous, circulatory, diges-
tive and genital systems in the ART-conceived singleton infants, similar to the find-
ings of Koivurova et al. (2002). However, the study did not find an increased risk
for chromosomal defects among ART-conceived infants, similar to reports of others
(Davies et al., 2012; Källén et al., 2010a).

Regarding the underlying causes of the risk for CM, Olson et al. (2005) found
a non-significant increased risk for malformations in pregnancies following insem-
ination versus SC pregnancies, concluding that part of the increased risk for mal-
formations is due to the infertility itself. Zhu, Basso, Obel, Bille, and Olsen (2006)
attempted to untangle differences in risks associated with the technology and those
associated with infertility per sê. A significant risk for malformations was evident
among patients with infertility problems who conceived spontaneously and an even
higher risk in the group that received infertility treatments, suggesting that infertility
could be an independent risk factor in addition to the technology.

In summary, ART has been found to increase the risk for CM, with the risk
somewhat higher in cases of ICSI than IVF. This risk may be due to characteristics
of the parents and aspects of the infertility itself.
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6.3 Cancer in ART Children

The potential for an increased risk for cancer among children born following ART
has been the focus of attention, however most studies published to date included
small sample sizes and short follow-up periods. Källén et al. (2010b) reported a sig-
nificant hazard rate of 1.42 (95% CI 1.10–1.91), however Pinborg, Loft, Rasmussen,
and Nyboe Andersen (2004) reported only borderline significance (OR 1.34 [95%CI
0.71–1.78]). In 2005,Raimondi, Pedotti, andTaioli (2005) conducted ameta-analysis
of several studies, and reported a non-significant increased risk of childhood cancer
associated with ART. In a 2013 meta-analysis, Hargreave et al. (2013) reported on a
larger sample size and found childhood cancer significantly associated with maternal
fertility treatments. An Israeli population-based cohort study reported a higher rate
of neoplasms among children conceived after IVF or ovulation induction treatments
(1.0/1000 person years), as compared to SC children (Wainstock et al., 2017). How-
ever, another Israeli study analyzing data from an historical cohort (Lerner-Geva
et al., 2017) reported 21 cases of cancer in the ART group and 361 cases in the SC
group (2.2 vs. 1.8 per 10,000 person-years, respectively), with the median age at
diagnosis somewhat earlier for the ART group than for the SC group (4.6 ± 3.3 and
4.9 ± 4.8, respectively). Upon adjusting for maternal and infant characteristics, the
relative risk for cancer in the ART group was elevated, but non-significantly 1.42
(95% CI 0.85–2.37). When singleton and multiple births were analyzed separately, a
non-significant increased risk for cancer was also noted in the ART group. Williams
et al. (2013) who conducted a historical cohort of over 100,000 subjects, also did not
find a significant association between ART and childhood cancer.

Studies have reported a broad spectrum of specific cancers associated with ART.
Reigstad et al. (2016) found an increased risk for leukemia and Hodgkin’s lym-

phoma among ART-conceived children. Akefeldt, Finnström, Gavhed, and Henter
(2012) compared their historical cohort to the Brazilian population cancer rate, and
reported a significantly increased risk for Langerhans cell histiocytosis among ART-
conceived children. The meta-analysis of Hargreave et al. (2013) reported a signif-
icant risk for retinoblastoma (OR 1.62), similar to that found by Lerner-Geva et al.
(2017). These findings are in contrast to a number of historical cohort studies that
failed to find a significantly increased risk for this type of cancer (Källén et al., 2010b;
Marees et al., 2009; Sundh et al., 2014; Williams et al., 2013). Interestingly, while
Hargreave et al. (2013) noted an increased risk of hematological cancers, this was
not noted in several other studies (Källén et al., 2010b; Lerner-Geva et al., 2017;
Petridou et al., 2012; Sundh et al., 2014). The conflicting findings are likely due to
differences in methodology and analysis.

Some factors that have been found to be associated with specific
childhood cancers may be more prevalent among ART-conceived children
(Kurinczuk & Bhattacharya, 2014), including very low birthweight, certain chro-
mosomal abnormalities (e.g. Down syndrome, Trisomy 18, Turner syndrome and
multiple births) (Heck et al., 2013; Stiller, 2004).
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In summary, the results published thus far regarding the association of ART and
childhood cancer are inconclusive. Two major problems in this type of research
are: (a) the rarity of these multiple conditions makes it extremely difficult to accrue
sufficient sample sizes; and (b) long-term follow-ups are necessary in light of the
extended latency period of cancer.

6.4 Neurodevelopment of ART Children

A preponderance of the research on child outcomes of ART has been conducted
on infancy and early childhood, thus studies following the children into middle
childhood, i.e., into the early school years, are lacking and necessary to clarify longer-
term neurodevelopmental outcomes. In addition to health, these include aspects such
as cognitive, motor, and behavioral development. Below is a review of some of these
issues that have received significant attention in recent literature.

Cognitive Development: The research consideringARTwith respect to cognitive
development has producedmixed results. Some studies have reported thatARTmight
actually have a positive effect on children’s cognitive development. Comparing 423
children aged 8–17 conceived by IVF to national data, on the basis of parent inter-
views and test scores, Mains et al. (2010) reported that the IVF children had higher
educational achievement. Specifically, they scored significantly above the national
mean across all grades and subtests, and higher than their matched peers for grades
3–11. Leunens, Celestin-Westreich, Bonduelle, Liebaers, and Ponjaert-Kristoffersen
(2006), studying 151 8-year-olds born following ICSI, found that compared to SC,
they had higher IQ scores, although the effect was small and within the same range.
Sacks et al. (2016) found that 4–5 year-olds who were born following IVF with
preimplantation genetic diagnosis (PGD), an even more invasive procedure than IVF
itself, had scores within the normal or above-normal ranges for all developmental
outcomes. In a study of singleton ART children (IVF and ICSI), Punamäki et al.
(2016) found no difference in parent reports of cognitive problems between that
group and those in the SC group. However, interestingly, when analyzed by gender,
the ART-conceived boys actually had fewer cognitive problems than did the SC boys,
while the ART-conceived girls had more such problems than did the SC girls. This
suggests that the role of gender-specific differences in ART should be considered.

On the other hand, some studies have indicated that conception by IVF or ICSI
may be a risk factor for children’s poor cognitive development. Sandin, Nygren, Ili-
adou,Hultman, andReichenberg (2013) reported a non-significant increase ofmental
retardation in a Swedish population-based prospective cohort of 31,000 children born
following IVF/ICSI compared to SC. Testing the IQ of 3–9 year old singletons born
following ICSI, Knoester et al. (2008) found that cognitive development among this
group was significantly lower than that of those born following SC, but there was no
difference in the IQ categories (<85, etc.). Comparing IVF and ICSI children, Gold-
beck, Gagsteiger, Mindermann, Strobele, and Izat (2009) did find slightly delayed
cognitive development among the latter.
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Despite these conflictingfindings, there is a significant bodyof evidence indicating
no negative impact of ART on children’s cognitive functioning (Balayla et al., 2017).
In a recent study, Schendelaar et al. (2016) found no difference in total IQ scores
between children born following IVF compared to SC. Bay (2014) assessed the
intelligence, attention and executive functions in 1,782 5-year-old singletons, and
found no differences in test scores in children conceived following ART compared
to SC. Similar findings were reported by Levy-Shiff et al. (1998) studying school-
age children (mean age 9.7), as well as by Wagenaar et al. (2009a), who studied 9-
18-year-olds, and by Halliday et al. (2014), who found no differences in educational
achievement among IVF and SC who were 18–28 years old. These findings confirm
those of a review of similar studies by Middelburg, Heineman, Bos, and Hadders-
Algra (2008)who concluded that no increase in cognitive problemswere documented
in high quality studies of children born following IVF/ICSI.

Motor Development: Bay’s (2014) large historical cohort study from the Danish
registries indicated no significant difference in psychomotor development between
ART and SC children. This confirms the findings of Leunens et al. (2006), who
studied 300 8-year-old Dutch-speaking Belgian children born following ICSI and
those of Knoester, Helmerhorst, van der Westerlaken, Walther, and Veen (2007),
who found no difference in neuromotor development between children born follow-
ing IVF and ICSI. Performance on the tests of visual-motor integration have also
been found similar for children in ART and SC groups. Both Levy-Shiff et al. (1998)
and Wagenaar et al. (2009b) found no differences between IVF and SC groups on
these tests. In an international collaborative study of ART including five European
countries, Ponjaert-Kristoffersen et al. (2005) found no differences inmotor develop-
ment between 5-year-old children conceived by IVF, ICSI or SC. Reviewing studies
dealing with motor development of children conceived by ART, Zhan et al. (2013)
found that in half of the studies motor development in the ART group was similar to
those in the SC group, however some studies did find motor delay or poorer visual-
motor competence among ART children. Here, too, it should be noted that studies
variously dealt with IVF, ICSI and/or PGD groups.

Attention Deficit Hyperactivity Disorder: Beydoun, et al. (2010), in a study
of 173 adults aged 18–26 born after IVF, found a marked increase in the risk of
attention deficit disorder (27% compared to an expected 3–5%). In a large registry-
based study in Sweden, Källén et al. (2011) found a weak but significant association
between IVF and drug-treated ADHD, however the significance was not maintained
when adjusting for length of involuntary infertility. Bay’s (2014) Danish registry-
based study found no significant association betweenART and SC children in the rate
of ADHD. Wagenaar et al.’s (2009b) findings confirmed this result in their sample
of 8–18-year-olds, with no significant differences in either speed or accuracy of
responses. It should be noted that their SC control group was comprised of children
of subfertile parents, further highlighting the difficulty of comparing study findings.

Autistic Spectrum Disorder (ASD). Studies exploring the link between ART
and autism or ASD, have reported inconsistent results. While Bay’s (2014) Danish
large registry-based study found no difference between ASD rates for ART and SC
children, Maimburg and Vaeth’s (2007) study, drawing from Danish registry records
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of 461 children aged 2–11 born after ART and matched controls, was the only study
that reported a significant protective association of ART with diagnosis of infantile
autism. They found a 59% decreased risk for developing infantile autism among
children conceived after ART (odds ratio [OR] 0.41, 95% [0.19–0.89]) and a 63%
decreased risk after adjusting for known risk factors (OR 0.37, 95% [0.14–0.98]).
Finally, focusing on the few studies that report outcomes of children beyond early
childhood, most have found ART to be neither a risk factor nor protective for autism
or ASD. For example, in a Finnish study, Lehti et al. (2013) investigated over 4,000
children aged 2–16 born following ART, compared to over 16,000 children born of
SC, and found no differences in rates of ASD overall, or in subtypes-child autism,
Asperger’s syndrome or other pervasive developmental disorder, and no associations
were confirmed following adjustment for known risk factors. Sandin et al. (2013)
also reported in a Swedish population-based cohort of 31,000 4–17-year-olds born
of ART compared to 2.5 million SC, that there was no significant association with
autistic disorder, even when analyzing by type of ART, type of embryo transfer
(fresh or frozen), or sperm source. Similar findings were reported after adjustment
for maternal age, birthweight, etc., in a Danish population-based study of Hvidtjørn
et al. (2009) studying over 33,000 4–13-year-olds (median age 9 years) born after
IVF/ICSI, compared to over 500,000 SC children. In a large population-based study
in the U.S. Fountain et al. (2015) found that the rate of autism among ART children
was not increased when only singletons were considered. Zachor and Ben Itzchak
(2011) reported higher rates of ART among children diagnosed with ASD, compared
to the general Israeli population (10.7% vs. 3.1%, respectively). It should be noted,
however, that this study was cross-sectional and included children of a very broad
age-range: 9 months to 18 years.

6.5 Summary and Conclusions

The majority of long-term outcome studies have observed no significant differences
in health and developmental outcomes of assisted reproductive technology (ART)
children, as compared to spontaneously-conceived children (SC). These findings are
also confirmed by the multinational Evian Annual Reproduction Workshop Group
(Fauser et al., 2014) that evaluated the impact of IVF/ICSI on the health of children
born thereof, which concluded that despite variations in assessment scales, growth,
development and cognitive function of children born after assisted reproductive tech-
nology are similar to those of spontaneously-conceived children.

However, while most have indeed not found significant associations, it is dif-
ficult to compile a cumulative body of data, due to several issues: study design,
data source, differing follow-up periods; population-based vs. case-control study
groups; specific comparison groups (IVF vs. ICSI; ART vs. SC, etc.); inclusion
of twins; definitions of disorders (e.g., for autism/ASD the terms sometimes used
interchangeably); confounders adjusted for; and ART-related independent variables,
such as ET/FET/ovulation induction; infertility cause, source of sperm, duration of
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infertility, etc. It is hoped that the results of a comprehensive prospective long-term
study will improve the quality of information given to those considering ART (Mid-
delburg et al., 2008).
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Chapter 7
Psychological and Ethical Issues in Third
Party Assisted Conception and Surrogate
Motherhood

Olga van den Akker

7.1 Introduction

The transition to parenthood is one of the most important milestones in an
individual’s life which for some can be associated with a huge amount of distress
and discomfort. The experience of traumatic events pre-pregnancy (when an indi-
vidual realizes s/he cannot conceive; when a pregnancy is not yet desired; when a
conception fails), or during pregnancy (such as miscarriages, foetal abnormalities or
death) and post-delivery (such as neonatal death, delivery trauma, post-natal depres-
sion or psychosis) can be life changing (van den Akker, 2012). These life changing
experiences, many of which are described in the chapters within this book, can also
be experienced during AC treatment which in itself is known to be psychologically
taxing for many individuals experiencing it (Domar, 2015). AC using third party
input such as mitochondrial, gamete, embryo donation and surrogacy add another
layer of complexity.

7.2 Third Party Assisted Conception

Third party AC requires the assistance of a donor or surrogate and a team of pro-
fessionals to bring about a pregnancy. It refers to a number of AC treatments and
processes which includes another person’s (the third party’s) mitochondria, gametes
or embryo and or a contracted surrogate mother to carry a genetic or gestational
pregnancy to term for another person (van den Akker, 2012, 2017). This chapter is
concerned with gamete donation and surrogate motherhood, although some of the
issues addressed also apply to the more recent practices of mitochondrial donation,
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Genetic surrogacy

Gestational surrogacy

Embryo donation

Gamete donation

Mitochondrial
donation

Fig. 7.1 The amount of third party genetic and gestational input provided and lost via third party
AC, ranging from a pregnancy and oocytes belonging to the surrogate to at the other end of the
scale, the addition of only third party mitochondria

(where the mother’ faulty mitochondrial DNA is removed from her egg and replaced
with healthy mitochondria from a donor egg). The amount of third party input nec-
essary in building a family for recipients varies and is shown in Fig. 7.1. It also
potentially relates to the loss of third party input or potential family members in
those providing the third party input (Purewal & van den Akker, 2007).

7.3 Demand

Across the world in 2010, an estimated 48.5 million couples worldwide were unable
to have a child after five years of trying (Mascarenhas, Flaxman, Boema, Vander-
poel, & Stevens, 2012) with many of them stigmatised in their communities (see
for example, Bos et al., Chap. 4 in this volume). The demand for AC stems from
the continuing desire for babies, preferably with a genetic or gestational link (van
den Akker, 2007), and is also due to increasing numbers of individuals seeking AC
against biological and social odds, such as women and men who are older, single or
in same sex relationships (Carone, Baiocco, & Lingiardi, 2017). AC family units,
like adoptive families, require parents able to disclose the use of third parties in their
conceptions to ensure their children have accurate genetic and gestational informa-
tion. In single and same sex parenting third party AC involvement is generally more
obvious, but in heterosexual couples this is not always the case.
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7.4 Open Versus Hidden Practices

Not all countries laws or their religions endorse third party AC practices. For exam-
ple, Jewish religious authorities are generally ‘pronatalist and gladly accommodate
AC technologies’ (Birenbaum-Carmeli, 2016, p. 16) whereas the Catholic Church
although also pro-natal, does not condone third party conceptions (Chliaoutakis,
Koukouli, & Papadakaki, 2002). In countries where third party AC is accepted it was
(Barton,Walker,&Wiesner, 1945) and still is generally used for the benefit of the new
parents with the genetic origins of the child never disclosed (Royal College of Obste-
tricians&Gynaecologists, 1987).Where third partyAC is not accepted, people travel
abroad and also often maintain secrecy about the child’s origins. Since few countries
monitor the numbers or origins of surrogate arrangements and gamete/embryo dona-
tions, and no records exist, the concern for the wishes of the parent(s) is adequately
addressed but the welfare of the child’s right to accurate genetic or gestational infor-
mation is entirely ignored (Shidlow, 2011). In 2012, an Israeli public health commit-
tee recommended that since gay men and single women should be allowed to use a
surrogate to have children, they also recommended non-anonymous sperm donation
(Pritchard, 2012) as obviously single and same sex parents will have needed gametes
and surrogates respectively. This marked a shift in line with other countries’ con-
sideration for the welfare of the child—albeit a relatively slow shift. Most countries
continue to fail to consider the wider implications of third party AC on the donor or
surrogate or on the person conceived.

7.5 Disclosure

Disclosure of information about third party assisted conception was recognised
decades earlier by a number of other governments and sperm banks as more advan-
tageous for the parties involved—including for the offspring (Blyth & Frith, 2015;
Scheib, 2003), although some did not legislate for these changes until the turn of
the century. Such changes in practice enabled donor-conceived individuals to under-
stand their biogenetic (genetic/biological) information (Strathern, 2005), a part of
their identity reported to be incomplete (Frith, Crawshaw, van den Akker & Blyth,
2017; van den Akker, Crawshaw, Blyth, & Frith, 2015), and also provided the oppor-
tunity for donors’ to learn about the outcomes of their donation (Blyth & Frith, 2015;
Raes, Ravelingien, & Pennings, 2013).

Access to accurate genetic information is increasingly important for health infor-
mation (Harper, Kennett, & Reisel, 2016) and is a basic human right. The UK Gov-
ernment was the first to legislate for donors details and the outcomes of donations to
be registered by the Human Fertilisation and Embryology Authority in 1991 (HFEA,
state regulator) (Blyth & Frith, 2015), giving donor-conceived individuals the right
to request non-identifying donor information from the HFEA from age 18 and in
2004, all prospective donors were required to agree to disclosure of their identity
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Fig. 7.2 Reasons for searching for genetic relatives. Adapted from Blyth et al. (2017)

(HFEA (Disclosure of Donor Information) Regulations 2004/1511). In a study of
21 sperm and 5 egg donors who registered on a voluntary DNA register for donors
and donor conceived adult offspring, disclosure of information was welcomed by
donors for very personal reasons (Blyth, Crawshaw, Frith, & van den Akker, 2017)
as shown in Fig. 7.2. Family and identity also featured as reasons for disclosure for
donor conceived adult offspring (van den Akker et al., 2015).

7.6 Fragmented Parenthood

Unlike gamete or embryo donation, in surrogate motherhood, the traditional moth-
erhood/parenthood functions are more fragmented with the surrogate contributing to
the prenatal, and the recipient parent(s) contributing to the postnatal epigenetic envi-
ronments. Both epigenetic contributions can have life-long health effects upon the
surrogate child (EpiHealth, 2016). The surrogate mother becomes pregnant (through
AC as a gestational surrogate, or through insemination as a genetic surrogate) and
carries, and then delivers a baby for another, usually infertile woman, or for a single
man or heterosexual or gay couple who cannot achieve a pregnancy (the recipient
or commissioning couple). The baby is usually handed over to the commissioning
recipient(s) immediately or soon after birth (Sharma, 2006), who then raise it as their
own. In gestational surrogacy, using in vitro fertilisation (IVF) treatment the embryo
is entirely genetically unrelated to the surrogate mother, and may be (partly or fully)
related to the commissioning couple or donors, and is transferred into the surrogates’
uterus (American College of Obstetricians and Gynecologists, ACOG, 2008). The
process requires medical intervention, and the resultant child could not exist without
the explicit selection of gametes, the IVF process, the embryo transfer (ET) and the
surrogate. In this case, the commissioning couple may be entirely genetically linked
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to the embryo or the embryo may come from donated gametes (ACOG, 2008), but
the new intended couple were not involved in its gestation. The surrogate on the other
hand, finds herself involved in a medical and technological conception, far removed
from natural conception. The fragmentation of functions removes the historical reli-
ability of motherhood; mater semper est (motherhood is always certain) is now no
longer certain (van den Akker, 2017). Similar to the donor insemination trajectory,
acceptability of surrogate motherhood is not universal.

7.7 Legal Parenthood

In most countries, parenthood is legally attributed to biological/birth motherhood
because it was always certain, making the surrogate the legal mother. In gamete
or embryo (and mitochondrial) donation, the ‘route’ to giving birth (origins of
gametes/embryos from a third party) has no legal position. Consequently, in mito-
chondrial/gamete/embryo donation legal parenthood is bestowed upon the person
giving birth, even if neither, only one or part of one of the new parents donated their
own genetic material. The resultant children may never find out their true genetic
origins unless they are accurately informed. In surrogacy, the surrogate birth mother
is usually the legal mother of the child. The new commissioning parent(s) may or
may not have contributed some or all of their genes to the resultant child. These
parents, in for example the UK, need to apply for parental responsibility of the child,
even if it is entirely genetically related to them. Legal parenthood is therefore not
based upon genetic but birth parenthood as shown in Fig. 7.3a, b. The implications
for the offspring are many fold since birth records tend not to show the true genetic or
gestational origins. Importantly, depending upon differing national laws, the genetic
and or gestational difference brought about via third party reproduction continues
to be hidden, marginalized or denied (van den Akker, 2001, 2007). Parents create a
new reality or script (Strathern, 2002) which has left many thousands of now grown
up third party offspring with inaccurate family histories (Frith, Blyth, Crawshaw, &
van den Akker, 2018).

Governments have a difficult task legislating for or against third party AC treat-
ments as they need to consider current laws across many different departments (child
welfare, human rights, birth registrations, legal parenthood, immigration, education
and so on) and across different countries—each with their own complex national
laws. In the USA the reproductive industry has been referred to as the ‘wild west’ of
AC because of its ‘relatively lax and sparse regulation’ of third-party and AC trans-
actions, as no federal legislation effectively regulates the rights and responsibilities
of the parties involved including clinicians, intended parents, donors, surrogates,
and donor-conceived children (Markens, 2016). In the UK on the other hand, many
aspects of surrogacy have remained relatively unaltered over the course of several
decades following the Brazier Committee in 1998 (Brazier, Campbell, & Golombok,
1998). The HFEA Act (2008) finally suggested changes to the ways legal parent-
hood can be ascribed in third party reproduction, taking into account changes to
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legal parentage for couples in civil partnerships and same sex relationships. Many
countries still do not recognise any form of same sex relationships or for single men
or women to wish to build a family, making cross border AC even more difficult to
legislate for.

7.8 Commercialisation, Commodification and Inequalities

Third party AC is expensive and time consuming, involving a range of medical inter-
ventions to obtain the gametes, create embryos ex-utero and implant these into the
mother requesting these or into a surrogate mother. In most countries, these expen-
sive and time consuming treatment processes are (with few exceptions such as Israel)
not freely available to all who need it. Third party AC and surrogacy are therefore
generally only available to those who can afford these, which has led to substantial
inequalities in access to these services world-wide. Such inequalities compound the
marginalisation and stigmatisation of individuals who cannot have children (Inhorn
& Serour, 2011; van den Akker, 2017). In countries offering commercially available
third party reproduction the resultant children are therefore socially the children from
relatively affluent parents. Genetically or gestationally they are the children of less
affluent or extremely poor parents. The inequalities in access pose breaches in human
rights and liberties. It also paves the way for the commodification of commissioning
children, based upon the perceived quality of the donors and surrogates. Commer-
cialisation and commodification open up opportunities for market forces delivering
babies according to demand, a demand led by purchase preferences. It is unethi-
cal to treat human beings as resources to satisfy another person’s interests (Orlov
& Orlov, 2007) in the same way as it is unethical to partake in people trafficking,
sexual exploitation or organ trafficking (Wilkinson, 2003). Some of these practices
are known to exist under the pretence of surrogacy (van den Akker, 2017). Finally,
commodification via eugenics or genetic selection of the perfect offspring (Pande,
2016) is also unethical.

7.9 International Commercialization

As surrogacy, gamete and embryo donation are not permitted in some countries,
cross border opportunities offer an alternative route to obtaining a new born baby
through surrogacy or to selecting gametes and embryos for own use (Ruiz-Robledillo
& Moya-Albiol, 2016). It is always a commercial arrangement. Permissive laws,
excellent English speaking clinics and cheaper services make cross border options
attractive toWestern individuals (Kumar, Inder, & Sharma, 2013). Commercial cross
border surrogates such as those available in India, Thailand and Cambodia have
been popular in the last decade, although new laws now prohibit Western couples’
access to these surrogates. The Indian Surrogacy Bill 2016 for example proposed
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a ban on gay, foreign and unmarried couples and single people from using Indian
surrogates. This proposed law, assumes Indian surrogates are not in control. It also
discriminates against gay and single people (BBC, 2016). To date, it is estimated
that more than 25,000 babies have been born through surrogacy arrangements in
India many commissioned by Western commissioning couples (Shetty, 2012). The
complexity of bringing home babies commissioned in another country (Crawshaw,
Blyth, & van den Akker, 2012) add further fuel to the ethical and moral rights and
wrongs of inequalities between the developed and developing nations. It potentially
allows for the masking of the trafficking and buying of babies and the using and
exploitation of poor women by those with substantially more wealth. Participating
in arrangementswhich have been likened to baby ‘factories’ or ‘farms’where poor (or
abducted) women live to produce babies (Kroløkke&Pant, 2012; Kumar et al., 2013;
Riggs & Due, 2010; van den Akker, 2017) cannot be condoned. Future generations
resulting from such origins may wonder about the human costs of their conception.

7.10 Epigenetic Influences

Individuals conceived via surrogacy particularly if donor gametes are used, may also
have been conceived under financially determined conditions, or via malpractice on
behalf of unscrupulous brokers, donors, surrogates or clinics. Recently, a donor who
was registered as ‘handsome and healthy, with several degrees and a genius-level IQ’
was in fact exposed as a convicted criminal and college dropout with schizophrenia.
The 36 children born fromhis spermwere therefore at a genetic risk for schizophrenia
(Stapleton, 2016 CNN news). The importance of genetics is increasingly relevant to
third party reproduction. However, the importance of epigenetic influences—factors
relating to the developing embryo’s developmental flexibility to its environment
including the quantity and quality of nutrient availability and the embryo/foetus’s
compensatory responses interacting with the delivery of the needs for the foetus
(EpiHealth, 2016)—are not yet sufficiently considered in third party AC research,
policy and practice.

Research into the outcome of genetic and gestational surrogate pregnancies con-
siders the importance of pregnancy and live birth rates. Little attention is paid to
the effects of the clinical ‘in vitro’ route to the pregnancy (Gardner & Lane, 2004)
or the psychological state and physiological competence of the surrogate mother
during the pregnancy which will contribute to determining the growth and wellbe-
ing of the foetus. Surrogates are known not to attach to the foetus and their health
behaviours, including drug, alcohol, dietary, smoking and exercise behaviours during
the pregnancy will influence the foetus’s epigenetic health and future wellbeing.

Although it is reassuring to know that malformations in gestational surrogate
babies are comparable to those reported in the general population (Parkinson, Tran,
Tan, Nelson, & Serafini, 1999) infertile couples using IVF or ICSI are at a greater
risk of a number of adverse outcomes (Yeung et al., 2016). Premature deliveries
(Koudstaal et al., 2000), pregnancy complications and low birthweight babies
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(Schieve et al., 2002) have been reported. It is not yet known if factors related to the
IVF techniques or prenatal factors are responsible for these adverse outcomes, since
adverse outcomes are reportedly lower after surrogate pregnancies (Schieve et al.,
2002). On the other hand, there is an association between oocyte donation and low
birthweight, pregnancy complications and caesarean sections (Savasi et al., 2016).
Since gestational surrogates undergo embryo transfer with ‘donated’ oocytes (from
the commissioning mother or a donor) these pregnancies are likely to be at the same
risks as oocyte recipients and their babies in IVF treated cycles. Finally, psycholog-
ically, not bonding with the foetus in pregnancy may benefit a surrogate and make
the relinquishment easier (van den Akker, 2003, 2007), but the foetus is influenced
by her (the surrogate’s) behaviours and mental state. Some surrogates’ behaviours
may therefore have consequences for the developing foetus (Egliston, McMahon, &
Austin, 2007; Ombelet, De Sutter, Van der Elst, & Martens, 2005) and these effects
are under investigated in general (Purewal, Chapman, & van den Akker, 2017) and
in surrogacy in particular.

7.11 Welfare Issues

Surrogate motherhood may disadvantage the child or surrogate mother (Agnafors,
2014), and ethical and legal complications have been reported in surrogate moth-
erhood arrangements (Brinsden, 2003). There are also numerous reports indicating
surrogates experience of surrogacy tends to be positive rather than negative and
separation from the child is generally problem free. Neither do surrogate mothers
show major psychological problems following the surrogacy arrangement (Jadva,
Murray, Lycett,MacCallum,&Golombok, 2003;MacCallum,Lycett,Murray, Jadva,
& Golombok, 2003; Ruiz-Robledillo & Moya-Albiol, 2016; Söderström-Anttila
et al., 2016; van denAkker, 2003). Surrogatemothers are even reported to be empow-
ered by the process (DasGupta&Dasgupta, 2014). Altruistic surrogates in particular,
are happywith their choice and felt empowered by their surrogate experiences (Blyth,
1994; van den Akker, 2005). They reject some of the commodification arguments
and assert their right to decide what to do with their own body (Bromfield, 2016). In
Western contexts the main reasons that lead women to become altruistic surrogate
mothers are not primarily financial, but a relatively altruistic desire to help others
(Imrie& Jadva, 2014;Markens, 2012; van denAkker, 2003), although they do receive
payment which they acknowledge as important.

Gestational surrogate children’s psychological adjustment does not differ from
naturally conceived children and the lack of the genetic/gestational link between
the commissioning parent(s) and their child(ren) does not impact negatively upon
parent–child relationships (Bos & van Balen, 2010; Golombok et al., 2006, 2011;
Ruiz-Robledillo &Moya-Albiol, 2016; Shelton et al., 2009). There is some evidence
that adjustment problems have been reported in surrogate children compared to chil-
dren born through gamete donation (Golombok, Blake, Casel, Roman, & Jadva,
2012). Importantly, the surrogate’s own children do not experience negative conse-
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quences after their mother’s surrogate pregnancy and relinquishment of the baby in
altruistic surrogacy (Jadva & Imrie, 2014). It is probable that support for all involved
in third party AC is likely to be necessary in the foreseeable future, particularly where
non-disclosure has been practiced (Crawshaw, Frith, van den Akker, & Blyth, 2016).

7.12 Summary

The competing interests and interactions between legal, organizational, health, per-
sonal, social, psychological and cultural issues in transitioning to non-biological
and non-genetic parenthood are under explored. Third party assisted reproductive
healthcare and surrogate motherhood services result in the creation of families with
part or full genetic and gestational difference from the parent(s) seeking the ser-
vices. Genetic and gestational differences in these families are often hidden. At the
other end of the spectrum, biological and genetic (half) siblings and grandparents
with partial or full genetic and gestational similarity are in too many cases denied
knowledge of and nearly always, denied contact with the third party offspring. The
psychological adaptation required to changes in public opinions, technology and leg-
islation in third party reproduction and surrogate motherhood impacts at individual,
societal and global levels. The evidence that some donors, surrogates, recipients and
offspring demonstrate conflict or dissonance about their involvement in third party
conception indicates a need to address these concerns in future research, policy and
practice.
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Chapter 8
Resilience to Prenatal Stress

Michael Ungar, Kristin Hadfield, Nicole Bush, Amélie Quesnel-Vallée
and Igor Pekelny

8.1 Introduction

There is epidemiological evidence that women are particularly vulnerable to
structural disadvantage, violence, and the burden of psychological and physical
health concerns during pregnancy and during the period immediately afterwards
(Burns, Farr, & Howards, 2015; Ward, Kanu, & Robb, 2017). These same biologi-
cal, psychological and sociological challenges that women face pre- and postnatally
can also influence the developmental trajectories of their children. Fetal in utero
experiences are known to have long lasting effects on postnatal child development
and health.While many children born to mothers that experience severe stress during
pregnancy have more negative developmental outcomes, a surprisingly large number
of children nevertheless thrive. Much of the focus to date in this field of study has,
however, been on negative outcomes related to stress exposure in contexts of adver-
sity and how these become biologically embedded in the foetus. Fortunately, there is
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growing interest in the promotive and protective factors related to resilience that
buffer or moderate the effects of exposure to a mother’s stressed environment. In
this chapter, we review the impact of mothers’ stress exposure on mother and foe-
tus, and subsequently on the child’s epigenetics, gene expression, and emotional
and behavioural development. We then review potential protective factors and pro-
cesses related to resilience. Throughout, we will use a social ecological perspective
of resilience that defines resilience as the result of multisystemic interactions that
facilitate access to the resources required for optimal development (Ungar, 2011,
2012). By studying both mothers’ contexts of adversity and the social ecologies of
resilience, we will be able to recommend interventions that promote the protective
factors and processes which are most likely to decrease the threats to both the capac-
ity ofmothers to prevent their children’s risk exposure and the conditions that support
positive development when risks are present.

8.2 A Multisystemic Understanding of Risk and Resilience

Given that threats to women during and after pregnancy arise from psychological,
social and economic sources, it follows that promotive and protective processes
should also be ecologically complex. Indeed, as other chapters in this volume show
(see Ayers & Sawyer, Chap. 12; Scharf et al., Chap. 13 in this volume), there are
many potentially traumatizing experiences that women are exposed to during preg-
nancy, birth, and during the postnatal period (Dikmen-Yildiz, Ayers, & Phillips,
2017). Most of these stressors are the result of suboptimal environments and could
therefore be ameliorated through interventions and better social policies. In this
respect, the resilience of mothers and their newborns is a function of the resilience of
the multiple systems with which they interact (e.g., a women’s relationship with an
intimate partner; government policies related to health care; Sawyer, Ayers, Young,
Bradley, & Smith, 2012). This description of resilience during pregnancy, childbirth
and immediately afterwards is an example of the emerging science of resiliencewhich
describes positive development in stressful environments as a cluster of multisys-
temic processes in which co-occurring and nested systems respond to developmental
risks by creating new regimes of behaviour (Masten, 2014). These adaptive regimes
increase the viability of the focal system (in the present case, the mother and the
newborn child).

Ungar (2011) has suggested that resilience needs to be understood in relation to
people’s interactions with both their social and physical ecologies and the oppor-
tunities individuals experience to navigate and negotiate for needed resources that
are culturally and contextually relevant. This same systemic thinking is evident in
work by researchers studying resilient environmental systems, community resilience,
and other types of resilience in response to economic challenges (positive or nega-
tive), disasters and catastrophic events (Abramson, Park, Stehling-Ariza,&Redlener,
2010). Rather than focusing on dysfunction and problems exclusively, the concept
of resilience broadens the focus of research to the protective and promotive factors
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that mediate the impact of social, economic, institutional and structural factors con-
tributing to vulnerability (Southwick, Douglas-Palumberi, & Pietrzak, 2014). Given
the many challenges that put women (and their children) at risk during and after
pregnancy, it is reasonable to assume that the conditions that will protect women
and bolster their capacity to cope well under stress will also largely depend on their
experience of their social and physical ecologies. This ecological understanding of
resilience shifts the focus from individual coping to the capacity of social and physical
ecologies to create the conditions for resilience to occur.

Social ecological resilience may be especially relevant when considering biolog-
ical processes that make it possible for external stressors to “get under the skin”
and influence patterns of gene expression and neurological functioning. An ecologi-
cal understanding of resilience challenges a discourse of resilience that emphasizes
motivation to change, adaptation to one’s attribution style, or individual changes to
behaviour as the most important mechanisms for individual success when exposure
to stress is abnormally high (see Ungar, 2015). These personal efforts to do well are
unlikely to be sufficient to mitigate long-term exposure to risk if a women’s envi-
ronment continues to present threats to her and her child’s optimal biopsychosocial
development (Sternthal et al., 2009). A multisystemic understanding of resilience
suggests that environments potentiate positive development in contexts of adversity
when resources are sufficient to trigger healthy biological, psychological and social
reactions to stress. Individual resilience is always dependent to some extent upon the
quality of external resources (Masten, 2014). Indeed, the term resilience has been
misused as a way of blaming victims of oppression and violence for the persistence
of their problems (i.e., if someone does not thrive, it must be her fault). Women
and children’s positive adaptation during and after pregnancy, however, are far more
likely to result from social bonding, better communication between caregivers, the
quality of the mother and child’s neighbourhood, a mother’s educational opportuni-
ties, as well as individual traits including stress- and adaptation-related physiology,
when these are triggered by supportive environments (Stein et al., 2000; Ungar, 2015;
Walsh, 2016).

Recently, resilience research has become more sophisticated and the modelling
more complex. Research on differential susceptibility to stressors (such as parental
neglect) and the protective factors that decrease that susceptibility (e.g., a kinship
network) at biological, psychological and family levels (Bush & Boyce, 2014) sug-
gests that phenotypical protective factors like sensitivity to one’s environment may
enhance one’s capacity to succeed in a low risk environment but increase one’s risk
of failure when risk exposure is high. Genotypical features are similarly variable
(Belsky & Pluess, 2009; Pluess, 2015). Meanwhile, there is emerging evidence for
the differential impact of the environment on populations under stress (Ungar, 2017).
In higher risk contexts, some protective factors such as out-of-home placement for
children when there is intimate partner violence (IPV) may be highly beneficial,
while a similar placement can be neutral or even potentially harmful when risk expo-
sure is low (Rutter, 2013). Both theories of differential susceptibility and differential
impact suggest the need for greater specificity with regard to which biological and
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social factors at what dosage are protective against which stressors at different points
during pregnancy and afterwards throughout a child’s life.

With this complexity in mind, we will explore in detail the stressors that affect
women and children pre- and postnatally, as well as the potential protective factors
and processes that are the most likely candidates to positively influence development
when the environment is suboptimal.

8.3 Threats to Women’s Health During Pregnancy

Pregnancy is a highly stressful time, during which women must cope with a number
of physical and social changes resulting from their pregnancies while also dealing
with the stressors that existed before their pregnancies. Globally, at least 25% of
mothers can be expected to cope with heightened levels of overall life stress during
the pre-natal period (Lynn, Alderdice, Crealey, & McElnay, 2011) while 60% of
women report experiencing at least one significant stressful life event (a legal matter,
relationships, finances, physical injury, and family illness or death) immediately
before or during their pregnancy (Burns et al., 2015; Ward et al., 2017; Whitehead,
Brogan, Blackmore-Prince, & Hill, 2003). Pregnant women most commonly report
financial strain (compounded by a lack of employment, transportation, and affordable
housing options), violence exposure, and feelings of intense isolation and loneliness
as stressors (Bloom, Bullock, & Parsons, 2012; Bloom, Glass, Curry, Hernandez, &
Houck, 2013). They alsomay experience stress from their romantic relationships and
experiences with racial or ethnic discrimination. Many pregnant women experience
more than one of these stressors at the same time (Braveman et al., 2010; Burns et al.,
2015). Pfost, Stevens and Lum (1990) have argued that the experience of pregnancy
itself should also be considered a stressful event. Below, we outline rates of exposure
to stressors during pregnancy, aswell as how exposuremay change during pregnancy.

8.3.1 Financial Strain

Financial strain has been identified as the most common stressor during pregnancy
in a number of studies (e.g., Bloom et al., 2012). Pregnancy may lead to changes in
women’s lives which affect their socioeconomic status. Their food intake is increased
requiring greater expenditure (Laraia, Siega-Riz, Gundersen, & Dole, 2006), they
experience discrimination at work as a result of their pregnancies (Masser, Grass, &
Nesic, 2007; Williams & Segal, 2004), and they have increased medical expenses.
Extant data from the United States indicates that childbearing women have lower
incomes than women of childbearing age overall, with 50% of pregnant women
being low-income (30% in poverty, 20% near-poor, Braveman et al., 2010). Most
low-income women in the US experience at least one additional major hardship dur-
ing their pregnancy, including food insecurity, the inability to pay bills, and home-
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lessness. Poorer women are also more likely to move during pregnancy (Fell, Dodds,
& King, 2004), and to do so for negative reasons or because of homelessness than
women with a higher socioeconomic status (Tunstall, Pickett, & Johnsen, 2010). In
this way, financial strain during poverty may lead to residential mobility, itself a
stressor.

8.3.2 Intimate Partner Violence (IPV)

Studies comparing women’s experiences of IPV before getting pregnant, during
pregnancy, and after pregnancy suggest that the intimate partner violence to which
many women are exposed does not stop during pregnancy (Kendall-Tackett, 2007;
Sternthal et al., 2009) and, indeed, pregnancy onset may be associated with increases
in psychological aggression and sexual violence victimization (Martin et al., 2004).A
small proportion ofwomen’s first experiences of IPVoccur during pregnancy (Daoud
et al., 2012). Thus, for many women, IPV continues, worsens, or begins during their
pregnancies. Differences in methodology, measurement, and rates of reporting make
determining rates of IPVduring pregnancy challenging (Devries et al., 2010).Devries
and colleagues’ (2010) analysis of trends across 19 countries found that prevalence
of IPV victimization during pregnancy ranges from 2 to 14%, with rates in most
countries ranging between 4 and 9%. Prevalence tended to be higher in African
and Latin American countries than in the European and Asian countries surveyed.
Studies carried out in individual countries also suggest IPV during pregnancy is
commonplace (e.g., García-Moreno, Jansen, Ellsberg, Heise, & Watts, 2005). IPV
during pregnancy is most prevalent among women who are marginalized by their
race and socioeconomic status (Aizer, 2011; Daoud et al., 2012; Gazmararian et al.,
1996; Taillieu & Brownridge, 2010), compounding the impact of those stressors.

8.3.3 Romantic Relationships

Thequality of the romantic relationship is particularly critical formaternalwell-being
during pregnancy (Hagen, 1999). However, pregnancy is a challenging time for both
men and women for a range of reasons, not the least of which is the decrease in
romantic relationship satisfaction across the trimesters (Figueiredo & Conde, 2015).
For example, nearly half of pregnant women meet criteria for “sexual distress”,
reporting that pregnancy reduces women’s sexual desire, whereas it does not do the
same for men (Sagiv-Reiss, Birnbaum, & Safir, 2012; Vannier & Rosen, 2017). This
mismatch in sexual desire and distress during pregnancy may be stressful to the
women and negatively affect functioning within couples.
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8.3.4 Racial or Ethnic Discrimination

Racism is a distinct form of stress that predicts psychological and physiological dis-
tress over and above other stressors (Klonoff, Landrine, & Ullman, 1999). As during
other periods of their lives, many racial or ethnic minority women report individual
and institutional discrimination during their pregnancies. In a representative sample
from Oregon, for instance, about one in five (19%) pregnant women accessing pre-
natal care, labour, or delivery reported recent experiences of discrimination (Marco,
Thorburn, & Zhao, 2008). These women may experience discrimination in many
areas, including their prenatal care. Minority women accessing prenatal care are
more likely than non-minority women to report harsh, rude, or impersonal treatment
from healthcare workers, long wait times for short prenatal visits, and inadequate
information (Novick, 2009). Discriminationmay be particularly deleterious for more
marginalized women: for instance, minority and immigrant women in New Zealand
were more likely to feel angry or upset in response to ethnic discrimination than
white women born in New Zealand (Thayer & Kuzawa, 2015).

8.4 Effects of Stress on Mother and Infant Health

A growing body of research suggests that women’s prenatal stress exposure can
affect the development and health of their infants directly (i.e., neurobiological
development) and indirectly (i.e., adverse birth outcomes for the mother, perinatal
depression, conflict in their relationship with their partner) (Coussons-Read, 2013;
Stanton, Lobel, Sears, & Del Luca, 2002; Yali & Lobel, 1999). Higher levels of
maternal perceived stress have been shown to predict higher cortisol (Pruessner,
Hellhammer, & Kirschbaum, 1999), poor eating, drinking and sleeping practices
(Cohen & Williamson, 1988), and worse general health behaviours during preg-
nancy (Guardino & Schetter, 2014), which can affect fetal development. Prenatal
exposure to stress is linked to low infant birth weight, impairment of serotonin sys-
tems, caesarean section delivery, and gestational age (Bussières et al., 2015; Gavin,
Hill, Hawkins, & Maas, 2011). Heightened prenatal stress also increases an infant’s
risk formorbidity andmortality over the life course (Witt, Litzelman, Cheng,Wakeel,
& Barker, 2014).

This stress exposure appears to worsen mothers’ mental health which in turn
affects the health of their children. Pregnant women are at greater risk than women in
general to suffer fromgeneralized anxiety, social phobia, andvarious disorders (major
depressive disorders, eating disorders, panic disorder and obsessive-compulsive dis-
order). Pregnant women with psychiatric symptoms are also more likely than those
without psychiatric symptoms to report physical symptoms (Andersson et al., nders-
son 2003), and give birth preterm (Grote et al., 2010;Männistö et al., 2016). However,
pregnancy ‘per se’ has not been associated with an increase in psychiatric disorders
(Vesga-López et al., 2008). Instead, stress exposure is accentuated during pregnancy,
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predisposing women with vulnerabilities (psychological, social, economic) and their
children to problems during pregnancy and after a child’s birth.

Building upon this deeper understanding of women’s experiences of stress dur-
ing pregnancy, the concept of “fetal programming of health and disease risk” (c.f.,
Barker, 1998, 2007; Wadhwa, Buss, Entringer, & Swanson, 2009) suggests that fetal
development, followed from genotype to phenotype, involves the embryo/foetus
seeking, receiving, and responding to the intrauterine environment created by the
mother’s body (but shaped by her social and physical ecology) throughout gesta-
tion, particularly during sensitive periods of development. This embryonic or fetal
responsiveness results in structural and functional changes in cells, tissues, organ
systems, and individual set points for achieving homeostasis (balance across these
systems). This developmental plasticity can result in changes, which, independently
or through interactions with subsequent environments and biological milieus, con-
fer immediate consequences for fetal development and birth outcomes (Cruceanu,
Matiosin, & Binder, 2017; Girchenko et al., 2017). A mother’s stress is one such
environment, as are her biological changes resulting from stress.

Not surprisingly, such fetal programming can have important long-term conse-
quences for health and disease susceptibility across the life course (Entringer et al.,
2012; Gluckman & Hanson, 2004; Glynn & Sandman, 2011; Wadhwa et al., 2009).
Just as we know that stress exposure is common among women during pregnancy
globally, so too is there epidemiologic evidence for disease susceptibility across the
life cycle when there is excessive prenatal stress (e.g., Kleinhaus et al., 2013; Nolvi
et al., 2016; Ramchandani, Richter, Norris, & Stein, 2010). Importantly, exposure to
prenatal stress may not directly cause offspring disease, but may, instead, alter the
offspring’s susceptibility for a broad range of developmental and health outcomes in
later life by shaping an individual’s phenotypic responsivity to social and physical
environmental exposures related to disease risk, or protection from that risk.

While not unique to women during pregnancy, studies suggest that stressful major
life events, as well as chronic adversity, can affect myriad biologic processes, but
the candidate system most examined as a transducer of maternal stress effects is the
hypothalamic-pituitary-adrenal (HPA) axis and its expression of the glucocorticoid,
cortisol. With regard to women who are pregnant, substantial animal and human
research demonstrates that stress ‘signals’, predominantly in the form of maternal
glucocorticoids, are transmitted from the mother to the foetus throughout gestation
via the placenta (Moisiadis & Matthews, 2014; Wadhwa, Dunkel-Schetter, Chicz-
DeMet, Porto, & Sandman, 1996). The placenta is integral to fetal development,
providing nutrient transfer, immune protection, and endocrine regulation of devel-
opmental processes that continue postnatally (Gilbert, 2013; Maltepe, Bakardjiev, &
Fisher, 2010) and can thus have functional consequences for fetal and infant develop-
ment (Monk, Spicer, & Champagne, 2012; Cox, Leavey, Nosi, Wong, & Kingdom,
2015; Pappas et al., 2015).

Indeed, human studies find that high levels of stress hormones, such as placen-
tal corticotropin-releasing hormone (pCRH) and maternal cortisol, predict impaired
fetal maturation (Sandman et al., 2003; Wadhwa et al., 2004), premature birth (Ruiz
et al., 2015), infant mental and motor development, infant temperament (Davis et al.,
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2005), child IQ (LeWinn et al., 2009), and depression (Howland, Sandman, Glynn,
Crippen, & Davis, 2016). Differential activation and expression of genes within
the placenta has also been associated with adverse birth outcomes (e.g., preterm
birth, pre-eclampsia, and intrauterine growth restriction, Lee et al., 2010; McCarthy
et al., 2007; Monk et al., 2012). In addition to association with numerous changes in
placental hormones, psychosocial stress in pregnancy has been associated with vari-
ation in maternal inflammation, and more recently with increased gene expression
within stress pathways inmitochondria, the energy-creating powerhouses of our cells
(Lambertini, Chen, & Nomura, 2015; Monk et al., 2012). Epigenetic mechanisms
that impact on fetal development are also an emerging area of research (Moisiadis
& Matthews, 2014; Monk et al., 2012). It is important to note though, that despite
the potential importance of prenatal psychosocial stressors on offspring develop-
ment, the cumulative impact of multiple stressors on biological mechanisms has not
been well investigated (Dunkel-Schetter, 2011) as most studies focus on one type of
stress exposure and one or two biological processes. For example, cumulative life-
time adversity—particularly trauma—may lead to persistent physiological changes
in women (Bush & Boyce, 2014; Shalev et al., 2013) that have implications for
the developing child. Recently, attention has been drawn to “intergenerational trans-
mission” of stress effects (Entringer, Buss, &Wadhwa, 2015; Heim & Binder, 2012;
Meaney, 2001), such as amother’s own childhood adversity (adverse childhood expe-
riences, or ACES) affecting her own biology (Anda et al., 2006; Hillis et al., 2004),
reproductive health, fetal development, and risk for fetal death (Hillis et al., 2004).
Comprehensive understanding of these processes will require more sophisticated
models that incorporate the complex, often co-occurring, challenges, as well as the
protective factors that mitigate those experiences and resulting biological impacts.

Although the full picture of the precise mechanisms for such inter- and trans-
generational effects are not yet well understood, there is a considerable evidence
base for the association between prenatal stress and subsequent offspring behavioral,
emotional, and biological regulation (Bush et al., 2017; Buss et al., 2012; DiPietro,
2004; Dunkel-Schetter, 2011; Entringer et al., 2015; Moisiadis & Matthews, 2014;
Monk et al., 2012; Sandman, Davis, Buss, & Glynn, 2011). Evidence from a smaller,
but growing, body of research reveals prenatal stress effects on offspring brain struc-
ture and function as well (e.g., Buss, Davis, Muftuler, Head, & Sandman, 2010; Buss
et al., 2012). Animal research has also demonstrated mechanistic links between pre-
natal stress and altered immune function in offspring (Coe, Kramer, Kirschbaum,
Netter, & Fuchs, 2002; Pincus-Knackstedt et al., 2006; Wright, 2005), which sug-
gests additional biological pathways between maternal exposure to adversity and
later offspring health outcomes, such as asthma, infections, and PTSD. There is
less research on the role of stress-related variation in epigenetics and placental gene
expression in prediction of later childhood health outcomes, though work in this
domain is also growing (Boyce & Kobor, 2015).
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8.5 Protective Factors During the Pre- and Postnatal
Periods

While there are many reasons for concern regarding the amount of stress exposure
for women during pregnancy, and the precariousness state that stress leaves children
in, there is also an emerging understanding of the many biological, psychological,
social and environmental factors and processes which are likely to either prevent
exposure to stressors or moderate the effect of those stressors once exposure has
occurred.

8.5.1 Biological Protective Factors

As the study of resilience gains traction, examination of biological factors related to
adversity has broadened to explore the neurobiology of resilience (for a review, see
Masten, 2016). Collectively, this emerging body of evidence has provided impor-
tant insights into the roles of specific hormones, neurotransmitters, neuropeptides,
and genetic factors in the neurobiology of resilience (Pfau & Russo, 2015). This
work has been largely focused on animal research, and although evidence in humans
is expanding, there is relatively little work specifically examining neurobiological
resilience during pregnancy, in relation to effects on offspring. However, research
from several key domains suggests this is an important area for greater investment.

Individual differences in sensitivity. Researchers from a “developmental psy-
chopathology” perspective have emphasized that many individual factors thought
to confer “risk” for problems actually can lead to vulnerability in the context of
negative environments but may also promote particularly favourable outcomes in
positive environments—a concept articulated by both differential susceptibility and
biological sensitivity to context theories (see Bush & Boyce, 2016, for a review).
Both theories posit that such factors confer ‘sensitivity’ to a range of environmental
exposures across individual, family, community, and larger socio-political contexts.
Sensitivity can result from varying levels of individual differences, including vari-
ations in temperament (e.g., irritability or positive affect), stress physiology (e.g.,
HPA-axis or autonomic nervous system reactivity), and genetics—at both the candi-
date gene level (e.g., the serotonin transporter), and more recently at the polygenic
level. These sensitivity factors for enhancing risk or resilience have been applied
specifically to the prenatal period (Pluess & Belsky, 2011). For example, in a large
Dutch cohort study, genetic variation in 5-HTTLPR (a repeat polymorphic region
of the gene that codes for the serotonin transporter gene) predicted sensitivity to the
adverse effects of prenatal stress on offspring negative emotionality, with infants who
were homozygous for the long allele being protected from the effects (Pluess et al.,
2011). For women with the GG genotype of the oxytocin receptor gene (OXTR),
higher levels of DNA methylation at the OXTR CpG during pregnancy predicted
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greater risk of postpartum depression, whereas A-allele carriers did not show this
greater risk (Bell et al., 2015).

A child’s sexmay also be an important individual difference that impacts resilience
to prenatal adversity. In particular, females appear to demonstrate less risk for mal-
adaptive developmental outcomes associated with maternal adversity during gesta-
tion (Moisiadis & Matthews, 2014; Oberlander et al., 2008; Radtke et al., 2011),
and it is well known that male and female foetuses respond differently to similar
intrauterine environments (Banszegi, Altbacker, & Bilko, 2009; Ryan & Vanden-
bergh, 2002).

While our understanding of these nuanced interactions between genes and envi-
ronments is growing rapidly, this work—particularly in terms of examining factors
that promote resilience—is only just beginning. Characterizing individual differ-
ences that confer sensitivity to the environment may shed light on key biological
systems that distinguish, or underlie, differences between more maladaptive versus
more resilient pathways of development.

8.5.2 Variation in Perceptions of Stress May Protect

Although stress is a central concept in research on developmental processes and
prenatal programming, there is no single measure used to assess it. Cognitions,
including styles of attribution (Kalisch, Müller, & Tüsher, 2015), appear to influence
whether a particular stressor will affect functioning. Events some people perceive as
stressful may not be perceived as such by other individuals. Dunkel-Schetter (2011)
suggests that the perception of adversity, followed by experiences of distress resulting
from that adversity, are more likely to affect maternal biology and subsequent fetal
development than the experience of adversity alone. Recent work has revealed that
maternal experiences of stressful life events during pregnancy positively predicted
infant autonomic nervous system reactivity, but only forwomenwho reported average
or higher-than-average levels of perceived stress, whereas babies born to women
experiencing major negative events, but not reporting that they felt stressed, were
buffered from those effects (Bush et al., 2017).

Women experiencing chronic adversity, such as limited access to financial
resources or frequent exposure to neighborhood violence, may have habituated to
such events and therefore may not perceive or report exposures to negative life events
as particularly distressing. Habituation to stressful exposures is an important element
of adaptation to the environment and helps our bodies achieve and maintain home-
ostasis, although it can lead to “allostatic load” and later health problems (Juster et al.,
2016; McEwen, 2012). Minimizing acknowledgement of stress may be adaptive for
high-risk populations or those in a particular cultural context (Kuo, 2014), although
recent evidence for racial differences inmeasures of self-reported psychosocial states
during pregnancy suggests minority women may report the highest levels of stress
(Grobman et al., 2015). This pattern appears to refute the notion of habituation to
above normal allostatic load.
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8.5.3 Protective Interpersonal Factors and Processes

Partners, family members, friends, and community members can increase mothers’
stress, but may also act as important sources of support. Social support can aid
with coping and reduce the psychological impact of the stressful experiences many
women encounter during their pregnancies. Social resources such as the size of a
mother’s social support network, her degree of social integration, and the availability
of needed support all act as buffers against stressors which increase the risk of
preterm birth (Kramer, Séguin, Lydon, & Goulet, 2000). When pregnant women are
satisfied with their social support, they are at less risk for a diagnosis of depression
(Coburn,Gonzales, Luecken,&Crnic, 2016) and experience reductions in depression
symptoms during pregnancy (Ritter, Hobfoll, Lavin, Cameron, & Hulsizer, 2000).
However, studies indicate that prenatal social stress can negatively impact maternal
mental health, even while social support can simultaneously attenuate these negative
effects (e.g., Coburn et al., 2016). In this way, social influences can be experienced
as both risk and protective factors.

While relationships bring the potential for both positive and negative outcomes,
the lack of an intimate relationship altogether is associated with leading to worse
pre- and postnatal outcomes. Indeed, the literature on maternal romantic relation-
ships has suggested an association between marital status and adverse postnatal out-
comes, such as low birth weight and preterm births (Luo, Wilkins, & Kramer, 2004;
Peacock, Bland, & Anderson, 1995; Raatikainen, Heiskanen, & Heinonen, 2005;
Zeitlin, Saurel-Cubizolles, & Ancel, 2002). Zain, Low, and Othman (2015) reported
that unmarried women, when compared to a married sample, had a higher preva-
lence of depressive symptoms (67.0% vs. 15%) and poor psychological well-being
(68.5% vs. 25.4%) during the prenatal stage, and displayed significant differences in
low birth weight (28.5% vs. 12.2%) and preterm births (31.0% vs. 19.7%). Research
by Lurie, Zalmanovitch, Golan, and Sadan (2010) also reported unmarried women
to be more likely to smoke during prenatal and postnatal periods (35.2% vs. 15.2%).

A healthy relationshipwith an intimate partner can be protective during pregnancy
(Røsand, Slinning, Eberhard-Gran, Røysamb, & Tambs, 2011). However, the quality
of the romantic relationship is critical. Social support froma partner can act as a buffer
against the impacts of stress during pregnancy, with a good partner relationship
having a protective effect on mothers’ distress. This intimate relationship can be
an important social resource, buffering against stressors which increase the risk of
preterm birth (Kramer et al., 2000). Dissatisfaction with the partner relationship,
though, is a significant predictor of mother’s prenatal emotional distress (Røsand
et al., 2011) and, consequently, of adverse child outcomes (Ramchandani et al.,
2010). When pregnant mothers rate their relationships as being more negative, they
report more depression and anxiety symptoms (Field et al., 2008). Experiences of
IPV can result in fetal insults, thereby leading to a greater risk of perinatal death,
pretermness, and low birth weight (Coker, Sanderson, & Dong, 2004; Huth-Bocks,
Levendosky, & Bogat, 2002; Saltzman, 1990). The newborns of pregnant women
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who require hospitalization as a result of abuse by their partners are 163 g smaller
than newborns of mothers who were not hospitalized for IPV (Aizer, 2011).

Women’s support from their family and friends is also critical to their well-being.
In general, family support reduces psychological distress during pregnancy (San-
guanklin et al., 2014). This support is most critical when women are feeling most
anxious: those with pregnancy-related anxiety particularly appreciate and rely on
their family, friends, and neighbours as sources of knowledge and support (Rosario,
Premji, Nyanza, Bouchal, & Este, 2017). When women have family problems and
unstable family relationships, however, this increases their likelihood of receiving
inadequate prenatal care (Heaman et al., 2014) and is associated with heightened
levels of depression during pregnancy (Bolton, Hughes, Turton, & Sedgwick, 1998).
Low-income and minority women may also be less likely to have available sources
of social support, given the demands on the time and resources of their family and
friends (Dauner, Wilmot, & Schultz, 2015; Garrett-Peters & Burton, 2016). These
women are thus disadvantaged in two ways, both of which affect health outcomes:
they are likely to havemore stressors and they have fewer consistent sources of social
support available to them.

As expected, then, throughout pregnancy woman show a pattern of gradually ris-
ing oxytocin levels. Oxytocin has been shown to increase the salience of certain
social stimuli, particularly for women (Theodoridou, Penton-Voak, & Rowe, 2013).
Recent writing suggests that during pregnancy, increased oxytocin may enhance
maternal awareness of potential harm to her developing foetus, which parallel the
“protective pathogen avoidance” behaviors women exhibit during the first trimester
that prevents them from consuming foods that present significant risk to the develop-
ing foetus (Bakermans-Kranenburg & van IJzendoorn, 2017). Experiences of posi-
tive social support and emotional connection are, however, associated with a range
of positive psychobiogiological indices, such as higher levels of circulating oxy-
tocin, decreased inflammation, and better physiological regulation in times of stress
(see for reviews: Hostinar & Gunnar, 2015; Ozbay et al., 2007; Pilcher & Bryant,
2016; Taylor, 2011). Women who have strong social support, either through part-
ners, family, or community, may thus demonstrate healthier physiologies that support
fetal development and their own postnatal well-being, thereby promoting resilient
outcomes in offspring exposed to prenatal maternal stress.

8.5.4 Education, Employment and Income as Protective
Factors

A mothers’ level of education may act as an overarching mechanism structuring
stressful exposures and their buffers. Education is very strongly associated with
early life social conditions emerging from the socioeconomic status of one’s parents
and conditions many other social determinants later in life, first for the mother, and
afterwards for her child. Parents’ and offspring’s levels of educational attainment
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are very highly correlated across the world, even in countries with more equitable
educational systems, such as Canada (Statistics Canada, 2016). This association
extends to offspring’ adult health (Quesnel-Vallée & Taylor, 2012), and even across
three generations (Modin & Fritzell, 2009). Furthermore, the relationship between
education and health is mostly indirect, mediated by other factors that act as more
proximal stressors or buffers. Those other factors include employability, income,
psychosocial resources, and health behaviours.

Both employment and income act as buffers to stress, facilitating access to a
variety of psychosocial resources (Pearlin, 1999). The beneficial effects of education
on one’s health are largely mediated by income (Ross & Wu, 1995). Individuals
with poor education are more likely to occupy jobs of lower quality, which often
offer lower benefits and do not pay well (Kalleberg, Reskin, & Hudson, 2000).
Conversely, findings show that education does provide long-term advantages since
individuals withmore education earnmore than their less educated counterparts (Day
& Newburger, 2002). Even when controlling for income, however, better-educated
people have been found to suffer less from economic hardship, in part because of an
improved ability to cope with stress (Ross & Wu, 1995).

It follows, then, that amother’s education and income are protective factors for the
health of her infant and a proxy for her risk of experiencing socioeconomic inequali-
ties. Low socioeconomic status is associated with increased depressive symptoms in
late pregnancy (Goyal, Gay,&Lee, 2010), with poorerwomen having a greater likeli-
hood ofmeeting diagnostic criteria for major andminor depression during pregnancy
than middle class women (20–25% vs. 9–13%; Grote et al., 2010). Poorer mothers
indicate feeling stereotyped and discriminated against by healthcare workers, which
deters their engagement with prenatal care (Novick, 2009).

Unemployment during pregnancy may be associated with increased stress and,
therefore, with adverse affects on infant health. Indeed, given the difficulties of being
unemployed during pregnancy, pregnant women report that interventions which
increase their employability would be most effective at reducing their stress (Bloom
et al., 2012). Cyclical unemployment has been associated with decreased gestational
age and increased likelihood of lower birth weight for infants (Kaplan, Collins, &
Tylavsky, 2017). A recent review of related research indicates that higher educa-
tion of the mother can reduce the risk of low birth weight by as much as 33% (Sil-
vestrin et al., 2013). Additionally,Weitzman (2017) suggests that education increases
women’s healthcare visits before giving birth and increases the odds that labour will
take place in a formal healthcare centre.

Socioeconomic factors also confer protection related to health behaviors. In gen-
eral, the better educated a woman is, the more likely she is to adopt healthier lifestyle
habits, including being less likely to smoke, drink, or overeat (Ross & Wu, 1995),
all significant health-related concerns during pregnancy. Better educated women are
also more likely to seek routine medical care, not only because of their knowledge
of the importance of these behaviours and the higher value attributed to health in
general (Link & Phelan, 1995), but also because they have the financial resources,
insurance and social networks required to do so.As expected, in developing countries,
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a community’s education level positively correlates with increased use of prenatal
care, child health prevention, and adequate nutrition (Kravdal, 2004).

8.5.5 Protection Conferred by Social Justice

At a broader level, more equitable societies with stronger anti-discrimination laws
should, reasonably, be a protective factor for pregnant women and their children.
We arrive at this conclusion from a review of studies of social marginalization.
Research on racial discrimination, for example, has highlighted its adverse effects on
birth outcomes. An integrative review found a significant association between racial
discrimination and adverse birth outcomes (preterm birth, low birth weight, or small
for gestational age) in the majority of examined studies (Alhusen, Bower, Epstein, &
Sharps, 2016). Further, independent of ethnicity and socioeconomic status, women
who experienced discrimination during their pregnancies hadworse self-rated health,
higher evening cortisol, and their newborns had higher cortisol reactivity than those
who did not experience discrimination (Thayer & Kuzawa, 2015).

8.6 Strategies to Improve the Resilience of Mothers
and Their Children

The above summary of risk and protective factors influencing mothers and their
children pre- and postnatal suggests many possible ways to intervene. Critically,
no single strategy in isolation is likely to be sufficient to ensure a child’s positive
development. Risk factors cluster. Likewise, promotive and protective factors are
cumulative (Cicchetti, 2013). A systemic understanding of the interactions between
these factors can inform a deeper understanding of which factors are most likely
to have the greatest impact on the well-being of mothers and children. Changes
to a mother’s social and physical ecology are expected to moderate the impact of
environmental stressors, preventing their deleterious effect on a mother’s genes and
behaviour. While the list of possible interventions would fill volumes, we present
here a few of the best researched: psychosocial interventions and supportive policies
for education, childcare, nutrition and income.

8.6.1 Psychosocial Interventions

In a systematic review of the English-language literature on coping behaviours
and coping styles in pregnancy (45 studies involving 16,060 participants pub-
lished between 1990 and 2012), authors found some evidence that avoidant coping
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behaviours or styles and poor coping skills in general are associated with postpar-
tum depression, preterm birth and infant development (Guardino & Schetter, 2014).
Studies in both the U.S. and Finland have found that greater levels of maternal
positive affect, and/or increases in affect over pregnancy, were positively associ-
ated with length of gestation and reduced risk of preterm delivery (Pesonen et al.,
2016; Voellmin, Entringer, Moog, Wadhwa, & Buss, 2013). This effect was not
accounted for by the lower stress levels associated with higher positive affect
(Voellmin et al., 2013).

These findings point to the possibility of providing resources to reduce the
experience of stress or improve adaptive coping for pregnant women exposed to
adverse events in order to minimize their impact on the foetus. For example, prena-
tal mindfulness interventions have been shown to reduce pregnancy-related anxiety,
perceived stress, and depression in pregnant women (Guardino, Schetter, Bower, Lu,
& Smalley, 2014; see Hall, Beattie, Lau, East, & Biro, 2016 for review of some
programs across U.S., Australia, and New Zealand), reduce the harmful impacts of
poor sleep on perinatal well-being (Felder et al., 2017), and improve parent-child
interactions during infancy (Setterberg, Nissen, Jonas, & Niemi, 2017). Moreover,
mindfulness andmeditation therapies have been shown to affect a range of biological
outcomes associated with chronic disease and mood (see McEwen, 2016) which are
likely to relate to physiology during pregnancy and offspring development. Group-
based centering interventions during pregnancy can reduce perinatal depression and
improve infant outcomes, likely through improved social support (Chae, Chae, Kan-
dula, & Winter, 2017; Felder et al., 2017; Fiset, Hoffman, & Ehrenthal, 2016).

8.6.2 Supportive Policies

Animal research has demonstrated how enriched environments before and during
pregnancy predict better maternal and offspring functioning postnatally. For exam-
ple, enriching maternal environments after early stress, reduces anxious behaviour
and improves brain development in rat offspring, aswell as improvingmaternal stress
physiology after birth (see Taouk & Schulkin, 2016 for a review). Intuitively, provid-
ing enriched environments to humans—through neighbourhood resources, income
supplementation, social interaction and support, and equity-promoting policies—
should result in better outcomes for stress-affected pregnancies, though empirical
evidence is still lacking.

One of the most efficient ways to reduce health inequalities for women and chil-
dren is to invest in universal education for all (Commission on Social Determinants
of Health, 2008). In Canada, research shows that such social investments in edu-
cation have succeeded in improving the socioeconomic position of most Canadians
who undergo compulsory education (Oreopoulos, 2005).While investments in young
women’s education could alleviate multiple stressors before they become pregnant,
Low, Low, Baumler, and Huynh (2005) have proposed an “Education Starts at Birth”
policy scheme, which would involve combining comprehensive childcare, parental
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education, and childhood education initiatives into a single policy goal to improve
educational outcomes for women who lack educational opportunities before they
became mothers. Such initiatives are expected to reduce health disparities within
one generation by transferring the benefits of the mother’s education to her child.

Similarly, the World Health Organization’s Commission on the Social Determi-
nants of Health (2008) recommended “equity from the start,” which includes univer-
sal child care, education, and early childhood programs, regardless of ability to pay.
Policies such as these are designed to stop the cycle of intergenerational disadvan-
tage and strengthen early childhood development programs,making themuniversally
accessible. Doing so would help to ensure that all children begin school on an equal
footing, regardless of their social background. Ultimately, though, the most efficient
policies for women and children will ensure a coherent strategy that engages the
multiple systems required for child health. An example of such a concerted effort
is the “Every Child Matters” agenda in Britain, which promotes children’s health,
safety, academic achievement, civic involvement and responsibility, and economic
well-being (Winchester, 2008).

Just as access to education can reduce a mother’s stress exposure, so too can
programs that improve nutrition, especially in contexts of extreme stress such as
war and poverty. In addition to reducing experiences of stress, interventions target-
ing diet/nutrition or exercise can improve biomarkers of brain function, HPA-axis
activation, inflammation, and cellular aging in adults (McEwen, 2016). Such inter-
ventions should help to counteract stress-related impacts to maternal physiology
during pregnancy, though this is not often tested. Recently, a nutritional supplemen-
tation intervention that included high levels of antioxidants provided immediately
after birth was shown to reduce risk of postpartum depression (Dowlati et al., 2017).
Improved nutrition is possible at a relatively small cost. Programs such as OLO (oeuf,
lait, orange [egg, milk, orange]), which provides one egg, one pint of milk, and one
orange a day to pregnant women in need, are a relatively inexpensive way to improve
perinatal outcomes among low income populations (Haeck & Lefebvre, 2016).

In sum, as the WHO Commission on Social Determinants of Health (2008) con-
cluded, investments prioritizing equity in mothers’ access to healthy food, housing
security, and education offer tremendous intergenerational benefits. More generally,
it also argued for a need to provide adequate employment, education, training, hous-
ing, and childcare opportunities for low-income families to mitigate the effects of
their social circumstances on their health and that of their offspring.Meanwhile, con-
sidering that work on these structural determinants takes a long time to show effects,
more immediate interventions could include encouraging clinicians to look beyond
women’s personal risk factors for disease during pregnancy, broadening their scope
to social factors, such as income and violence exposure, which may be affecting their
patients’ health and the long-term health of their children (Bloch et al., 2008). As
with individual protective factors, these population-wide processes are even more
important to the resilience of mothers and children with multiple vulnerabilities.
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8.7 A Framework for Resilience

Though the factors and processes associated with resilience have been presented
as nested, recent advances in research suggest that there is no hierarchy between
systems when it comes to predicting positive development under stress. Each sys-
tem has the potential to influence other systems while also being influenced itself.
These reciprocal relationships illustrate the mutual dependency of systems to pro-
duce resilience of both mothers and children. For example, much of the trauma
mothers experience during pregnancy and childbirth can be avoided if pre-natal and
post-natal care is changed in our hospitals and clinics, giving women the information
they need to anticipate the stress they could experience and address the potential for
violence in their relationships. An ecological understanding of resilience provides a
multisystemic framework for both the study of women’s stress exposure and themul-
tiple levels at which protective processes improve outcomes. Therefore, resilience
is both the capacity of women to prepare themselves for the experience of birth and
the design of our medical systems to minimize the chances of exposure to atypical
stress.

It is because sources of resilience occur at so many different levels that resilience
is a relatively common experience for women and their children even when they
experience structural disadvantage. In one Turkish study, for example, almost two-
thirds of women who had traumatic births avoided negative outcomes (Dikmen-
Yildiz et al., 2017). Likewise, a study of UK women showed that a traumatic birth
actually produced an overall experience of post-traumatic growth depending on the
meaning a woman attaches to her experience and the cultural norms which influence
her individual perceptions (Sawyer et al., 2012; see also Ayers & Sawyer, Chap. 12;
Taubman – Ben-Ari, Chap. 16 in this volume). Building on this body of research,
there are a number of systemic interventions that are likely to enhance the resilience
of women and newborns.

Minimize exposure to violence. A woman in an emotionally or physically abusive
relationship is at much greater risk for psychological problems after her child’s birth.
If she is experiencing violence (and intimate partner violence, when it does occur,
usually increases during pregnancy), then interventions by health care provider to
assess for violence and legal assistance to deal with dangerous situations can improve
biological and psychological outcomes.

Build a network of social supports. It is important that women build a set of
relationships that will meet their needs if the prenatal or postnatal periods become
unduly complicated. Women tend to report very specific “hotspots” when it comes
to trauma causing experiences. These can be attributed to their experience of health
care and health care providers, their child’s challenges (especially if the child is born
premature), and to problems with the mother’s interpersonal relationships. Mothers
who set clear expectations of others and ask for help when it’s needed appear to cope
better with a traumatic pregnancy and birth.

Improve health care. The experience of neonatal units and other aspects of a
mother’s time in hospital can cause heightened levels of stress (Ayers & Pickering,
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2001). These stressors inhibit both the mother’s capacity to provide care for her child
and the neurological development of children. Well-designed primary and tertiary
health care and social service systems, including the physical wards used to house
mothers and children, may help to improve the resilience of mothers and newborns
even when children are born prematurely.

Prevent problems before they occur. Much of trauma can be avoided if health-
care professionals assessed women for vulnerability (and strengths) during the early
phases of pregnancy. In partnership with institutional change, knowing if women are
at risk for anxiety, depression or relationship violence can inform early interventions
known to be effective. Postnatal, too, women need their healthcare professionals to
screen for PTSD and if it does appear, to provide access to psychological counselling
as quickly as possible. These interventions will not only decrease symptoms, they
can also help women draw meaning from their experience of traumatic events and
improve their resistance to future stress.

All of these interventions reflect a multisystemic understanding of resilience
which focuses attention on the capacity of systems and their reciprocal influence. A
resilience-promoting environment during prenatal and postnatal periods can ensure
mothers, children and fathers have the resources they need to survive this complex
life transition even when it is atypically stressful.

8.8 Conclusion

While the riskswomen face during pregnancy aremany, and the impact of stress expo-
sure long lasting for both mothers and children, there are many resilience-promoting
factors that can buffer the impact of stress and improve developmental outcomes.
Our summary of this vast literature suggests the need to think about the problem
of stress on mothers multi-systemically, considering the impact of stress at multiple
levels from the genetic, to the neurological, psychological, social, and economic.
Solutions need to be equally complex. Future research is needed, however, to better
understand how all these systems can work together to the advantage of mothers
and the subsequent development of the broader community. Good interventions and
social policies targeting resilience are those which reflect a multi-systemic approach
to well-being that is a catalyst for changes to vulnerability across generations.
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Chapter 9
Parenting in Hetero-Gay Families:
Motivations, Assumptions, Gender
and Culture

Dorit Segal-Engelchin, Sarah Jen and Pauline I. Erera

9.1 Introduction

In recent decades, marriage has lost much of its power as the institutional anchor
tying together the processes of family formation, childbearing, and child rearing
(Amato, Booth, Johnson, & Rogers, 2007). The decoupling of marriage from fam-
ily configuration has led to the establishment of new family arrangements, including
post-divorce, step-, foster-, and those “living apart together”-families, where the fam-
ily spans multiple households (Cherlin, 2010). These variations on the traditional,
heteronormative, two-parent household vary in the degree to which they challenge or
resist this normative ideal.Additionally, althoughbothmen andwomen choose to par-
ticipate in alternative family arrangements, their relative gendered power imbalance
and positions in society, tend to lead to differing motivations behind their respective
choices to forego participation in traditional heteronormative marriage and parenting
roles.

In this chapter, we explore Israeli men and women’s motivations for forming
hetero-gay families for the purpose of conceiving and raising children. These hetero-
gay families consist of a heterosexual mother and a gay father who conceive and
parent children together while residing in separate households. We focus our presen-
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tation and discussion of findings not only on the lived experiences of the heterosexual
women and gay men who participated in this study, but also on issues of power and
social justice within the economic and cultural context of their lives. We recognize
the need to balance our critique of normative assumptions and discursive influences
with the acknowledgement of individual agency, power, and resistance in the face of
these influences.

Exploring the hetero-gay family configuration requires that we draw from litera-
ture on three separate dimensions of the family context: the situational circumstances
and motivations of the heterosexual mother, the circumstances and motivations of
the gay father, and the broader cultural context in which this configuration arises.

9.2 Single-by-Choice Heterosexual Mothers

In many industrialized countries, rates of non-marital motherhood have increased in
recent decades (Burns & Scott, 1994) and in the specific context of Israel, rates of
non-marital births have increased most among women aged 35–39 (Israel Central
Bureau of Statistics, 2017). This shift has led to the emergence of a distinct subgroup
of unmarried mothers, who have been referred to as single mothers by choice (Bock
2000; Jadva, Badger,Morrissette,&Golombok, 2009;Mannis, 1999). From a critical
feminist perspective, it is crucial to distinguish single mothers by choice, who tend
to be highly educated, employed, and financially secure, from those who are in lower
socioeconomic positions and are discursively associated with single motherhood not
by choice, but by their limited position of power (Bock, 2000). Additionally, there
remains ambiguity around what this “choice” refers to. Is choice evident in women’s
intentionalmotherhood, their single relationship status, or both? The literature on sin-
gle mothers by choice tends to theorize that these women choose motherhood despite
their status as single parents, as a “second best choice” in the face of their inability to
find an appropriate and desirablemale partner (Ludtke, 1997). In exploringwhymale
partners are unavailable, various reasons have been explored by qualitative studies,
suggesting that these women often remain committed to a traditional view of their
hypothetical marriage and hold specific beliefs about what this idealized institution
will look like. Unwilling to settle for anything less than this valued ideal, they choose
to conceive and raise children in alternative family arrangements when marriage to a
heterosexual man is deemed unattainable (Bock, 1995; Siegel, 1995). Single mothers
by choicemay fear intimacywithmenmore so than theirmarried counterparts (Segal-
Engelchin, 2008). They also may have reservations about relationships with men,
fearing that these may undermine their independence and autonomy (Bock, 1995).

These interpretations of the single mothers’ motivations may over-emphasize a
critical perspective of these women as unable to secure a male partner. In extending
these interpretations to mothers who participate in hetero-gay families, alternative
explanations might emphasize these women’s agency in actively creating a close
simulation of traditional child rearing circumstances despite being single or in con-
sciously choosing not to marry and to create a new kind of household arrangement.
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Indeed, findings from our previous study (Segal-Engelchin, Erera, & Cwikel, 2010),
drawing on in-depth interviews with mothers who had established hetero-gay fami-
lies, reveal that some of these mothers attribute their single status to their own free
choice. These women make a clear distinction between couplehood and marriage,
emphasizing their desire to establish a relationship with a male partner outside of
marriage. This is demonstrated in the following quotes:

I never wanted to get married. Not really. I had three opportunities and I ran away from them.
I still don’t know how to explain it, but it’s true. I am still not sure that I want to get married,
I want to be in a relationship, that I want, but I am not sure about marriage.

Marriagewas never, almost never an option forme. It is difficult forme to livewith a romantic
partner […] That’s why I was looking for the ideal way to have a child […] I never had a
fantasy of wearing a white dress. Almost 90% of the women have this fantasy. Well, I am
not, not an ordinary person. My life is not, was never ordinary and conventional. I would
certainly like to find a life partner, certainly. I don’t want to grow old alone. Absolutely not.
I assume that it will happen, when I will really want it to happen.

Several mothers, however, associated their single status with their difficulty in main-
taining romantic relationships with men, believing that they will lose their personal
freedom, independence and autonomy once they will marry. The following quote
exemplifies this:

There must be a reason why I didn’t find a marital partner. Reasons that are related to me.
It seems […] maybe I was unlucky, maybe I will meet him tomorrow, but one needs to be
realistic, it didn’t just happen. If I was looking for a partner and couldn’t find one, then there
is also something in me that led to it. No doubt […] I am also an independent person […] I
do things on my own, I don’t like being told what to do, and I don’t like it when people make
decisions for me, and this […] this is undoubtedly related to my inability to find a marital
partner.

In wanting to secure their independence and autonomy in child-rearing, mothers
in hetero-gay families may see an advantage to seeking out a non-heterosexual
partner who is not as tightly bound by heteronormative expectations of parent-
ing roles or who creates space for their desired individuality outside of a mar-
riage (Gerson, 2009). These women may also benefit from changing perspectives
of single parenting, whereby the resonance of the traditional, two-parent, heterosex-
ual household is lessened, reducing the impact of stigmatized single motherhood,
particularly when single motherhood is chosen by financially secure and highly edu-
cated women (Amato et al., 2007; Gibson-Davis, 2011). In the hetero-gay family,
heterosexualwomenmay see the potential for raising children in the context of single,
but supported, motherhood with a gay man who does not offer the option of romantic
or sexual partnership, but does offer a level of support and respite from child-rearing
responsibilities. This arrangement may allow for the negotiation of parenting roles
and responsibilities acrossmultiple households among partners whose relationship is
defined solely by what is best for the children, without the additional complications
of maintaining amarital relationship andwithout challenging themother’s autonomy
(Segal-Engelchin, Erera, & Cwikel, 2005).
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9.3 Gay Fatherhood

Contemporaneous to changing views on heteronormative marriage and family struc-
ture, recent years have also seen a generational shift in parenthood among gay men
in Westernized countries (Berkowitz, 2007; Mallon, 2004; Patterson & Tornello,
2010). Until recently, few pathways to parenthood have existed for gay men, pro-
ducing two contrasting stereotypes: the single, childless, and uncommitted gay man,
or the gay man who fathered children in a heterosexual marriage prior to coming
out (Bergman, Rubio, Green, & Padron, 2010; Erera, 2002; Schacher, Auerbach,
& Silverstein, 2005). However, an increase in options to attaining fatherhood have
contributed to a baby boom among gay male communities (Johnson & O’Connor,
2002), and to the emergent category of “new gay fathers” (Bergman et al., 2010;
Schacher et al., 2005), which challenges the lonely gay male stereotype as well
as that of the heteronormative father. In breaking down these societal barriers, gay
fathers create space for a new version of fatherhood less tied to traditional cultural
expectations of fathers often characterized as absent, distant, uncaring, or lacking in
paternal instincts.

Despite having new available options for parenting, recent statistics indicate that
most gay men continue to be childless (Patterson & Tornello, 2010). According
to the National Survey of Family Growth, conducted by the National Center for
Health Statistics in 2002, only 16% of gay men in the United States have had a
child compared to 35% of lesbian women (Gates, Badgett, Macomber, & Chambers,
2007). Currently, there are no reliable statistics or estimates of rates of fatherhood
among gay men in Israel.

Low rates of fatherhood among gay men may be related to lower desires or
intentions to parent (Patterson & Riskind, 2010), rather than their ability to find a
pathway to fatherhood. Gates et al. (2007) found that among childless gay men, only
57% express a desire to have a child compared to 87% of childless heterosexual
men, and 70% of childless bisexual men. However, it is notable that these statistics
still indicate that more than half of gay men do wish to parent, suggesting that
social institutions and contextual barriers may also play a role (Berkowitz, 2007;
Goldberg, Downing, & Moyer, 2012; Golombok & Tasker, 2010; Mallon, 2004).
Pervasive heteronormative discourses result in discrimination toward gay men who
apply to adopt, foster, or have children through surrogacy (Goldberg, 2012; Goldberg
et al., 2012; Golombok & Tasker, 2010), and gay couples in Israel have only been
able to adopt children not biologically related to them since 2008.

Despite these obstacles, progress has been made in shifting the dual marginal
status of gay fathers in which as men they are viewed as less natural caregivers than
women, and as gay men they are viewed as unnatural parents altogether (Hicks,
2006). This shift is evidenced by the fact that gay men are pursuing fatherhood in
unprecedented numbers through adoption, foster care, and surrogacy (Golombok
& Tasker, 2010; Mallon, 2004; Peplau & Beals, 2004). In hetero-gay families, gay
men have the capacity to father biological children, be active parents, and have a
co-parent, regardless of their relationship status.
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9.4 Cultural Context—Institutionalization
of the Hetero-Gay Family

In Israel, traditional views of marriage maintain a significant cultural influence.
Despite being an industrialized and urbanized country, Israeli societymaintains tradi-
tional values and perceptions of the ideal family configuration, resulting in relatively
high rates of marriage and fertility accompanying low rates of divorce, childlessness,
and non-marital births (Fogiel-Bijaoui, 2006; Lavee & Katz, 2003; Lewin-Epstein,
Stier, &Braun, 2008). Along these traditional families, there are also a host of diverse
families in Israel, including the hetero-gay family which has been facilitated and
institutionalized as an acceptable alternative, as evidenced by the establishment of
the Alternative Parenting Center in 1994. This nongovernmental organization seeks
to match single, heterosexual women with gay men who hope to parent together
outside of marriage. The Center’s offered services include creating opportunities
to meet with potential parenting partners, providing professional guidance through
legal processes, drafting of a parenting contract, and supporting the establishment of
the family unit through and beyond the arrival of a newborn (Segal-Engelchin et al.,
2005). To date, over 500 children have been born through the support of the Center
(see http://www.alp.org.il for further information).

In the past decades, additional organizations and websites have been established
to offer similar services (e.g. Gobaby.co.il and Babyli.co.il). Indeed, the hetero-gay
family has gained increasing visibility and attention in the media and public dis-
cussion. However, very little empirical work exists that explores the emergence and
maintenance of the hetero-gay family as a unique sociological phenomenon. Aside
fromour priorwork (Erera&Segal-Engelchin, 2014),weknowof only one additional
study that examined the personal experiences of gay men who chose to conceive and
co-parent with a woman (Oren, 2006). However, Oren’s study was not limited to
hetero-gay families, as it considered mothers who were either lesbian or heterosex-
ual, and all the gay men were coupled. Furthermore, to our knowledge, no study to
date, aside from our previous studies (Segal-Engelchin et al., 2010; Segal-Engelchin,
Erera, & Cwikel, 2012), has investigated the motivations of heterosexual women for
choosing the hetero-gay family context of parenting. To enrich our understanding of
the factors associated with this unique family choice, this chapter aimed to examine
whether there are gender differences in the reasons men and women provide for
choosing the hetero-gay family context of parenting.

The findings, based on in-depth interviews with nine gay fathers and ten hetero-
sexual mothers who had established hetero-gay families, focused on comparing and
contrasting the motivations of gay fathers and heterosexual mothers for co-parenting
in the hetero-gay family. In some occasionswe included the participants’ descriptions
of the process of searching for and selecting a co-parent of the desirable attributes in
a co-parent, to enhance our understanding of the reasoning behind particular moti-
vations.

In our comparison, we identified differences and similarities that arose in three
sequential steps in the process of establishing a hetero-gay family: (1) a man and

http://www.alp.org.il
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woman coming together as co-parents, (2) defining the household unit, and (3) estab-
lishing a family routine. Similar to the life course (Elder, 1994), we do not conceptu-
alize these as distinct linear stages, but rather as dimensions of a single process that
blend together and may be renegotiated over time. In moving through these steps,
we discuss various aspects of similarity and difference in the perspectives of the het-
erosexual mother and gay father. Laying their motivations side by side challenged
us to interpret not only the glaring contrasts, but also the more subtle differences
embedded within surface level similarities.

9.5 The Coming Together of a Man and Woman

Most men and women stated a strong desire to find a co-parent of the opposite sex.
This desire was informed by a belief that having both a mother and father figure was
important to support a child’s best interest and founded on the normative assumption,
or belief, that a child will miss out on not having both a father and a mother. This
belief about the necessity of a biological father was described by one woman in
contrast to absent fathers and conception through a sperm bank:

The more I thought about going to the sperm bank … and asking and checking with women
who did do it through the sperm bank, whose kids are a bit older, the more I decided that I
wanted a father for my kid. Kids constantly search for a father figure, it doesn’t matter how
many brothers they have, or how many uncles or male friends they have, they look for a
father and cling to anyone […]. Even if the mother is divorced and the father left for good,
there are still photos, there’s the father’s family, there’s something to hold on to… and when
it’s the sperm bank and there’s nothing – there’s just one big emptiness […]

This perspective is informed by heteronormative and widely held beliefs that hav-
ing two parents in the household is necessary for a child’s ideal development and
that children will continually seek out a father figure. Another woman’s statement
illustrated the subtle influence of a normative belief in the man-woman co-parenting
dyad. She began by stating that the sex of those two parents does not make a differ-
ence in the child’s development, it is only the presence of two parents of any sex that
presents the opportunity for “balance” in a child’s life. After presenting this position,
however, she reverts to her belief that having a father is truly better than twomothers,
although she cannot say why.

I felt it was really important for the kid to have another [parental] figure. Not necessarily a
father figure, I don’t believe in that stuff too much, but another figure. So that he [the child]
doesn’t base all his developing personality on one source and it was important to me that he
have another parent. It was very clear to me. I know at least one lesbian couple who has a
kid, and the fact that there are two moms is not a negative thing, that’s what I think, because
there are plenty of male figures and female figures around us. But I thought, not too deeply,
that it’s best for him to have a dad.

While this woman subtly denied and then adopted a normative belief in the need for
a father and mother, another woman more directly resisted the perception that she
was simply being influenced by normative values, stating:
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… a child needs a defined and tangible mom and dad. For me it has nothing to do with it
being the norm, that’s not it. It’s balance. When there’s only a mom, something about that
is out of balance … and when a kid has two parents, he has two points of reference, he has
more balance in his life. There’s balance in the sense that things I may be less good at, the
dad can do, and things the dad is less good at, I can do.

Overall, women showed more of a tendency to defend their positions against norma-
tive discursive influences, asserting that they were not simply following the norm,
but were actively choosing what they felt was best for other reasons, a tendency that
was largely absent from the interviews with gay fathers.

While several fathers also believed that both a father and mother were in the best
interests of a child, their reasoning was also tied to biological factors and a belief in
the need for the “essential mother,” or as one participant put it: “In my opinion, it’s
something biological that was created this way like […] That’s, that’s how human
creatures were created, in this way. That there’s a mother.” One father described his
fantasy of being able to father a biological child without a mother; however, later in
life he came to acknowledge that in addition to being impossible, it was also not in
the best for the child:

At the time I had these thoughts, when I started to think of myself as a father, of how I meet
some woman and let’s say she dies and I’m left by myself. It really was a kind of fantasy that
the mother is erased. But over the years I came to realize that this isn’t the right and proper
model. And also, two men to raise a child it didn’t feel right to me. It didn’t feel right, I don’t
know … I came to the conclusion that a kid needs a mom. I have this friend who says he
and his [gay] partner want either to adopt or to have [a child] with a surrogate, and have the
mother leave the picture … to me it’s obvious that’s really unhealthy for the kid. It’s not in
the kid’s best interest.

Most of the fathers stressed that it is in the best interests of the child to have a mother,
because mothers have unique qualities that fathers don’t have, such as “mother’s
affection” and “a mother’s worrying”:

I can’t see a child growing up without a mother […] the moment [the baby] is born to this
world, it needs its mom [smiles]. And that’s something a man cannot provide. I can’t take
on the role of a mother […] even in the sense of the warmth of a mother, the worrying of
a mother. […] I have no doubt that mothers offer affection that a father can’t always offer,
especially at the beginning, when the kid is only just growing […] I don’t think any kid can
grow up healthily without a mom, without a mother’s touch, without being breastfed

The fathers’ perceived inability to fulfill the mother’s role, seems to reflect the tra-
ditional view, which posits that mothers are more “natural” caregivers than fathers,
resulting in the expectation that mothers will be the principal caretakers of children.
Interestingly, none of the mothers interviewed expressed a belief that fathers play
a unique role in the child’s life, nor did they mention any fatherly functions which
they believed a mother cannot assume.

In addition to the essential mother discourse, there was another reason that gay
men were highly motivated to form a biological family. Many men described an
internal, personal sense of purpose in leaving a legacy behind or the responsibility
of continuing their family line:
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I don’t want to leave this world without leaving my seal on it […] I didn’t want my family’s
lineage to be discontinued with me. […] It burned in my bones: no. I will not be the link that
will break the family’s dynasty. And that prompted me enormously.

The importance of a patrilineal legacy or lineage as opposed to matrilineal, was also
evident in the fact that all children took on the last name of their fathers, which was
a choice supported by and desired by virtually all mothers and fathers.

Men who did not cite biology or the essential mother as key motivations for par-
enting in a hetero-gay family, were more deeply involved in the parenting process
and more consistently present in their children’s lives. They took a more egalitarian
or gender-neutral approach to the relative contributions of a mother and father, chal-
lenging heteronormative beliefs regarding gender roles and parenting. For example,
one man stated that his motivations for choosing a co-parent follows: There is no
view here [for me and the co-parent] that the woman has one role and the man
has another role. We are [equal] partners … Each of us is providing based on our
abilities, but the matter is equal.

In this early stage of identifying a co-parent and choosing to co-parent with a
woman, there emerged in the data an unexpected difference between fathers who
wanted more involvement in their children’s lives, more often single men, and those
who wanted to take on a more distant or less frequent role, more often those who
were partnered. This distinction was also apparent in the way fathers defined the
boundaries of the household unit and establishing family roles.

9.6 Defining the Household Unit

A notable difference emerged when we compared the mother and father’s conceptu-
alized boundaries of the family unit. Both often defined the household as including
the mother, father, and child as a family unit, but for men, particularly those with
partners, setting boundaries between themselves and their co-parent took on height-
ened importance. In contrast, women described creating a family resonant with their
own experiences in homes with two present parents:

I wanted a family. The same kind of family I had [family of origin] … mom, dad, a couple
of kids and a dog, and a backyard as well … anyway, kids without a father seemed to me
like something they would feel is missing. That it’s incomplete, not the kind of family …
in my mind I did see a family unit like the one I grew up in, maybe it’s just because that’s
how it was when I was growing up that it seemed ideal to me. But when I saw that it wasn’t
going to happen, I looked for the closest alternative, maybe that’s the best definition, it’s the
closest thing to what I really wanted.

Another woman viewed alternative configurations not only as a close simulation
of the ideal family unit, but as a reimagined family that fit with her conception or
expectation for her own life:

When I was errr… 34 or 35, I saw an article on alternative parenting. There was a story at the
time in the “Haaretz” newspaper and I said: ‘wow that works for me! That’s exactly what I
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want: there’s parenting, there’s family’. I really did see it as a family, while also not having
the romantic commitment.

More involved fathers were also likely to view their co-parents as part of their family
unit. These men had high expectations for their own involvement in their child’s life
and described celebrating holidays with their co-parent, talking with the co-parent
daily on the phone, and visiting their children in the mother’s home frequently.
However,menwhowere partnereddescribed the need for a conceptual and sometimes
physical boundary between the co-parent relationship and their relationshipwith their
significant other. One man described the change in the boundaries between himself
and his co-parent after transitioning from being single to becoming coupled with a
gay man:

When [the kids] were with me on Saturday, then in the beginning, she came to stay over with
me because she liked it, because she wanted couple-ness. After that, I set the boundaries a
bit and suddenly [my gay partner] also came back [to live with me], so it wasn’t convenient.

Some men, all of them coupled, thought of the boundary between their family life
with their partner and their parenting life with their co-parent should be firm if not
rigid. For example, one man emphasized that boundaries were crucial to having a
healthy relationship with his co-parent:

One needs to set boundaries [between the co-parents]! I state this phrase again because it’s
recorded: SET BOUNDARIES. Underline it with three lines. And sometimes it’s difficult
and sometimes I need to set boundaries. They’re still not clear enough. Look, I’ll give you
an example […] she can say: ‘WE’RE coming for the weekend’. Like she’s coming with the
kids. This is my Saturday with the kids. So ‘WE’RE coming’?

This distinct boundary-setting process was perhaps deemed more important from
the perspective of the father because of the real or perceived potential imbalance of
attraction.While the fatherswere assured of their own lack of attraction towomen and
did not see the opportunity for blending romancewith their co-parenting relationship,
they saw the mothers as prone to emotional attachment to significant males in their
lives due to their heterosexuality:

I think that in every relationship there’s some kind of falling in love or, from the woman’s
side. There’s also this phase that at some stage happens to everybody, to most of the girls
[mothers in hetero-gay families], because they’re usually straight. Some kind of […] falling
in love a little. Like [the hetero-gay family], is destined for that … there’s some kind of a
situation here that’s seemingly a bit unfair …, no, not unfair, as every person is responsible
and makes their own choices. There’s nobody to blame … that is, that she can fall in love
with you … and I cannot fall in love with her.

Some men even stated that they would have preferred to co-parent with a lesbian
as opposed to a heterosexual woman, specifically to avoid the possibility that het-
erosexual mothers might have or develop romantic expectations of the gay father,
which might create conflict in their own romantic relationships with men. This view
of straight women as vulnerable to falling in love with significant men in their lives
reflects a stereotype of heterosexual women as prone to developing emotional inti-
macy in relationship with any man, evident in this man’s statement:
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She [the co-parent] can confuse [a gay co-parent] more as an object [of intimacy …]. And
there were cases like that! I have a friend who is trying to conceive a child with some woman
and she has to have it through sex! Well, that’s already [too much…] She is straight and he’s
gay. Of course if it’s a homo and a lesbian [who co-parent] there is seemingly a separation
[between parenting and intimacy] and … also emotionally there’s a clearer [separation],
which seems also more fair, but it’s a minor issue.

Mothers did not interpret their own emotions in this way and many expressed the
removal of a sexual or romantic relationship with the father of their children as a
benefit: “no competitiveness, no jealousy, no boy-girl stuff.” For some women, the
lack of sexual tension rendered the co-parenting relationship less volatile and more
stable:

In a relationship between a straight woman and a gay man it’s an advantage not to have
sexual tension. And it’s really easy. It makes the whole thing devoid of emotional baggage,
devoid of sexual baggage. I mean, we both know ahead of time that we can’t fall in love, all
that’s left is for us to be friends.

Additionally, while men had varied views on whether it would be better to co-parent
with a lesbian or heterosexual mother, women’s motivation to co-parent with a gay
man as a way to remove sexual or romantic tension appeared to be secondary to the
perceived relative lack of heterosexual men who were ready and willing to parent.
As one woman said:

It’s not hard to find a gay man who is ready to be a parent; there’s a thousand of them! Show
me one straight guy who is ready to be a parent! A straight guy who’s ready to be a parent,
ready for a relationship, who’s normal … over the age of 35, doesn’t exist. Simply hardly
exists! The good ones are taken and some are also caught up in really bad marriages and
come out all scarred and come off as the bad ones … we’ve met those kind of guys as well.

This perceived lack of “normal” straight men able to parent, supports the heterosexist
power dynamic ofwomen having to compete to secure a desirablemale partner froma
limited supply. The assumption that women in the hetero-gay families are a “failure”
because they were not able to secure a heterosexual husband to parent, was expressed
by both men and women in this study. The perception that co-parenting with a gay
man is a “second best option,” seems to reflect a social norm of the relative superiority
and desirability of heterosexual partners, preferably husbands, over gay partners, and
the relative superiority and desirability of heterosexual fathers over gay fathers.

9.7 Establishing a Family Routine

Beyond setting boundaries and defining the family unit early in the co-parenting
relationship, men andwomen approached establishing a family routine with different
expectations about their respective parenting involvement and level of autonomy.
Most of the men and women in this study expected a home life setting in which the
children spent the majority of the time at the mother’s home and visited with their
fathers throughout the week. The notable exceptions to this preferred arrangement
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were a few of the single men who expressed a desire to be highly involved in their
children’s lives. These fathers were not as motivated by protecting their own time,
energy, and independence, and views intimate gay relationships as secondary to
parenting.

Establishing congruent expectations was particularly important in the areas of
finances and time. Expecting to undertake most of the child-rearing, women were
more concerned than men about having control and independence in raising their
children. However women also expected financial and emotional support contributed
by a father as well as occasional respite from their caregiving duties:

I had thought of doing it [parenting] by myself, through the sperm bank, because I’m a
real individualist and I’m very independent. I hate it when people tell me what they think I
should do and say – “do this, do that”. But financially, I’m not all that independent, I mean
I am independent, but my financial situation is not as great as to have a child on my own …
financial security was important to me.

In contrast, men, and particularly those living with a partner, tended to be more
protective over their time, seeking to maintain their relative autonomy of their lives
prior to parenting, while also having the privileges of fatherhood through regular
visits:

I wanted [my kid] to be with the mom and the mom also wanted that the [child] will be with
her. [I wanted] that I’ll have privileges […] like that [the child] will be here [at my home], on
a regular basis, that is, twice a week. We didn’t want; I didn’t want, and also [the co-parent]
didn’t want fifty, half-and-half [parental responsibilities].

In contrast, two men did in fact want equal parenting responsibilities with their
copartner:

It was important for me that the parenting agreement includes equality in everything. That
we are equal parents. Not that there is one who is more valuable and another is less valuable.
During my first meeting with [the co-parent] I told her: ‘I want to hear from you that you’re
looking for a partner, not a sperm donor or a sponsor […] that they’d know who their father
is […] I want to know that you’re actually willing to have a fifty-fifty partnership.

Despite these declared expectations, however, in the case of these men, the children
also lived with their mother the majority of the time, signaling that even when fathers
stated they wanted to share responsibilities, this may not have always been carried
out in practice.

From a financial perspective, men often recognized the need for two incomes to
support raising children and some also described an awareness that women were
at a disadvantage when it came to earning potential, or what one father termed
“the classical inequality.” While willing to provide financially, fathers were also
concerned that they will not be the sole bread winners. This concern is reflected
in the emphasis fathers placed on selecting a co-parent who was financially and
emotionally independent:
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When I met her [the co-parent] she was financially secure, more secure than I was. She had
a job, she had an income, she didn’t need me to be a “wallet” … she could have gone to the
sperm bank, she didn’t need my money. The financial thing was really important to me. I
mean, I couldn’t have gotten along with someone where I had to give two thirds. And I think
that’s legitimate.

There are single women that didn’t succeed establishing themselves financially. This drove
me crazy! […] Usually the woman earns less. But here there was no reason why women
wouldn’t launch a career […] I mean, you both didn’t marry and didn’t launch a career?!
Perhaps it’s unfair to say so, but it incensed me a bit.

This fear of women becoming financially dependent, illustrates both the influence
of a real gendered wage gap, but also the sexist perception that women will often
become dependent on a man to support them and their children. In this instance, gay
fathers at once are pushing back on the traditional notion of a bread-winner father,
while also relying on stereotypical views of women.

9.8 Insights: Gendered Motivations for Pursuing a New
Form of Family Structure

Throughout the emergent themes of this comparison, we see co-parents as both
taking up traditional perspectives on family configurations informed by biology, the
child’s best interest, and their owngendered parenting roles, but also actively resisting
normative values and creating new definitions of a family in their hetero-gay families.

It seems that the process of choosing to parent biological children reflects, at
least to some extent, the emphasis of the Israeli society on pro-natal parenting. The
motivations of the gay men in this study to parent within a hetero-gay family reflect
heteronormative beliefs which privilege heterosexual men; heterosexual marriage;
and the canons of the traditional heterosexual family, including the paradigm of the
essential mother; biological parenting; and two parents of the opposite sex. Each
one of these heteronormative norms were depicted as being ‘in the best interest of
the child’, implying that all other forms of parenting and family life are harmful to
children and somehow deviant (Riggs, 2006).

At the same time, as they uphold the important role of mothers, the fathers also
place women in a domesticated role, upholding traditional divisions of labor in the
family (Coltrane, 2004). These findings echo Burman’s (1997) claim that, “What
dominant groups prefer as the desirable way to rear children is portrayed as the
natural way for everyone to rear children” (p. 134). Heteronormative values appear
to influence the belief, largely held among participants, that the combination of a
man and woman form the ideal parenting partnership (Biblarz & Stacey, 2010).

Women’s interviews show more tension in accepting this “natural” father-mother
parenting dyad, as they more actively put their own perspectives in conversation with
societal norms. However, women varied in the degree to which they embrace these
norms, even as they depict themselves as having their own minds rather than simply
taking up societal beliefs. There remains a question regarding why women are more



9 Parenting in Hetero-Gay Families: Motivations … 167

prone to distancing themselves from, or acknowledging the possible influence of
these social norms on their parenting choices compared to gay men. It is possible
that women, as marginal or oppressed in terms of their gender, are more attuned
to developing a critical consciousness around how their own views are influenced
by their cultural surroundings. They may also have more experience with having
to justify their parenting choices as they feel the pressures and stigma associated
with single motherhood. This tension between taking up and distancing oneself from
social influences reflects a society in transition regarding the possible re-scripting of
motherhood and woman’s gendered roles in the family. There is at once a lingering
influence of pro-natalist policy as well as the desire among mothers to push back on
their normative role as the primary caregiver by maintaining their independence as
self-sufficient women.

Women also showed varied levels of comfort with their choice to parent with a
gay father. Some women described their new family configuration as a valid choice
that reflected their own internalized sense of what an ideal family should look like.
They seemed to opt for a more queer version of family out of choice rather than out
of need. However, other women emphasized choosing a gay father due to the lack
of available straight men to parent with, a dynamic that continues to depict single
mothers as romantic failures, unable to succeed in marriage (Hertz, 2006; Ludtke,
1997) and pressed for time. In fact, the biological clock stands out as a unique pressure
on women choosing to parent biological children. Our findings suggest that women
may feel they have only a certain amount of time left to conceive children and their
choice to parent with a gay father may reflect this subjective experience running out
of time.

In defining the family unit and the mismatch in co-parent’s sexual orientations,
there is an additional tension that arises from the perceived imbalance of potential
attraction among co-parents.Gaymenweremore likely to perceive their co-parents as
emotionally invested in building a romantic relationship that may create problems in
the man’s relationship with his gay partner. This perception reinforces a sexist belief
in the emotional vulnerability of women and their inability to differentiate between a
parenting relationship and a romantic one. However, this concern appears to be more
perceived than real, as the women themselves did not voice romantic attractions
to their co-parents, but rather believed that the removal of a sexual or romantic
dimension might strengthen the co-parenting arrangement. This separation between
romance and parenting can be contrasted to that of the post-divorce family, in which
the dissolution of the romantic bond threatens the ability of co-parents to amicably
collaborate in raising their children. The relationship between a heterosexual mother
and gay father is therefore a unique bond in which a mother, father, and child form
a new family structure, surrounded and supported by extended family members and
the father’s gay partner.

While some men described their family unit as including their co-parent, others
emphasized the need for boundaries between their two households and family units:
the parenting unit consisting of the gay father, the mother and child, and the intimate
unit of the gay-couple. Particularly, the presence of the father’s gay partner seemed
to trigger this concern, giving a certain amount of power to the normative hetero-
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sexual relationship in which the “naturally” developing bond between a man and
woman might undermine the relationship between two men. This concern seems to
be overemphasized by gay fathers who perceive mothers to be more of a romantic
threat to their relationships than the women themselves do. Their concern may also
reflect their own insecurities and internalized stigma around whether their romantic
relationship with another man or the ability of two men to parent are valid, natu-
ral, or immune to threat (Armesto, 2002; Berkowitz, 2011; Mallon, 2004; Schacher
et al., 2005). These varied concepts about the boundaries of the core family unit,
illustrate one possible contribution of hetero-gay family exploration to the broader
literature on family configuration. We see a need for further theorizing around this
issue of family definition as these boundaries may become more skewed or create
new possible family arrangements in other alternative family structures that extend
beyond a single household or beyond biological ties, including post-divorce, step-,
and adoptive or foster families.

In regard to establishing a family routine, securing congruent expectations around
co-parents’ contributions of time, energy, caregiving duties, autonomy, and finances
were seen as important aspects of co-parent selection. The stereotypical financially
and emotionally dependent woman remains a concern for gay men and plays a
large role in the process of co-parent selection. Mothers also seem to reinforce this
traditional perspective of financial imbalance, as they consistently name financial
assistance as a reason to co-parent. For bothmenandwomen then, having amiddle-to-
high socioeconomic status appears to be a near prerequisite for entering into a hetero-
gay family, as co-parents must prove a certain level of financial security to be selected
as a co-parent and must also be able to contribute enough to financially maintain a
two-household family. This renders the question whether hetero-gay families are
potentially inaccessible options for individuals of lower economic status or who are
not gainfully employed.

Also evident in the establishment of day-to-day routines is the prevalence of the
traditional pattern in which childcare is primarily the responsibility of the mother,
who houses the children on a regular basis and is afforded a limited amount of support
from a father who visits or houses the children on a partial and limited basis. Single
men and those most heavily invested in maintaining an equal share of the caregiving
tasks remain in theminority, but also serve asmodels for a new standard of fatherhood
engagement that pushes back on traditional gendered expectations to some degree.

Drawingonqueer theory, this study examined “how the doings of family, sexuality,
and gender are inextricably intertwined with one another” (Berkowitz & Ryan, 2011,
p. 333). The hetero-gay family at once depicts a queer take on what constitutes a
valid and “natural” family, but one that is also influenced by the lingering pressures
of heterosexist, heteronormative, and traditional beliefs regarding the importance of
biological connection, themother and father as the ideal parenting team, andgendered
expectations of parenting roles. We argue that examination of this unique family
configuration hasmuch to offer the broader literature on family arrangements beyond
the hetero-gay family itself. It is crucial that we recognize and continually inform
the value-based transitions occurring inWesternized societies by acknowledging that
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changing values is a long-term process that at times necessitates incremental shifts
in the minds of individuals who participate in alternative family arrangements.

Our analysis recognizes research participants’ capacity to actively and creatively
resist normative structures and discourses by producing a new form of family struc-
ture that resist traditional binary distinctions between heterosexual and homosexual,
men and women, and nature versus nurture (Berkowitz, 2011; Elia, 2003). By resist-
ing or reimagining these distinctions, we, ourselves and our participants, collaborate
to create space for new possibilities and interpretations of family and gendered roles
in parenting.

This study also offers some insights about the gendered motivations for pursuing
various family arrangements among same-sex couples and single mothers, including
in vitro fertilization, surrogacy, adoption, and fostering.
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Chapter 10
Reproductive Autonomy: Sex Selection
as a Defining Case Study

Gil Siegal

10.1 Introduction

The place and role of gender in our lives cannot be exaggerated. Not only does it
have a powerful impact on our identity and the way we see ourselves, but it also
determines how we are regarded by society and the opportunities available to us
(Oakley, 2016). In a world moving from chance to choice, attempting to control for
the sex of children could be seen as an essential component of parenthood and family
planning.

At the outset, it must be noted that sex and gender are not synonymous. Sex is
most often considered the sum of biological and physiological characteristics that
distinguish males from females. In contrast, gender, defined primarily by society
and individual behaviors, relates to the social construction and demonstration of
masculinity or femininity (Archer & Lloyd, 2002). With developing medical and
scientific tools now interacting directlywith sex andgender, there is a need to consider
a new issue: the implications of current medical practices in shaping and influencing
gender discourse.

Scientifically, sex is defined by the presence of specific chromosomes in an indi-
vidual’s genetic makeup. Humans carrying two X chromosomes are classified as
female, whereas those carrying an X and a Y chromosome are categorized as male.
The biological distinction between men and women can thus be reduced to the dif-
ference in a single chromosome.

This chapter focuses on medical procedures that enable parents to determine the
sex of their children at different stages of development, for example, by choosing an
XX or XY pre-embryo for reimplantation in IVF. Gender assignment/reassignment
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procedures and hormonal therapy that allow an individual of one sex to exhibit
biological (phenotypic) characteristics more similar to that of the opposite sex are
not discussed here.1

I therefore employ the term sex rather than gender.
Historically, societies have engaged in sex selection for centuries, typically in

the wake of a cultural or individual preference for male children. Infanticide, for
instance, has been practiced throughout civilization, and is even depicted in the Bib-
lical description of Israelite boys being thrown into the Nile (Exodus 1:22). More
recently, we have seen this form of selection against girls in some Asian countries
(Dickens, Serour, Cook,&Qiu, 2005). Scientific progress has nowmade sex selection
possible through a range of other means, including selective abortions (aborting the
undesired sex), assisted reproductive technology (choosing embryos of the desired
sex for implantation), and gamete selection (fertilizing the woman’s egg only with
sperm carrying either the X or Y chromosome).2 Such developments in the repro-
ductive realm raise important ethical, legal, and regulatory considerations pertaining
to when and how these technologies should be used (see also van den Akker, Chap. 7
in this volume). The decision to allow sex selection under certain circumstances may
lead to a reevaluation of existing stereotypes about gender and sexuality in a given
society, as well as impact resource allocation in reproductive medicine. On the other
hand, a broad prohibition of the use of sex selection might affect the pace of adopting
certain innovations, along with the extent of economic investment in reproductive
technology. Perhaps most importantly, if and how a society regulates sex selection
might be construed as a reflection of the value it places on gender, gender discrim-
ination, women’s rights, and parental reproductive autonomy (Dickens et al., 2005).

10.2 The Science Behind Sex Selection

Sex selection that relies on modern assisted reproduction techniques, rather than
infanticide or fatal child neglect, can be performed at three distinct, time-sensitive
stages: pre-conception, pre-implantation, and pre-natal. Pre-conception techniques
allow for determination of sex at the earliest stage, before conception/fertilization
actually occurs, whereas pre-natal techniques (employed after pregnancy has been
achieved) inevitably involve selective abortions.An interimoption, pre-implantation,
requires in vitro fertilization (IVF) and chosing pre-embryos of a desired sex
using Preimplantation Genetic Diagnosis (PGD).3 Clearly, this timeline—from pre-

1For a discussion of this issue see: Mieszczak, Houk, and Lee (2009); Wherrett (2015).
2Gamete denotes a single sperm and/or ovum.
3PGD involves removal of one cell from the developing pre-embryo, usually around day 3–6 after
fertilization, for genetic testing. Among the tests performed (mainly for medical purposes), sex can
be determined. PGD requires substantial expertise, is costly, and may not be available in all fertility
clinics.
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conception to termination of pregnancy—is apt to arouse a growing scale of contro-
versy. That is, the earlier sex selection occurs, the less likely it is to be controversial.

As the woman has 2 X chromosomes (and thus each egg contains an X chro-
mosome), only the male, with his XY combination, can determine the sex of the
embryo by fertilizing the egg with a sperm containing either an X or Y chromosome.
The predominant method of pre-conception sex selection is therefore by sorting X
from Y chromosome sperm and selectively inseminating the woman (injecting the
ejaculate into the uterus) or fertilizing the egg (via IVF) with the sperm more likely
to produce a certain gender. MicroSort, a pre-conception sperm sorting service, for
instance, reports a 92% success rate in selecting for girls and a 81.5% success rate
in selecting for boys.4

In pre-implantation sex selection, performed through IVF and PGD, the sex of the
embryo is also determined outside the woman’s body. Once the clinician identifies
the sex of the pre-embryos, only those of the desired sex are re-implanted in the
uterus.5 The PGD procedure results in nearly a 100% success rate of sex selection,
with the success rate of pregnancy and live birth approximating that of IVF without
PGD.6 Sex selection may accompany IVF for a variety of reasons (Table 10.1). Some
couples require IVF along with PGD to eliminate the risk of a genetic disease that
affects a particular sex. In other cases, couples may be undergoing IVF for reasons
of infertility or to eliminate the risk of a non-sex specific genetic condition, and take
advantage of the opportunity to choose the sex of their child. Finally, some healthy
couples might elect to undergo IVF+ PGD specifically to enable sex selection. Here,
the physical risks associated with IVF, as well as the considerable resources required,
are undertaken for the sole purpose of choosing the sex of the child.7 This might be
regarded as a case where high-end medical procedures are used for non-medical
purposes (Daar, 2005).8

In post-conception sex selection, perhaps the most controversial procedure, the
sex of the fetus is determined during pregnancy using ultrasound, amniocentesis, or
the newly developed non-invasive prenatal testing (NIPT; a test of blood drawn from
the mother that identifies circulating fetal DNA). Parents can then elect to have an
abortion to select against sex (Dondorp et al., 2015; Lewis, Hill, & Chitty, 2016;
Norton et al., 2015). In a jurisdiction that allows the unfettered right to abortion,
where no reason for the procedure has to be given, this practice would appear to
be acceptable. However, in countries that regulate abortion it would be likely to
arouse a negative knee-jerk reaction (Ivey, 2009). Indeed, an argument can be made

4This practice has an undetermined risk/benefit ratio. Following an FDA probe,MicroSort relocated
its business outside the USA.
5This raises the question of the fate of the pre-embryos of the undesired sex. This issue is discussed
below.
6In other words, PGD does not substantially reduce the chance of pregnancy by IVF.
7As PGD for non-medical reasons is expensive and not generally covered by health insurance plans
or national health insurance, only wealthy parents are able to enjoy this technology, creating an
access inequality.
8Examples of similar situations exist in medicine and healthcare, such as reconstructive surgery
techniques which became the foundation of elective plastic surgery, a multi-billion dollar industry.
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Table 10.1 Options for sex
selection during IVF
treatments

IVF PGD Comment

Infertility Yes Not
needed

No control for sex

Infertility and/or
risk of genetic
condition

Yes Possible Eliminate disease
+ control for sex

Sex selection Yes Yes Control for sex

in favor of pre-conception and pre-implantation sex selection as they may prevent
the possibility of more troubling sex-selective abortions. Moreover, while abortion
inevitably raises the issue of a woman’s rights over her body, the other sex selection
methods, which are performed outside the womb, allow for the introduction into the
discussion of the interests of the state, the child, and/or the woman’s sexual partner
(Heyd, 2003).

10.3 Reasons for Sex Selection

Parents cite a variety of motivations for sex selection. Some may be attempting to
avoid a disease or disability, others may want to have their child’s sex align with
social preferences, and still others simply want to fulfill a personal desire, such as
having a child of a particular sex, whether it is their only child or because they
already have a child or children of the opposite sex (Steinbock, 2002). Intuitively,
the motivation for sex selection might influence the ethical considerations, and thus
the regulatory response (along the spectrum from disallowing such practices, through
being indifferent to them, to objecting morally, with or without sanctions).

Perhaps the least controversial reason for sex selection is to avoid the risk of cer-
tain sex-linked diseases, a situation termed “medical sex selection.” The American
College of Obstetricians and Gynecologists (ACOG) endorses sex selection during
assisted reproduction when doing so can prevent the risk of hemophilia or Duchenne
muscular dystrophy, both chromosome X-linked diseases that commonly affect only
boys (American Society for ReproductiveMedicine (ASRM), 2015). However, med-
ical sex selection has its pitfalls, since defining what is “medically indicated” can
become fuzzy.Does a higher prevalence ofADHDor autism in boyswarrant themed-
ical sex selection of girls in a family with a close relative suffering from ADHD?
Or is opting for a boy in a family carrying the BRCA gene, which increases the risk
of adult-onset ovarian and breast cancer in females, a treatable disease, justifiably
“medical”?

In a 2013 report, the European Society of Human Reproduction and Embryol-
ogy Task Force on Ethics and Law reviewed similar concerns about the distinction
between medical and non-medical sex selection (Dondorp et al., 2013). It concluded
that, as long as the motivation can be attributed to health concerns, sex selection
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is justifiable in principle, as it emerges from the child’s physical best interest, as
opposed to following stereotypes and cultural preferences for a particular gender.
The Task Force ultimately endorsed a broader definition and concept of medical sex
selection, noting that the totality of circumstances should beweighed before the deci-
sion to allow sex selection can be made, particularly when the risk of the procedure
may outweigh any potential benefit (Dondorp et al., 2013). This stance (i.e., the need
for a case-by-case assessment) embodies the idea of a review process, a practice not
endorsed by all societies that cherish women’s autonomy.

When the reason for choosing the sex of a future child is not medical, it is termed
appropriately “nonmedical sex selection” (NMSS). As noted above, for example, a
family with children of one sex may wish to have a child of the other sex as well,
seemingly without any preference for one gender or the other, a justification known
as “family balancing” (Pennings, 1996). The notion of balancing can be viewed not
only from the technical perspective—having children of both sexes—but also from
the perspective of parents’ rights, i.e., the desire to have the experience of rearing both
sexes. Other cases include families seeking to reproduce the sex of a deceased child
in an effort to compensate in some way for their terrible loss, or couples wishing to
comply with religious obligations or cultural imperatives. For instance, some Jewish
sects believe that one cannot fulfill the religious obligation of procreation without
having children of both sexes (Heyd2003). Finally, a familymaywish to select the sex
of their first child, or their only child in a one-child society (English&Braude, 2014).

10.4 Arguments For and Against Sex Selection

Ethical issues abound in discussions of NMSS. They pertain to the interests of
all parties involved: women (autonomy, equality); parents (reproductive privacy);
the conceived children (being of the desired/undesired sex, the burden of parental
expectations and the roles to be assumed); and society (ASRM 2015; Heyd 2003;
Robertson, 2001; Sureau, 1999). Legislators, regulators, and the courts have explic-
itly recognized that the reproductive right is not absolute; it can be limited by the
countervailing interests of others, such as the state or third parties. Thus, the chal-
lenge is formidable: to navigate between what is medically possible and what society
deems ethically permissible.

A recurrent fear of the consequences of widespread NMSS is the distortion of a
population’s gender ratio. Demographic data already suggests a growing imbalance
in the male/female ratio in some societies, especially those that practice pre-natal sex
selection (Bongaarts & Guilmoto, 2015). It should be noted that IVF and PGD are
both expensive and expertise-dependent, and therefore pre-implantation sex selection
is not expected to have a dramatic demographic impact. However, even if a hands-
off, market-based approach to sex selection were to be universally adopted, it would
not have the same effect on all societies (Dickens et al., 2005). Studies from many
countries suggest that, if permitted, no sex imbalance would result from NMSS. For
instance, parents inGermany and theUKexhibit a general indifference toward a “pre-
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ferred” gender, although they do display interest in family balancing out of a desire to
parent both sexes. One can argue for NMSS as an expression of parental autonomy
and the right to choose in a society that does not harbor strong gender biases. In
other words, without a social preference for a particular sex, allowing for individual
choice would not be expected to have demographic implications (Ivey, 2009). It is
important to remember, however, that in many countries, subpopulations retain dif-
ferent traditions, cultural preferences, or customs, so that a nuanced approach might
be more sensible, although it is a tremendous challenge from a liberal-democratic
legal perspective (Grech, 2017; Puri, Adams, Ivey, & Nachtigall, 2011).

There is also another side to this issue. Even in countrieswhere sex selectionmight
create sex imbalance, is that necessarily a bad thing? If the life expectancy of women
is longer than that of men, might a higher birthrate for males not be preferable?
Some scholars have suggested that sex imbalance with a surplus of men could lead
to the devaluation of women, as society might focus more on their sexuality. But
the opposite argument can also be made: a shortage of women might augment their
social worth (Mohapatra, 2012).

Clearly, a policy that permits NMSS has the potential to perpetuate, or even
increase, inherent gender discrimination in societies, particularly traditional ones,
which are predominated by a significant preference for males over females. It has
been argued that sex selection might also lead to a larger socioeconomic gap between
the genders, as more parents will choose to have first-born sons, and on average, first-
born children are more successful than subsequent children (Steinbock, 2002).

Feminist scholars grapple with the idea of NMSS because it uniquely brings
two opposing causes face to face: gender equality and reproductive autonomy (Ivey,
2009;Moazam, 2004).While allowing NMSS promotes reproductive autonomy, and
therefore women’s autonomy, this is primarily true in Western societies. In societies
with lesser respect for women’s rights, it could subject women to pressure to undergo
IVF (with its associated risks) or perpetuate discrimination against women by sys-
tematically preferring males over females. As Ivey (2009) maintains, “the liberal
position, which espouses a permissive legislative regime, is suitable where there is
no empirically measurable demographic impact, but where women’s reproductive
freedoms remain vulnerable to attack by the state” (p. i).

The interest of the future child also raises intriguing questions. Allowing couples
to select the sex of their children could lead to better psychological outcomes, as
parents would be less likely to force male gender roles on female children and vice
versa. Conversely, parents might expect a daughter to exhibit all the characteristics
of the female gender, thus upholding and enforcing gender stereotypes. On the other
hand, a child of the undesired gender could be at a severe disadvantage. This suggests
a choice between a top-down non-permissive NMSS policy that might result in a
child’s lifelong neglect, and a policy of parental autonomy allowing for sex selection
that would endow a child with an inner sense of desirability.
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10.5 The Regulation of Sex Selection and Its Effectiveness:
An International Survey

The different stages of sex selection—pre-natal, pre-conception, and pre-
implantation—have different regulatory targets and means. Each stage requires its
own scope of regulation and/or a specific decision maker (e.g., the legislature, an
agency such as the Department of Health, the parents, fertility clinic specialists).

Pre-natal sex selection is regulated by the laws regarding abortion. Thus, imposing
regulations on sex selection at this stage is extremely difficult in a country that views
abortion (at least at the pre-viability stage) as part of the right to privacy and the pre-
rogative of women, irrespective of their motives. Any attempt at regulation therefore
draws heavily on the general abortion debate.9 In theUnited States, a handful of states
(Arizona, Illinois, Kansas, North Carolina, North Dakota, Oklahoma, Pennsylvania,
and South Dakota) specifically ban sex selection at this point in the pregnancy by
means of abortion-related legislation. On the other hand, Sweden explicitly permits
termination based on the sex of the fetus. India has sought to reduce sex-selective
abortions by preventing doctors from revealing the sex of the fetus during pregnancy
and by restricting the availability of portable ultrasound devices that can be used for
this purpose. For example, the law in the State of Maharashtra stipulates: “No per-
son conducting a prenatal diagnostic procedure shall communicate to the pregnant
woman concerned or her relatives the sex of the fetus, by words, signs or in any
other manner.”10 In Canada, the Assisted Human Reproduction Act decrees that “it
is a crime for anyone, for the purpose of birth of a child, knowingly to perform any
procedure or provide, prescribe or administer anything that would ensure or increase
the probability that an embryo will be of a particular sex, or that would identify the
sex of an in vitro embryo, except to prevent, diagnose or treat a sex-linked disorder
or disease.”11

Pre-conception sex selection is achieved primarily by sperm sorting. In the United
States, sperm-sorting technology, such asMicroSort, is classified as a medical device
and is regulated by the Food and Drug Administration. Interestingly, MicroSort was
banned in the United States, not for reasons of safety or effectiveness, but rather
because the FDA concluded that “it had no public health benefit.” In the UK, the gov-
ernmental Human Fertilisation and Embryology Authority (HFEA) recommended
that sperm sorting for non-medical reasons be restricted. Similarly, Germany and
Italy only permit sperm-sorting for medical sex selection (Kalfoglou, Kammersell,
Philpott, & Dahl, 2013).

Pre-implantation sex-selection regulation varies significantly both intra- and inter-
nationally. For instance, in the United States the major challenge is the near total
absence of effective regulation of reproductive medicine in general, along with the
lack of unity in the industry, a situation Birdsall (2010) terms “the American Wild

9Griswold v. Connecticut, 381 U.S. 479 (1965); Eisenstadt v. Baird, 405 U.S. 438 (1972); Roe v.
Wade, 410 U.S. 113 (1973); Planned Parenthood of Southeastern Pa. v. Casey, 505 U.S. 833 (1992).
10Available at http://chdslsa.gov.in/right_menu/act/pdf/PNDT.pdf (last visited April 1, 2018).
11S. 5(1)(c), 2004.

http://chdslsa.gov.in/right_menu/act/pdf/PNDT.pdf
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West of reproductive medicine.” While industry groups such as the ACOG have
issued somewhat muted recommendations against NMSS, they are just that—rec-
ommendations alone. IVF clinics and practitioners do not regularly communicate
with each other, nor have they formed any network from which data can be easily
gathered.

Thus, while opinions differ as to whether sex selection at the various stages should
be permitted, in effect what we have at present in the US is a hands-off self-regulated
industry. However, judicial cases, including Griswold, Roe v.Wade, and Eisenstaedt,
with their focus on personal autonomy in reproductive decisions, suggest that sex
selection for both medical and nonmedical reasons is generally permitted. In 2012,
legislation was first introduced in Congress to attempt to regulate sex-selective prac-
tices, particularly abortions. Indeed, the bill, titled the Prenatal Nondiscrimination
Act, imposed a fine and potential imprisonment for sex-selective abortions. It has
recently been reintroduced and referred to the Subcommittee on the Constitution and
Civil Justice.12

In contrast, the UK, which has a national health system, heavily regulates repro-
ductive technologies through the HFEA, created by the Human Fertilization and
Embryology Act of 1990.13 The HFEA publishes a Code of Practice regulating any
technology involvinghumanembryos, and issues licenses for treatment services, non-
medical fertility services, storage, and research involving embryos. After noting the
prevalence of NMSS among users of fertility technology, the HFEA recommended
that PGD should be permitted only for medical reasons in view of the potential harm
to a child should they learn that they were sex selected. Subsequently, sex selection
for nonmedical reasons, whether by PGD or sperm-sorting, was officially banned by
a 2008 amendment to the HFE Act. Of the other G12 countries, Australia, Belgium,
Canada, France, Germany, Italy, Netherlands, Spain, and Switzerland all have laws
that specifically regulate NMSS, generally prohibiting it in most situations.14 Sim-
ilarly, Article 14 of the EU convention on Human Rights and Biomedicine states:
“The use of techniques of medically assisted procreation shall not be allowed for the
purpose of choosing a future child’s sex, except where serious hereditary sex-related
disease is to be avoided” (Council of Europe, 1996).

Israel regulates sex selection by and/or during PGD in a different manner
(Pessach, Glasser, Soskolne, Barash, & Lerner-Geva, 2014). Israel is, by its very
nature, a unique case: it is a multireligious, multicultural society with a strong
pronatal sentiment within a social-democratic system (Landau, 2008). Thus, the
innovative solution devised by the government reflects the various factors at work
in the country. It provides for a professional committee composed of physicians,
lawyers, clergy, and ethicists that can approve NMSS when certain criteria are met:

(1) Harm—Not having a child of a particular sex must create a real and major risk
of significant harm to the mental health of one or both of the parents, or to the
future child.

12https://www.congress.gov/bill/115th-congress/house-bill/4660.
13Available at https://www.legislation.gov.uk/ukpga/2008/22/contents (last visited April 1, 2018).
14https://cbhd.org/content/g12-country-regulations-assisted-reproductive-technologies.

https://www.congress.gov/bill/115th-congress/house-bill/4660
https://www.legislation.gov.uk/ukpga/2008/22/contents
https://cbhd.org/content/g12-country-regulations-assisted-reproductive-technologies
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(2) Siblings—The applicants must have at least four children of the same sex (the
average family has 3.7 children) and none of the requested sex (a requirement
that can be waived in rare cases).

(3) Informed consent—The parents must receive genetic counseling, including a
discussion on the ethical dimension of NMSS, and be informed of the pro-
cess, risks, and costs. The parents must be told that if none of the normal pre-
embryos generated by IVF treatment are of the desired gender, no authorization
for another cycle of IVF and PGD for sex selection will be granted before the
use of all existing embryos for reproduction.

(4) Judgement—The committee must be convinced, based on professional and eth-
ical deliberation, that sex selection is justified in the particular case.

Additional factors to be considered include whether the parents already need IVF
for other reasons, whether PGD would be carried out for medical reasons regardless
of sex selection, and the nature of the family and social status of the applicants as
reflected in peer pressure and cultural differences. A detailed account of the commit-
tee’s work can be found in Pessach et al. (2014), which reveals that in 2006–2011,
the committee reviewed 411 applications (out of some 50,000 eligible families with
4 or more children of one sex).15 A final decision was handed down in 216 cases,
with 21% of the applications approved. In 2012–2014, the approval rate dropped to
12% (30 out of 250 cases).

The diversity of regulatory schemes for sex selection around the world is an
indication of thewide range of opinions and ethical stances regarding the issue. It also
means that individuals intent on NMMS can simply travel elsewhere for reproductive
treatment. This raises the concern that nonmedical IVF, with the potential need to
travel across borders to perform it, is available only to couples with means. Thus, not
only is the effectiveness of regulation unclear, but it may disproportionately affect
the less affluent.

10.6 Conclusion

The different approaches to the regulation of sex selection demonstrate that there is no
simple one-size-fits-all prescription for how to regulate sex selection across cultures.
The best strategy would seem to be to balance the various arguments, interests, and
possible ramifications with the society-specific context. For example, reconciling
reproductive autonomy and gender equality remains a key feminist issue. But this
concern may be less pressing in Western societies where, on the whole, no real bias
for a particular gender is exhibited (although there might be ethnic variations within
the country).

In general terms, advances in genetics and medical technology compel us to con-
sider a number of questions. First, is there a distinctive feature that justifies differential

15A clear indication of the low interest of the vast majority of Israeli families in sex selection for
non-medical reasons.
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regulatory treatment of sex selection at different stages of development? If choosing
the sex of a child is wrong, doesn’t how we achieve it become largely irrelevant?
Is there a stronger argument for the regulation of pre-conception sex selection over
pre-implantation PGD, especially when a woman has to undergo PGD for medical
reasons in any case? Furthermore, the practicality of regulation must be considered.
In most countries, intrusive or semi-intrusive legislation will be unacceptable. Thus,
in jurisdictions with no impediments on the right to abortion, parents with a strong
desire for a child of a particular sex can be expected to choose this means of NMSS.
On the other hand, in countries with limited access to abortion or with a regulated
market of reproductive services, providers will be forced to answer to the regulator
in respect to sex-selection practices.

In addition, although nonmedical and medical sex selection are almost always
treated differently, the definition ofmedical sex selection can be both over- and under-
inclusive.What diseases are sufficiently severe to justify “medical sex selection,” and
who decides what conditions make that list? Finally, and paradoxically, the US and
other Western countries do not endorse pre-conception sex selection despite the fact
that social opinion suggests that permissive sex selection would not lead to any
significant gender preference. Perhaps it is the declarative function of the law that is
its raison d’être, that is, officially discouraging sex selection reflects a moral stance
on gender equality and worthiness.
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Chapter 11
From Cradle to Grave: A Terror
Management Theory Analysis
of Parenthood

Sheldon Solomon

The cradle rocks above an abyss, and common sense tells us that
our existence is but a brief crack of light between two eternities
of darkness.

Vladimir Nabokov, Speak, Memory: A Memoir

11.1 Terror Management Theory

Integral parts of the human whole: the necessity of destruction to procure alimentary suste-
nance: the painful character of the ultimate functions of separate existence, the agonies of
birth and death: the monotonous menstruation of simian and (particularly) human females
extending from the age of puberty to the menopause: inevitable accidents at sea, in mines
and factories: certain very painful maladies and their resultant surgical operations, innate
lunacy and congenital criminality, decimating epidemics: catastrophic cataclysms which
make terror the basis of human mentality …

James Joyce, Ulysses

Terror management theory (TMT; Solomon, Greenberg, & Pyszczynski, 1991) was
originally derived from cultural anthropologist Becker’s (1971, 1973, 1975) efforts
to develop a comprehensive account of human motivation and social behavior. TMT
posits that humans, like all forms of life, are biologically predisposed toward self-
preservation in the service of survival and reproduction. We are however, unique in
our capacity for abstract symbolic thought (Deacon, 1997), mental time travel (i.e.
to explicitly reflect on the past and anticipate the future; Varki & Brower, 2013), and
self-consciousness (Rank, 1945). This is an extraordinarily adaptive suite of cogni-
tive tools, that when juxtaposed with our visual acuity and manual dexterity, enable
humans to transform the products of their imagination into reality and transfer knowl-
edge (explicitly and implicitly) across generations (i.e. cultural evolution; Henrich,
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2016). Moreover, self-consciousness renders us, in our finest moments, sublimely
appreciative of life: it is wonderful and awe-inspiring to be alive and to know it.

However, self-consciousness, combined with the propensity to ponder the future,
also invariably engenders the unsettling and unwelcome realization that, like all
other living entities, our lives are of finite duration and we too will inevitably die.
We also recognize that we are each susceptible to unexpected and premature deaths
for unforeseeable and uncontrollable reasons: perpetually vulnerable embodied crea-
tureswho, fromabiological or cosmological perspective, are fleeting specks of respir-
ing, defecating, fornicating carbon-based dust unwillingly and unwittingly born in
an unfathomably large universe that is blithely indifferent to our fate.

According to Becker and TMT, the explicit awareness of one’s mortality, ongoing
susceptibility to death, and discomfort with our corporeal nature engenders exis-
tential terror manifested as persistent anxiety and/or despair, and this in turn could
undermine the capacity to engage in effective instrumental behaviors and thereby
reduce one’s prospects for survival and reproduction. Humans “manage” existential
terror by embracing cultural worldviews1: humanly constructed beliefs about reality
shared by individuals in a group that afford a sense that one is a valuable member of a
meaningful universe that includes the possibility of attaining literal and/or symbolic
immortality (Lifton, 1979). Literal immortality consists of the heavens, souls, after-
lives, and reincarnations common to many of the world’s great religions. Symbolic
immortality consists of the belief that a remnant of one’s existence will persist in
perpetuity, by e.g., having children, amassing huge fortunes, being part of a great
and enduring tribe or nation, producing great works of science or art, or performing
heroic acts of public service.

Self-esteem is the belief that one is a person of value in a world of meaning;
and the primary function of self-esteem, as well as the cultural worldviews from
which self-esteem is derived, is to minimize anxiety in general and death anxiety
in particular. Self-esteem acquires its anxiety-buffering qualities in the context of
infant socialization. According to attachment theory (Bowlby, 1969), long before
babies have the physical, emotional and intellectual capabilities to survive on their
own or have any awareness of death, anxiety in response to unmet needs or physical
danger instigates the formation of physical and psychological attachments to primary
caretakers who nurture and protect their offspring. These attachments in turn provide
infants with a pervasive and unconditional sense of safety and security.

Children must however, eventually be fully incorporated into their social milieus
by learning the language, beliefs and customs of their culture. Toward this end,
parental affection becomes increasingly contingent on children behaving in accord
with cultural dictates. When children behave appropriately, they are showered with

1Although TMT posits that mitigating death anxiety is a central function of cultural worldviews,
it does not claim that this is their sole function. Some evolutionary theorists propose that cultural
worldviews (particularly religions) foster social coordination and cohesion, which enables large
groups of genetically unrelated individuals to coexist peacefully (Sloan-Wilson, 2002). Others pro-
pose that cultural worldviews contain explicit and implicit practical knowledge necessary survival
and reproduction in particular environments (Henrich, 2016). TMT theorists take no issue with
these assertions, except to insist that cultural worldviews also serve to manage existential terror.
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parental praise, which produce the same feelings of psychological well-being previ-
ously associatedwith secure attachment. Inappropriate behavior begets very different
parental reactions, ranging from punishment to rebuke to frowning indifference, all
of which involve a distinct absence of affection. This produces anxiety and insecurity
(perhaps linked to a fear of abandonment). Over time, children come to associate
being “good” with being safe (good = safe = alive) and being “bad” with being
helpless and vulnerable (bad = insecure = dead) and in this fashion, self-esteem
becomes a potent anxiety buffer.

Subsequently, the anxiety-buffering qualities of self-esteem, initially obtained
from pleasing parents during socialization come to depend on adhering to prevailing
cultural standards. Throughout socialization, children learn the ways of the world by
way of their culture’s history, religion and folklore. The transition begins as children
become increasingly aware of the personal implications of the inevitability of death.
In Existential Psychotherapy, Yalom (1980) presents clinical and empirical evidence
suggesting this happens as early as two years of age and is often of considerable
concern by age nine or ten. Children now begin to find the promises of security and
death transcendence afforded by the culture as (or more) compelling and reassuring
than even the best efforts of their parents, who children realize, like all humans,
are fallible and mortal. Self-esteem is now obtained by meeting or exceeding the
culturally prescribed standards associated with specific social roles afforded by their
culture. Throughout their lives, people are fundamentally motivated to maintain faith
in their culturally acquired belief systems, confidence in their self-worth, and close
relationships with significant others (Mikulincer, Florian, & Hirschberger, 2003) as
a psychological bulwark against existential terror, and will consequently respond
defensively when their cherished cultural beliefs, self-esteem, or close relationships
is undermined.

11.2 Empirical Evaluation of TMT

Three independent lines of empirical inquiry provide compelling convergent support
for the basic tenets of TMT.

Anxiety-buffer hypothesis: if self-esteem buffers anxiety, then situationally
increased or dispositionally high self-esteem should reduce anxiety in response to
subsequent threats. Consistent with this claim, Greenberg et al. (1992) had partici-
pants view graphic depictions of death or a neutral film after giving them positive
or neutral feedback on a personality inventory to increase their self-esteem or leave
it unaltered. Although neutral self-esteem participants showed a significant increase
in self-reported anxiety in response to the death-related video, those who received
a self-esteem boost did not. A second study employed different manipulations of
self-esteem (high scores on a supposed IQ test) and threat (anticipating painful elec-
tric shocks) and produced the same effect on a physiological measure of autonomic
arousal associatedwith anxiety (skin conductance). Subsequent studies demonstrated
that both manipulated and chronically high levels of self-esteem reduced defensive



188 S. Solomon

reactions to death reminders (e.g., Harmon-Jones et al., 1997). Taken together, these
experiments (and others reviewed by Pyszczynski, Greenberg, Solomon, Arndt, &
Schimel, 2004) confirm that self-esteem buffers anxiety and that this effect extends
beyond self-esteem-related threats.

Mortality salience hypothesis: if cultural worldviews, self-esteem, and close rela-
tionships serve to mitigate existential terror, then asking people to ponder their own
mortality (mortality salience; MS) should increase the need for the protection pro-
vided by them. This should result in vigorous agreement with and affection for those
who share our cherished beliefs (or are similar to us) and equally vigorous hostility
and disdain for those who are opposed to our beliefs or merely different from us,
as well as efforts to bolster self-esteem and fortify close relationships. To test the
mortality salience hypotheses, TMT researchers make mortality momentarily salient
by having people write about their death; specifically, by responding to two open
ended questions: “Please briefly describe the emotions that the thought of your own
death arouse in you.”; and, “Jot down, as specifically as you can, what you think will
happen to you as you physically die.”. Other manipulations of MS include: complet-
ing death anxiety scales; viewing graphic depictions of death; being interviewed in
front of a funeral parlor; or, subliminal exposure to the word “dead” or “death”.

Findings confirm that MS intensifies cultural worldview defense, self-esteem
striving, and desire for close relationships. For example, Greenberg et al. (1990)
found that Christian participants had more favorable reactions to fellow Christians
and less favorable reactions to Jewish targets in response to MS; Taubman – Ben-
Ari, Florian, and Mikulincer (1999) found that, after a MS induction, Israeli soldiers
who derived self-esteem from their driving skills drove faster and more recklessly
in a driving simulator; and Mikulincer and Florian (2000; Study 5) found that MS
increased the desire for intimacy in close relationships among securely attached par-
ticipants (see Burke, Martens, & Faucher, 2010, for a meta-analysis of MS studies).

Death thought accessibility hypothesis: threats to cherished aspects of cultural
worldviews, self-esteem, or close attachments should increase the accessibility of
non-conscious death-related thoughts (death thought accessibility; DTA). The num-
ber of incomplete word stems completed with death-related words (e.g., C O F F _ _
could be COFFEE or COFFIN; G R _ V E could be GROVE OR GRAVE) is gener-
ally used to measure DTA. For example, Christian fundamentalists confronted with
logical inconsistencies in the bible (Friedman & Rholes, 2007), Americans asked
to ponder undesired aspects of themselves (Ogilvie, Cohen, & Solomon, 2008), and
Israelis asked to think about problems they have experienced in their current roman-
tic relationship (Florian, Mikulincer, & Hirschberger, 2002) showed increased DTA
(see Hayes, Schimel, Arndt, & Faucher, 2010 for a meta-analysis of DTA research).

Moreover, conditions that increase DTA also increase cultural worldview defense,
self-esteem striving, and desire for close relationships (e.g., Greenberg, Pyszczynski,
Solomon, Simon, & Breus, 1994). Additionally, defending one’s worldview, bolster-
ing one’s self-esteem, or thinking about close relationships decreases DTA (Hart,
Shaver, & Goldenberg, 2005).
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11.3 A Terror Management Theory Analysis of Parenthood

It was the best of times, it was the worst of times.

A Tale of Two Cities, Charles Dickens

One need not be a practicing clinician or developmental psychologist to discern that
having a child constitutes a major life transition rife with generally positive, but also
occasionally negative, psychological and interpersonal consequences; indeed, just
becoming a parent will typically suffice to produce these insights! From a TMT per-
spective, parenthood can serve to assuage existential anxieties by bolstering every
component of the terror management system: literal and symbolic immortality, cul-
tural worldviews, self-esteem, and close relationships (see also Morse and Steger,
Chap. 1 in this volume).

People can accept their own transience more graciously knowing that they live
on through their children. Children afford a touch of literal immortality as ambula-
tory vehicles for 50% of each parent’s genetic contribution to their offspring, often
reflected in the child’s appearance, disposition, and predilections. It is surely uplifting
to find that your daughter is a “spitting image” of you; and, that she shares your good
cheer, your gregarious sense of humor, as well as your fondness for reggae music and
sour pickles. Symbolically, children carry on the family name and family traditions,
thus serving as a corporeal conduit between generations of venerable ancestors going
back to a distant past, as well as extending forward to infinite future generations.

Children also reinforce their parents’ faith in the prevailing cultural worldview
by adopting the core beliefs and values of the culture. Parents stress their beliefs
and values to their children in hopes that they will adopt them and pass them on to
future generations. Some parents disown, abandon, or even murder offspring who do
not adhere their beliefs, suggesting that passing on cultural worldviews can be more
important than passing on genes. For example, in 2014 a Malaysian father shouted
“Aku takmengaku anak” (I disownyou),when his son camehome for lunchwearing a
badge of support for a rival political party (fromSolomon,Greenberg,&Pyszczynski,
2015, p. 104). And in 2017, when Stanzin Saldon, from a Buddhist family, married
Murtaza Agha, who is a Muslim, her father locked her in the family home, spat in
her face, summoned shamans to erase her memory of Mr. Agha, and shouted, “Why
did you not die no sooner than you were born?” (Raj & Gettleman, 2017).

Additionally, being a mother or father can be a potent source of self-esteem to
the extent that parenting is valued by their culture, and parents perceive themselves
as successful in this regard; i.e. that they are “good” parents. Tribal, religious, and
interdependent cultures generally value parenthood because producing children is
viewed as critical to maintaining the vitality of the group over time. In more secu-
lar, individualistic (i.e. western and westernized) cultures, becoming a parent may
afford a welcome psychological respite from social roles associated with relatively
unattainable standards of value. Specifically, in media saturated market driven cul-
tures, males are judged by their wealth, based on the assumption that anyone can
be as wealthy as Bill Gates or Donald Trump if they are sufficiently intelligent and
industrious. Females are judged by their youth and beauty, based on the assumption
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that all women should be inordinately thin and perpetually young. It is simply not
possible however, for all males to be fantastically wealthy, or for all females to be
young and nubile forever. It is therefore not surprising that many young adults in
such societies have low self-esteem and suffer physically and psychologically as a
result. Yet one need not be a successful hedge fund manager or a beauty queen to be
a fine parent.

Finally, parents generally develop close relationships with their children. During
infancy, such affiliations are somewhat one-sided in that they consist primarily of par-
ents caring for their strikingly helpless and needy offspring. Over time, parent-child
relationships are elaborated and enriched. Children become more than endearing
dependents as they mature, providing their parents with an invaluable source of
friendship, comradery, and psychosocial support.

Existing empirical evidence is consistent with the proposition that parenting can
serve a variety of terror management functions. One way to acquire symbolic immor-
tality (perhaps with a touch of perceived literal immortality), is namesaking; i.e. to
name your children after yourself. For example, the former heavyweight boxing
champion George Foreman named five of his children George, George, George,
George, and Georgetta! To determine if namesaking confers a sense of symbolic
immortality, after a MS or aversive control induction (i.e. failing an exam), Vicary
(2011) hadAmericanparticipants imagine theywere having a child in the next 5 years.
Participants then reported the likelihood giving the child their own first name, a mid-
dle name the same as their first name, a middle name the same as their middle name,
or a variant of their own name (e.g. Peter naming his son Pete). They also responded
to parallel questions regarding the likelihood of naming the child after their moth-
ers, fathers, grandmothers, and grandfathers. Composite scores were generated for
each set of questions (naming after oneself; naming after a family member), and
results indicated that MS increased participant’s intentions to name their child after
themselves, but not their family members.

Another line of inquiry is based on the notion that just having children, regardless
of their names, is also an effective bulwark against existential terror. To the extent
that this is true, death reminders should increase the desire to have children. Zhou,
Liu, Chen, and Yu (2008) reminded Chinese university students of their mortality
via a word-completion task where 10 of 30 words could only be completed with
death-related words (e.g. funeral, tomb, coffin, dead body; in the control condition
all 30 words were neutral). All participants then read a statement of the birth control
policy in China—“The Chinese government introduced the one-child policy in 1979
to alleviate the overpopulation, social, and environmental problems of China. The
one-child policy promotes one couple having only one child. Additional childrenwill
result in monetary penalties”—and rated their attitudes toward the one-child policy.
As predicted, participants in theMS condition reported less support for the one-child
policy, which the authors interpreted as reflecting an enhanced desire for children.

More direct evidence that MS increases the desire for children was obtained by
Fritsche et al. (2007, Study 1). German university students were asked to write the
first sentence that came to mind when they thought about their own death, or the
first sentence that came to mind when they thought about dental pain. Participants
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who wrote about death subsequently reported a greater desire to have children, and
to have them sooner, than those who wrote about pain. In light of this finding,
Fritsche et al. (2007, Study 3) hypothesized that thinking about having children
would diminish the cultural worldview defense that typically occurs in response to
a mortality salience induction. To test this hypothesis, they had East Germans write
about their thoughts and feelings about either having their own children or watching
television. Next participants wrote about their thoughts and feelings about dying, or
being in pain. Finally, everyone rated the degree to which 16 positive and 16 negative
adjectives appropriately described East Germans and West Germans. Although the
East Germans had less favorable impressions of West Germans when reminded of
death than watching television, this did not happen when participants wrote about
having their own children first (see Wisman & Goldenberg, 2005, Study 2 for a
similar finding with Dutch participants). Death is thus apparently not so troubling
when the prospect of children is on one’s mind.

Additional research has replicated and extended these findings. After a MS or
control induction, Wisman and Goldenberg (2005) predicted and found that Dutch
men, but not women, reported a desire for more children (see also Mathews &
Sear, 2008). This prediction was based on the possibility of a gender difference
regarding the potential conflict between becoming a parent and maintaining one’s
professional aspirations. Specifically, having a career and children is compatible for
men given that they do not generally perform caregiving tasks that could undermine
professional advancement; however, women often find themselves in an implicit or
explicit psychological bind to the extent that they perceive becoming a parent as
antithetical to furthering their professional ambitions.

Consistent with this view, in Study 1, after a MS or neutral control induction, men
and women completed a measure of death thought accessibility (DTA), and then
reported how many children they would like to have as well as if they were currently
in a committed relationship. Results indicated a main effect for MS on the DTA
measure, demonstrating that DTA increased in response to a death reminder for both
men and women. However, there was a MS X Gender interaction on the dependent
measure due to men, but not women, reporting wanting to have more children in
response to MS; and, this effect was independent of relationship status.

Study 3 replicated this finding, and demonstrated directly that the MS induced
increase of the number of desired children was moderated by career striving (while
ruling out the possibility that this effect could be accounted for in terms of partic-
ipants’ desire for sexuality). Dutch men and women first completed a measure of
career striving (e.g., “I would never give up my career for my family”, “If I had
to choose between a career and having children, I would choose having children”
(reverse scored). They then wrote about their mortality or being in intense pain,
reported how many children they would like to have, and their current desire for sex.
The predicted significant MSX gender interaction on the measure of howmany chil-
dren one wanted was unaffected by desire for sex. There was however, a three-way
MS X Gender X Career Striving interaction on the primary dependent measure. MS
increased the number of children men desired regardless of career striving (i.e. there
was just a main effect for MS). However, for women, there was aMSXCareer Striv-
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ing interaction, such that whereas women with high career striving reported desiring
fewer children in response to MS, the MS induction had no effect for women with
low career strivings.

Wisman and Goldenberg (2005) then conducted a final study (Study 4) to confirm
thatwomen’s concerns aboutmotherhood being antithetical to their career aspirations
inhibits the increased desire for children in response to MS. After writing about their
mortality or watching television, young Dutch women read a reputed newspaper
article claiming that motherhood was either incompatible or compatible with having
a career (Wisman & Goldenberg, 2005, p. 56):

“Almost 84% of women that have children are more satisfied with their jobs and
earn more than comparable childless colleagues of the same age … “We think it a
matter of priority,” suggests Professor Dr. Bernard Schafely, one of the researchers
of the University of Utrecht … “the switch from raising a child to good functioning
on the job floor, appear to be a smaller leap then one would expect.” Anyway, it is
very good news for women who have children … There may be also disadvantages
associated with having children, but overall having children is definitely compatible
with achieving a career.” (Antonyms of the italicized words were used in the career
is incompatible with children condition.)

In accord with predictions (and replicating the finding of Study 1–3), MS had
no effect on women’s reported desire for children when they were primed with the
notion that motherhood is incompatible with having a successful career. But MS
increased women’s reported desire for children when motherhood was described as
being compatible with career success.

Although these experiments demonstrate that arousing existential concerns
increases the desire for children (either in general orwhenmotherhood is perceived as
compatible with professional aspirations), Yaakobi, Mikulincer, and Shaver (2014)
argued that these findings do not directly demonstrate that parenting per se serves
an anxiety-buffering function. To provide such evidence, married Israeli undergrad-
uates who did not have children (and who, if female, were not pregnant at the time
of the study) completed a Hebrew version of the Experiences in Close Relationships
scale (Brennan, Clark, & Shaver, 1998) in order to assess attachment anxiety and
avoidance. Participants returned to lab two weeks later and were randomly assigned
to think about death, eating food, or physical pain (i.e. neutral and aversive con-
trol inductions respectively). Afterwards, they completed a 14-item questionnaire
on parenthood-related cognitions on the importance (e.g., “I’m looking forward to
becoming a parent”) and vividness (e.g., “I can vividly imagine feeding my child”)
of becoming a parent. Yaakobi et al. (2014) predicted and found that the MS induc-
tion increased participants’ reports of the importance and vividness of parenthood
for participants low in avoidant attachment orientation. [The attachment orientation
prediction was based on prior research demonstrating that insecure attachment is
associated with decreased interest in having children (e.g., Nathanson & Manohar,
2012), and that insecure parents report being less likely to have joyous and pleasant
interactionswith their children and have positive views of them (e.g., Impett, English,
& John, 2011).]
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After replicating this finding (Study 2), Yaakobi et al. (2014; Study 3) demon-
strated that the prospect of becoming a parent buffered death anxiety in securely
attached individuals. After a MS or control induction, securely and insecurely
attached participants were asked to imagine either becoming a parent (“Describe,
in as much detail as you can, what you think will happen to you after the birth.”)
or parallel questions about a desirable vacation. All participants then completed a
Hebrew version of a word-stem completion task to measure death thought acces-
sibility. Results indicated the predicted three-way interaction between MS, parent-
hood thoughts, and avoidant attachment; specifically, that a death reminder increased
death-thought accessibility in all conditions except for low avoidance participants
primed with parenthood thoughts. This finding was conceptually replicated in Study
4, where MS increased the desire for romantic intimacy (a well-documented TMT
defense; Mikulincer et al., 2003) in all conditions except for low avoidance par-
ticipants primed with parenthood thoughts. Then in Study 5, Yaakobi et al. (2014)
reversed this effect by having secure and insecure participants think about obstacles to
becoming a parent (i.e. an inability to have children because of infertility problems),
an upcoming exam, or watching television, followed by a measure of death-thought
accessibility. Consistent with predictions, thinking about infertility increased death-
thought accessibility, but only for low avoidance (i.e. securely attached) participants.

According to Yaakobi et al. (2014) people with high avoidance attachment
orientations are unlikely to employ parenthood-related cognitions to mitigate
existential anxieties because they (implicitly or explicitly) view the demands of par-
enthood as conflicting with their personal strivings for autonomy and professional
success. To explore this possibility directly, in Study 6, after a MS or neutral con-
trol induction, participants read a modification of Wisman and Goldenberg’s (2005,
Study 4) purported newspaper article claiming that parenthood was either compat-
ible or incompatible with having a successful career, and then completed a scale to
assess parenthood-related cognitions. Consistent with predictions, when parenthood
was described as incompatible with a successful career, parenthood-related cogni-
tions increased in response to MS only for participants low in avoidance attachment
orientation (replicating the finding of Studies 1–2). However, all participants (i.e.
high and low avoidance attachment) had increased parenthood-related cognitions in
response toMSwhen parenthood was depicted as quite compatible with professional
aspirations.

In sum, the studies described above provide convergent empirical support for the
terror management function of parenthood. Specifically, death reminders increased
intentions to name children after oneself (namesaking), opposition to laws limiting
having more than one child, and the desire to have more children and to have them
sooner. Moreover, making the prospect of having children or becoming a parent
salient reduced death-thought accessibility and worldview defenses in response to a
mortality salience induction.

However, the fact that women with high career ambitions do not desire to have
more children in response to mortality salience (unless primed with the notion that
having children is compatible with having a successful career), and that parenthood-
related cognitions do not buffer death anxiety for those with high avoidance attach-



194 S. Solomon

ment orientation (unless also primed with the notion that having children is com-
patible with having a successful career), suggests that there are situational and dis-
positional factors that could mitigate the effectiveness of parenthood as a means to
manage existential terror.

Indeed, from a TMT perspective, while parenthood can serve as a potent form of
terror management, it can also magnify existential anxieties by undermining every
component of the terror management system: literal and symbolic immortality, cul-
tural worldviews, self-esteem, and close relationships.

Becoming a parent can be a source of psychological ambivalence or despair for
those who derive a sense of meaning and value (i.e. self-esteem) from being suc-
cessful professionally, particularly in globalized multi-national market-based cul-
tural milieus where people are judged, and judge themselves, in proportion to their
vocational and fiscal stature. The time and resources (be they physical, cognitive,
emotional, economic) devoted to bearing and caring for children can be at the expense
of career pursuits, which can ultimately reduce one’s prospects for professional
advancement. Additionally, the loss of self-esteem associated with relinquishing
professional success and aspirations is often compounded by the fact that in such
cultural settings, caring for, and in some instances even bearing, children is viewed
as a menial activity best performed by poorly educated and poorly compensated
minorities.

Becoming a parent can also serve to make one’s mortality implicitly or explicitly
salient in a variety of ways. For some people, having children marks an irrevocable
transition from youth to adulthood, perhaps with the vague or not so vague sense
of the inevitable passage of time leading to one’s aging and ultimate mortality. For
others, bearing and caring for children is a grim reminder of our corporeal nature: that
we are defecating, urinating, fornicating, menstruating, lactating, ejaculating, pro-
jectile vomiting animals; and this in turn produces intimations of mortality. In accord
with this notion, research has shown that death-thought accessibility increased after
viewing pictures of urine, mucus, feces, and vomit (Cox, Goldenberg, Pyszczynski,
& Weise, 2007), reminding people that they are animals (Goldenberg et al., 2001),
or having them think about physical aspects of sex (and this effect was particularly
pronounced in participants high in neuroticism; Goldenberg, Pyszczynski, McCoy,
Greenberg, & Solomon, 1999).

Existential concerns aroused by the heightened salience of humankind’s corpo-
real nature are apt to be particularly prominent for women, given the visible physical
changes and effusions of bodily fluids associated with pregnancy, breast-feeding, and
diapering (seeMagid, 2017, for an extended discussion of how pregnancy and parent-
hood can increase mortality salience for mothers). This in turn can have deleterious
interpersonal as well as intrapsychic consequences for mothers.

In 2015, for example, Donald Trump famously halted a legal proceeding when a
lawyer for the opposition asked for amedical break to pump breast milk for her infant
daughter, declaring “You’re disgusting” as he stormed out of the room (Barbaro &
Eder, 2015). Research confirms that existential anxieties magnify hostility and dis-
dain toward pregnant and lactating women. Participants reminded of the similarities
between humans and animals subsequently had more negative reactions to a Vanity
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Fair magazine cover with actress DemiMoore as pregnant, compared to participants
who viewed anotherVanity Fairmagazine cover ofMoorewhen shewas not pregnant
(Goldenberg, Goplen, Cox, & Arndt, 2007). A second study by Goldenberg et al.
(2007) then found that participants reminded of the similarities between humans and
animals rated actress Gwyneth Paltrow as less competent when they viewed a color
photo of her when she was pregnant, compared to participants who viewed another
imagewhere shewas similarly clad but was not pregnant. Additionally, Cox, Golden-
berg, Arndt, and Pyszczynski (2007) found that, after a mortality salience induction,
participants had more negative reactions to a vignette describing a woman breast-
feeding her infant in public (Study 1), and sat further away from a potential partner
who they believed was breastfeeding an infant in the next room (Study 2).

Mothers are also apt to harbor existential anxieties about their health and their
infant’s health, both during and after pregnancy; this is quite understandable given
that for much of human history, and in many communities to this day, it was (and is)
quite common for women to die during childbirth and for there to be high rates of
infant mortality. Moreover, because of the profound helplessness and dependence of
human infants, for mothers (as well as other primary caretakers), even momentary
separation from their progeny could elicit intimations of mortality. To assess the
merits of this hypothesis, Taubman – Ben-Ari andKatz - Ben-Ami (2008) asked first-
time Israeli mothers, after measuring their attachment orientation, to imagine being
separated from their baby and to describe the thoughts and feelings this image arouses
in them, or to imagine watching a television show and to describe their subsequent
thoughts and feelings. All participants then completed a word-stem completion task
to measure death-thought accessibility. Mothers who pondered the prospect of being
separated from their babies had higher death-thought accessibility, regardless of their
attachment orientation.

Irrespective of its origin—be it loss of self-esteem, mortality salience, reminders
of sex or animality, or separation anxiety—heightened death-thought accessibility
engendered by various experiences associated with parenting could in turn exacer-
bate other psychological difficulties. Specifically, studies have shown that in response
to a MS induction, spider phobics become more fearful of spiders, individuals with
obsessive-compulsive disorder use more soap and water to wash their hands, and
socially anxious individuals spendmore timeby themselves rather thanminglingwith
their peers (Strahan et al., 2007). Additional research (reviewed in Solomon et al.,
2015) finds that death reminders increase smoking, alcohol consumption, and risky
decision-making. All of these affections likely undermine positive experiences asso-
ciated with parenthood, as well as the quality of parenting provided to their children.

11.4 Summary and Conclusion

Terror management theory posits that humans manage the existential terror engen-
dered by the awareness of death by embracing cultural worldviews that afford a
sense that one is a person of value in a world of meaning, and hence eligible for
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literal and/or symbolic immortality, as well as forging and maintaining close rela-
tionships with significant others. Viewed from a TMTperspective, parenthood can be
a potent bulwark against existential terror, by conferring a sense of symbolic immor-
tality (with a touch of literal immortality for those comforted by having their genes
extended to future generations); by infusing one’s life with meaning and value; and,
by developing close and enduring relationships with one’s children. Having chil-
dren can however, also magnify existential anxieties by reminding parents that they
are no longer young; by undermining self-esteem to the extent that parenthood is
viewed as antithetical to professional and fiscal aspirations; and, by a host of activi-
ties associated with bearing and caring for children that are vivid reminders that we
are embodied animals.

Existing research is consistent with a TMT account of parenthood. Specifically,
in response to mortality salience, people are more likely to intend to name their chil-
dren after themselves; they report wanting to have more children and to have them
sooner; and, child and parenthood-related thoughts comemore readily tomind.More-
over, thinking about having children or becoming a parent reduces death-thought
accessibility and defensive reactions to a mortality salience induction; and, young
mothers who imagine a separation from their infants have increased death-thought
accessibility. Nevertheless, additional research is clearly in order to provide a more
comprehensive account of how parenthood can serve to manage or magnify exis-
tential anxieties, including examining the mediating and moderating role of various
dispositional, situational, and cultural factors.

Ideally, understanding the benefits and pitfalls associated with parenthood from
a TMT perspective will be helpful to therapists working with parents who have
existential concerns (see Spinelli, 1997, for some interesting case studies). Political
and economic efforts to alter cultural values to hold parenthood in higher regard in
order to fortify the meaning and significance that one can derive from being a parent
are also in order. Finally, parents themselves (myself included!) would be well served
to recognize existential ups and downs of having children; this will hopefully make
them better parents, and better people.
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Chapter 12
The Impact of Birth on Women’s Health
and Wellbeing

Susan Ayers and Alexandra Sawyer

12.1 Introduction

Being pregnant, giving birth and becoming a parent is a time of great change and
adjustment which for some women can exacerbate existing mental health problems
or lead to the development of new mental health problems. It has been estimated
that 15–20% of women develop some form of mental health problem in pregnancy
or after birth and the cost of this to society is substantial. For example, in the UK it
has been estimated that perinatal mental health disorders cost £8.1 billion per annual
cohort of women, with a substantial proportion of this cost (72%) being due to long
term impacts on the child (Bauer, Parsonage, Knapp, Lemmi, & Adelaja, 2014).

Until recently, research on birth largely focused on risk factors associated with
negative outcomes such as maternal and infant mortality or morbidity, negative birth
experiences, and traumatic births. However, birth can also be a positive and empow-
ering experience for women. Even when birth is complicated and potentially trau-
matic, research suggests the majority of women are resilient (Dikmen Yildiz, Ayers,
& Phillips, 2018) and many report positive personal growth (e.g. Sawyer & Ayers,
2009; Sawyer, Ayers, Bradley, Young, & Smith, 2012; Sawyer, Nakić Radoš, Ayers,
& Burn, 2015; Taubman – Ben-Ari, Ben-Shlomo, Sivan, & Dolizki, 2009; see also
Taubman – Ben-Ari, Chap. 16 in this volume).

In this chapterwe look at the importance of birth events in the health andwellbeing
of women and infants. We consider a range of birth experiences from traumatic
to positive, and examine the impact different types of birth experiences have on
women’s health and wellbeing and subsequently their infant’s health and wellbeing.
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The implications of this research for maternity care and supporting women to have
positive births are considered.

12.2 The Importance of Birth Events in the Health
and Wellbeing of Women and Infants

The importance of birth events in the health andwellbeing of women and their infants
is obvious in cases where severe complications arise, such as women suffering life
threatening complications or the baby being born preterm. For example, preterm
birth is associated with increased mortality and morbidity in infants and increased
psychological problems in women. Very preterm births before 32 weeks gestation
account for 1.4% of live births but 51% of infant deaths (Chow, Dattani, Hilder,
Macfarlane, & Moser, 2007). Morbidity amongst children born very preterm who
survive is also high: of very preterm infants who survive, 5–10% develop cerebral
palsy and those without severe disability have a 2 times increased risk for devel-
opmental, cognitive and behavioural difficulties (Bhutta, Cleves, Casey, Cradock,
& Anand, 2002; Zeitlin et al., 2008). Having a preterm baby can also have a neg-
ative psychosocial and emotional impact on women and their families. It can be a
stressful and potentially traumatic time with women reporting increased symptoms
of depression, posttraumatic stress and poorer mother-infant interaction or attach-
ment in the immediate postpartum period (Elkit, Hartvig, & Christiansen, 2007;
Forcada-Guex, Borghini, Pierrehumbert, Ansermet, & Muller-Nix, 2011; Karatzias,
Chouliara, Maxton, Freer, & Power, 2007; Vigod, Villegas, & Dennis, 2010).

Birth events that are not life threatening can also be important in the health and
wellbeing ofwomen and their infants, particularlywomen’s psychologicalwellbeing.
For example, a survey of 1500 women with self-identified perinatal mental health
problems found that when women were asked about the causes of their symptoms
40% said it was due to a traumatic birth (Boots Family Trust Alliance, 2013). This
is far higher than the prevalence of actual life-threatening complications (or ‘near
miss’ events) for women which occur in 0.6–15% of births (Tunçalp, Hindin, Souza,
Chou, & Say, 2012).

This disparity between the prevalence of actual life-threatening complications and
women’s perceptions of birth as traumatic is supported by evidence that subjective
birth experiences are more important than medical complications in whether women
find birth traumatic and develop posttraumatic stress disorder (PTSD) (Garthus-
Niegel, von Soest, Vollrath, & Eberhard-Gran, 2013). Hence, although women who
have operative births (e.g. assisted vaginal or caesarean sections) are at increased risk
of finding birth traumatic, there will be many women who have caesarean births who
will be fine psychologically, and conversely somewomenwhose births are medically
straightforward who experience birth as traumatic.

There is evidence that women’s physical and mental health during pregnancy and
after birth affect the developing foetus and infant (see also Ungar et al., Chap. 8 in
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this volume). Research on the developmental origins of health and disease finds asso-
ciations between pregnancy/birth outcomes and adult disease in offspring, thought to
occur through epigenetic processes (Wadhwa, Buss, Entringer, & Swanson, 2009).
This effect is most established in terms of physical health, such as poor nutrition
during pregnancy and low birthweight being associated with a greater risk of the
infant developing cardiovascular disease as an adult (Kelishadi & Poursafa, 2014).
However, evidence also indicates that psychological factors during pregnancy can
affect the developing foetus with the strongest evidence for links between stress and
anxiety in pregnancy and greater risk of a range of adverse outcomes for the child
(Talge, Neal, & Glover, 2007). The way in which an infant is born may also affect
the child’s later health and wellbeing. This evidence suggests that caesarean birth
may be associated with increased risk of autoimmune diseases in infants, such as
asthma and allergies. This is thought to be due to protective microbiome ‘seeding’
of the infants’ gastrointestinal microbiota when they pass through the vaginal canal
(Neu & Rushing, 2011).

In contrast, positive birth events may result in better outcomes for women and
their infants. Far less research has examined positive births and those studies that
have been done mostly focus on factors associated with positive birth, rather than the
impact of positive birth on women and their infants. Of the available evidence, quali-
tative research suggests positive births can be empowering and increase women’s
confidence through overcoming pain and trusting their body (Nilsson, Thorsell,
Hertfelt Wahn, & Ekström, 2013). Quantitative studies suggest positive birth is asso-
ciated with enhanced maternal attachment, higher postnatal functioning, and a more
positive birth experience in the future (Green, Coupland, &Kitzinger, 1990;Michels,
Kruske, & Thompson, 2013). Evidence on factors associated with positive and trau-
matic births and the impact of these on women and infants is outlined in more detail
in the following sections.

12.3 Traumatic Births

There is now substantial evidence that a proportion of women find birth trau-
matic. Evidence from cohorts in Western countries suggests 20–33% of women
appraise birth as traumatic (Ayers, Joseph, McKenzie-McHarg, Slade, & Wijma,
2008; Creedy, Shochet, & Horsfall, 2000; Soet, Brack, & Dilorio, 2003). Many of
these women report symptoms of PTSD but not all fulfil the diagnostic criteria for
PTSD. Posttraumatic stress disorder was outlined by the Diagnostic Statistical Man-
ual 5th Revision (DSM-5) of the American Psychiatric Association as occurring after
an event in which: (1) there is actual or threatened death; (2) actual or threatened
serious injury; or (3) actual or threatened sexual violence (American Psychiatric
Association, 2013). It is possible for birth to fill these criteria if a women thinks her
or her babywill die or be severely injured. Birthmay also involve actual or threatened
violence. In law the term ‘obstetric violence’ has been defined as “…the appropria-
tion of a woman’s body and reproductive processes by health personnel, in the form
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of dehumanizing treatment, abusive medicalization and pathologization of natural
processes, involving a woman’s loss of autonomy and of the capacity to freely make
her own decisions about her body and her sexuality, which has negative consequences
for a woman’s quality of life.” (Belém do Pará Convention, 2012). TheWorld Health
Organisation has subsequently called for the prevention and elimination of disrespect
and abuse in childbirth (WHO, 2015).

An example of a traumatic birthwhich involves both physical injury and disrespect
was reported by Ballard, Stanley, and Brockington (1995) in a case study of a woman
who had an emergency caesarean section without effective anaesthesia in which
“she experienced excruciating pain during an operation which took 10 min. She
was screaming, shouting, and struggling to get off the operating table during the
procedure, and was held down by attendants while the anaesthetist attempted to
supplement the epidural” (p. 526). The evidence supports the importance of the
way women are treated and supported during birth. For example, Harris and Ayers
(2012) surveyed 675 women who had traumatic births and asked women to write
about their worst moment during birth, or trauma ‘hotspot’. This study found that the
worst hotspots were due to obstetric complications and pain (36%), complications
or separation from the baby (27%), but also interpersonal difficulties such as feeling
abandoned, ignored or not supported (37%).

Symptoms of PTSD fall into four clusters: (1) re-experiencing, (2) avoidance, (3)
hyperarousal and (4) negative cognitions and mood. For a diagnosis, symptoms need
to be evident for at least one month and cause significant disability and impair-
ment to a woman’s life. It should be noted that PTSD is also highly comorbid
with depression, with up to 72% of women reporting both PTSD and depression
(Dikmen Yildiz, Ayers, & Phillips, 2017). It is important to distinguish between
PTSD where diagnostic criteria are fulfilled, appraisal of birth as traumatic, and a
traumatic stress response. Appraisal of birth as traumatic is whenwomen consciously
label their experience of birth as ‘traumatic’ although they may not have any psycho-
logical symptoms associated with this. A traumatic stress response is where women
experience symptoms but do not fulfil all the diagnostic criteria for PTSD. Although
a traumatic stress response can be severe it does not necessarily develop into PTSD.
Research on traumatic stress responses in other samples has shown that the majority
of people who have symptoms after a traumatic event recover spontaneously during
the first five months after the event (Morina, Wicherts, Lobbrecht, & Priebe, 2014).

PTSD symptoms may have unique consequences when birth is the triggering
trauma because of the involvement of the baby. If women associate the baby with
the trauma they may want to avoid contact with the baby to avoid being reminded
about the event. Qualitative research suggests this may be the case for some women
but not all (Ayers, Eagle, & Waring, 2006). Another unique aspect is that, unlike
other traumatic events, giving birth and having a baby is viewed positively in most
societies. This means there can be a lack of acknowledgement by society and friends
and family that birth can be traumatic. Women may feel isolated and not able to talk
about birth trauma. There may also be pressure for women to have another baby and
therefore revisit the trauma. However, this is speculative at this stage because there
is little empirical evidence examining these factors.
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Reviews suggest between 3 and 5% of women will develop PTSD after birth
(Dekel, Stuebe, & Dishy, 2017; Dikmen Yildiz et al., 2017; Grekin & O’Hara, 2014)
with increased prevalence (15–18%) in high-risk groups such as women who have
severe complications or a preterm or stillborn baby. There is some indication that
PTSD may be more prevalent in the first 3 months after birth with a prevalence of
5–8% (Dekel et al., 2017). This higher prevalence immediately after the event is
consistent with the evidence in other populations mentioned above where sponta-
neous resolution of symptoms occurs during the first 5 months after a traumatic event
(Morina et al., 2014).

12.4 Risk and Resilience

A number of risk factors make it more likely women will develop perinatal mental
health problems. Some of these risk factors are remarkably consistent across dif-
ferent disorders and cultures. For example, mental health problems are more likely
to occur if women live in circumstances of social adversity (e.g. deprivation, low
socio-economic status), have a history of psychological problems, have experienced
childhood or current adversity (e.g. domestic violence, child sexual abuse), and do
not have much support available to them (e.g. isolated, single parent, poor family
support). In addition, if women are anxious or depressed during pregnancy this is
likely to continue or worsen postpartum (Bayrampour, Tomfohr, & Tough, 2016;
Denckla et al., 2018).

Models of birth trauma and PTSD have to account for the fact that the causes of
maternal mental health problems are multifactorial and include individual factors,
event factors, and social factors. Conceptual frameworks of the aetiology of post-
partum PTSD draw together key vulnerability, risk and maintaining factors thought
to be important in the development of birth-related PTSD (Ayers, Bond, Bertullies,
& Wijma, 2016; Slade, 2006; van Son, Verkerk, van der Hart, Komproe, & Pop,
2005). These usually draw on psychological approaches such as the diathesis-stress
model which explains health outcomes as an interaction between an individual’s
predispositional vulnerability and stressful experiences.

A recent review and meta-analysis of 50 studies (N = 21,429) from 15 countries
used the diathesis-stress model to summarise those factors most strongly associated
with postpartumPTSD.Thesewere examined according towhether theywere vulner-
ability factors already present in pregnancy, risk factors during birth, or maintaining
factors after birth. The key vulnerability factors were fear of childbirth, depression,
poor health or complications in pregnancy, and a history of PTSD or counselling
for pregnancy or birth-related factors. These vulnerability factors were proposed to
interact with birth events to determine whether women appraised birth as traumatic,
and subsequently had traumatic stress responses. Risk factors during birth were
having negative subjective birth experiences, an operative birth (assisted vaginal or
caesarean birth), lack of support, and dissociating during birth. Postpartum factors
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that maintained PTSD symptoms were additional stress, poor coping, and comorbid
depression (Ayers et al., 2016).

These factors are broadly consistent with the wider literature on factors associ-
ated with PTSD in other populations (Brewin, Andrews, & Valentine, 2000; Ozer,
Best, Lipsey, &Weiss, 2003), and with similar reviews of postpartum PTSD (Ander-
sen, Melvaer, Videbech, Lamont, & Joergensen, 2012; Grekin & O’Hara, 2014).
Thus there is a substantial body of evidence identifying the main risk factors for
birth trauma and PTSD, as well as models proposing how these factors may inter-
act to cause postpartum PTSD. However, a few issues need to be considered when
evaluating these. First, the evidence and models that have been proposed are mainly
psychosocial in their approach and do not consider possible underlying physiological
mechanisms or social and environmental influences on trauma. For example, there
is increasing evidence from populations such as Holocaust survivors and refugees
that vulnerability to trauma can be transmitted from one generation to the next (e.g.
Sangalang &Vang, 2017). This intergenerational transmission of vulnerability is not
completely attributable to increased exposure to trauma but also likely to involve epi-
genetic mechanisms where offspring are more likely to develop PTSD in response to
severe events (Cunliffe, 2016). There is also the possibility that hormones which are
elevated in labour and birth, such as cortisol and oxytocin, affect women’s responses
to stressful and potentially traumatic events (Bell, Erickson, & Carter, 2014). Simi-
larly, although the importance of social factors in birth trauma is evident in terms of
the evidence that support during birth is associated with less PTSD symptoms (Ayers
et al., 2016), broader social and environmental factors such as healthcare systems
organisational culture or societal views of birth have not been considered.

Thus there are likely to be other factors important in birth trauma that have not
been researched (such as environmental factors), or not been researched enough
to be included in meta-analyses and models (Ayers et al., 2016). Examples of the
latter are maladaptive cognitive appraisals after birth (Ford, Ayers, & Bradley, 2010;
Vossbeck-Elsebusch, Freisfeld, & Ehring, 2014), anxiety sensitivity (Keogh, Ayers,
& Francis, 2002; Verreault et al., 2012), and insomnia (Garthus-Niegel, Ayers, von
Soest, Torgersen, & Eberhard-Gran, 2014) which are promising in that they are
associated with the onset or maintenance of postpartum PTSD in the few studies that
have examined them.

The focus to date on risk factors for birth trauma and PTSD is embedded within,
and influenced by, the wider healthcare culture of risk avoidance. It is therefore
understandable that researchers have concentrated on this. However, this overlooks
the contrasting but potentially complementary perspective of examining positive
factors that may play a protective or preventative role. Positive psychology is a field
of research which broadly looks at what enables people to flourish and thrive. It
encompasses many different theoretical and research areas which have a common
focus on positive human functioning, health, and adaptation to adversity (Aspinwall
& Tedeschi, 2010). Similarly, in midwifery, researchers have called for a salutogenic
health-promoting approach to care rather than a pathogenic approach (Magistretti,
Downe, Lindstrøm, Berg, & Schwarz, 2016). For events to be salutogenic, theorists
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propose they need to be comprehensible, manageable, and for people to findmeaning
in them (Antonovsky, 1979, 1987).

In the PTSD literature, research taking this perspective has focused on resilience
and post-traumatic growth. Whilst this literature is very advanced for PTSD in other
populations, far less research has looked at resilience and personal growth in peri-
natal women. Understanding resilience and personal growth during the perinatal
period could provide a more nuanced and comprehensive understanding of postpar-
tum PTSD. It may also enable us to identify ways to enhance women’s capacity to
adapt and thrive, and therein inform changes to maternity care services in ways that
increase resilience as well as reduce risk.

Resilience has been conceptualized on a number of dimensions. The two main
dimensions are the ability for people to recover from stressful or adverse events i.e.
‘bounce back’; and the ability to have sustainability i.e. the capacity to continue in
the face of adversity (Reich, Zautra, & Hall, 2010). Evidence from other populations
suggests the majority of people are resilient. For example, trauma and adversity are
experienced by 50–60% of people in Europe at some point in their lifetime (Horn,
Charney, & Feder, 2016). However, the lifetime prevalence of PTSD in the general
population in Europe is approximately 10%, suggesting most people who experience
a traumatic event recover (Horn et al., 2016).

In postpartum PTSD, a longitudinal study of 226 women who had a traumatic
birth (defined as meeting diagnostic criteria for a traumatic event) found that 62% of
women were resilient and did not have diagnostic PTSD one month or six months
postpartum. Another 18% of women had PTSD at one month but had recovered
by six months. Chronic PTSD was only observed in 14% of women; and a further
6% had delayed onset PTSD at six months. This suggests around 80% of women
who have traumatic births will recover in terms of not meeting diagnostic criteria,
although they still may have symptoms. Women who were in the resilient group
reported more social support and satisfaction with healthcare professionals, as well
as less depression, fear of childbirth, and less additional traumas since birth (Dikmen
Yildiz et al., 2018).

Resilience is associated with many positive factors. A review of resilience in adult
populations found it was associated with greater positive emotion, optimism, active
coping, cognitive reappraisal, altruism, mastery, social support, facing fears, and
having a sense of purpose or meaning (Horn et al., 2016). There are also genetic,
epigenetic and environmental factors associated with resilience. For example, devel-
opmental studies have shown that children vary in how responsive they are to stress.
Unsurprisingly, children who are more responsive to stress have the worst health
outcomes if raised in a negative environment. What is surprising, however, is that
most responsive children have the best outcomes if raised in a positive environment
(see also Ungar et al., Chap. 8 in this volume). This effect has been found for both
physical and psychological health outcomes (Del Giudice, Ellis, & Shirtcliff, 2011).
One could hypothesise from this that if women are in a birth environment which
enables positive births they will flourish—and this may be particularly the case for
women who are highly responsive to stress.

https://doi.org/10.1007/978-3-030-24864-2_8
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To date very little research has examined factors associated with resilience in
perinatal women. One study of over 1300 women in the USA examined what char-
acterised women with a resilient, moderate or vulnerable psychosocial profile. This
found that womenwhowere resilient were characterised by low depression and stress
and high support and self-efficacy. These women also had less risky health correlates
in pregnancy and were likely to have better birth outcomes. In contrast, vulnerable
women were characterised by high depression and stress and poor support and self-
efficacy. Vulnerable women were more likely to have an unintended pregnancy, risky
health behaviours and deliver preterm (Maxson, Edwards, Valentiner, & Miranda,
2016).

This research on resilience suggests that increasing women’s positive emotions,
mastery/control, active coping and encouraging a sense of purpose or meaning dur-
ing pregnancy, birth and postpartum may increase resilience and therein prevent or
reduce postpartum PTSD. One factor that is highly associated with both risk and
resilience is support (Ayers et al., 2016; Horn et al., 2016). There is a lot of evi-
dence that continuous support during labour is important in birth outcomes (Bohren,
Mofmeyr, Sakala, Fukuzawa, & Cuthbert, 2017) and conversely that poor support or
interpersonal difficulties during birth are a risk factor for postpartum PTSD (Ayers
et al., 2016; Harris & Ayers, 2012). Prospective studies show support can poten-
tially buffer women against traumatic birth events and is particularly important for
women with previous histories of trauma or who have complications or high levels
of intervention during birth (Ford & Ayers 2011). Support during labour and birth is
therefore likely to be critical in terms of both reducing risk and increasing resilience.

12.5 Personal Growth After Birth

Similar to resilience, mechanisms involved in positive psychological outcomes such
as personal growth after birth have been relatively ignored. Personal growth is defined
as a positive change in one’s belief or functioning as a result of the struggle with
highly challenging life circumstances (Tedeschi, Park, & Calhoun, 1998). Within
the general growth literature three common categories of personal growth outcomes
have been identified (Tedeschi et al., 1998). These are changes in interpersonal rela-
tionships (e.g. increased compassion or altruism, or a greater sense of closeness in
relationships), changes in self-perception (e.g. a greater sense of personal strength,
resilience, or self-reliance, coupled with developing a new path or opportunities),
and changes in philosophy of life (e.g. a greater appreciation for each day, changes
in religious or spiritual/existential beliefs).

It is now acknowledged that developmental events which are not necessarily trau-
matic or negative also have the potential to promote personal growth (Aldwin &
Levenson, 2004). This is consistent with theories of personal growth which recog-
nise that it is the characteristics of the subjective experience of the event and disrup-
tion of a person’s assumptive beliefs that are important, rather than the event itself
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(Calhoun, Cann, & Tedeschi, 2010; Linley & Joseph, 2004). Thus even more nor-
mative or stressful events may promote personal growth.

Evidence shows that women can experience personal growth following childbirth.
Several qualitative studies provide support for this. For example, a qualitative study
with 15mothers in theUSAwho had experienced a traumatic birth found four themes
of personal growth which included “Opening oneself up to a new present”, “Achiev-
ing a new level of relationship nakedness”, “Fortifying spiritual-mindedness”, and
“Forging new paths” (Beck &Watson, 2016). A meta-ethnographic review of quali-
tative studies conducted in New Zealand, the USA, the UK, and Australia also found
a theme of “strength of purpose”, such as determination to succeed as a mother, was
reported by women following a traumatic birth (Elmir, Schmied, Wilkes, & Jackson,
2010). Quantitative studies also provide evidence that a proportion of women expe-
rience personal growth after birth. Three studies in the UK found that a moderate
amount of personal growth is reported by between 44 and 50% of women after birth
(Sawyer & Ayers, 2009; Sawyer et al., 2012; Sawyer et al., 2015). The most com-
mon areas of personal growth were greater appreciation of life and personal strength
(Sawyer & Ayers, 2009; Sawyer et al., 2012). Similar findings have been found in
postpartumwomen in other countries such as Japan (Nishi &Usuda, 2017) and Israel
(Taubman – Ben-Ari et al., 2009). In Israel, a study found that women experienced
both positive and negative outcomes in the transition to motherhood (Taubman –
Ben-Ari et al., 2009), and women did not need to perceive the birth as traumatic in
order to experience personal growth.

Research has also explored personal growth following childbirth in more stressful
circumstances such as pretermbirth. Studies in Israel have found thatwomenwhohad
preterm infants reported more personal growth than women with full-term infants
(Noy, Taubman – Ben-Ari, & Kuint, 2015; Porat-Zyman, Taubman – Ben-Ari, &
Spielman, 2017; Taubman – Ben-Ari, Findler, & Kuint, 2010; Taubman – Ben-Ari &
Spielman, 2014; see also Taubman – Ben-Ari, Chap. 16 in this volume). A study in
Turkey showed that womenwith babies admitted to a neonatal intensive care reported
similar levels of personal growth to studies with cancer survivors (Boztepe, Inci, &
Tanhan, 2015).

Various theoretical models have been proposed to conceptualise the process
through which personal growth occurs (e.g. Joseph & Linley, 2005; Tedeschi &
Calhoun, 2004). Although there is some variation, most models suggest that the
experience of a stressful event violates an individual’s basic belief system and that
some type of meaningmaking or cognitive processing to rebuild these beliefs occurs,
resulting in perceptions that one has grown through the process (Horowitz, 1986;
Janoff-Bulman, 2004). Such models also provide a framework for understanding
individual differences in reports of personal growth. Tedeschi and Calhoun’s (2004)
cognitive processing model of personal growth emphasises the importance of pre-
trauma variables (e.g. personality, demographic variables), event-related variables
(e.g. objective severity, perceived threat or stress), and post-event variables (e.g.
social support, coping strategies, distress) in the development of personal growth.
However, factors associated with personal growth following childbirth vary between
studies. There is some indication that women who have more adverse experiences

https://doi.org/10.1007/978-3-030-24864-2_16
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show more growth. This includes experiences such as operative birth (Sawyer et al.,
2012), preterm birth (Noy et al., 2015; Porat-Zyman et al., 2017; Taubman – Ben-
Ari et al., 2010) and women with symptoms of PTSD (Sawyer et al., 2012; Sawyer
et al., 2015). However, it should be noted that other indicators of birth stress such
as pain during labour, perceiving birth as traumatic, or childbirth meeting DSM cri-
teria for a traumatic stressor, have inconsistent associations with personal growth
(Sawyer & Ayers, 2009; Sawyer et al., 2012). There is also indication that personal
growth is associated with approach coping (Sawyer & Ayers, 2009; Sawyer et al.,
2015) and more likely in women with lower levels of education (Noy et al., 2015;
Taubman – Ben-Ari et al., 2010) or young women (Sawyer et al., 2015; Taubman –
Ben-Ari et al., 2010).

The evidence surrounding the relationship between support and personal growth
after childbirth is mixed. Several studies in Israel found that support is related to
higher levels of personal growth, particularly support from women’s mothers (Noy
et al. 2015; Rozen, Taubman – Ben-Ari, Straus, & Morag, 2018). In comparison,
two studies in the UK found that personal growth was not related to support from
healthcare professionals during birth or support from family and friends after birth.
One explanation for these contradictory results is that different types of support
play a different role in the development of personal growth. Schroevers, Helgeson,
Sanderman, and Ranchor (2010) examined three different types of social support
(perceived availability of social support, actual emotional support received, and sat-
isfaction with actual emotional support received) and their relationship to personal
growth in cancer patients. They found that actual received emotional support from
family and friends predicted higher levels of personal growth, and in comparison
perceived availability of emotional support was not significantly related to positive
outcomes. This finding is consistent with cognitive processing theories of personal
growth as talking to others may facilitate cognitive processes and coping responses
that promote positive change, whereas perceiving that others are available is not
sufficient to stimulate these processes.

There have been very few studies looking at the role of personal growth following
childbirth in women’s long term health outcomes. However, longitudinal studies and
reviews of personal growth in other populations indicate that growth has adaptive
significance and does seem to be predictive of better emotional adjustment long
term (e.g. Barskova & Oesterreich, 2009; Ickovics et al., 2006; Sawyer, Ayers, &
Field, 2010). Therefore personal growth may be useful to incorporate into clinical
interventions which could be re-conceptualised to include personal growth and not
just the alleviation of distress symptoms (Ayers et al., 2008; Joseph & Linley, 2005).

In summary, it is important to recognise that even more normative or stressful
events may promote personal growth. Examining both positive and negative psy-
chological outcomes following childbirth allows a more comprehensive account of
psychological adjustment to be developed. Joseph and Linley (2008) maintain that
posttraumatic stress and personal growth should be considered as two elements of
a more integrative conceptualisation of both positive and negative change following
challenging events. Nonetheless, considering the unique characteristics of childbirth,
it would be interesting to investigate the similarities and differences between personal
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growth following birth and growth followingmore “traditional” traumatic events. For
example, events such as childbirth may involve more incremental change in com-
parison to traumatic stressors that have a rapid or unpredictable onset (Aldwin &
Levenson, 2004).

12.6 Positive Births

The value of examining factors associated with a positive birth experience is increas-
ingly recognised. Learning fromwomen’s birth stories and adapting care during birth
based on what women themselves consider important will likely enhance the birth
experience and promote normality in the context of what is often a medicalised birth
environment (Downe, Finlayson, Oladapo, Bonet, & Gülmezoglu, 2018; Karlström,
Nystedt, & Hildingsson, 2015). The importance of supporting women and encour-
aging a positive birth experience is reflected in health policy undertaken by many
European countries and the World Health Organisation about respectful, women-
centred care during birth (Ministry of Health and Care Services, 2009; National
Institute for Health and Clinical Excellence [NICE], 2010; WHO, 2015).

However, what is meant by a positive birth has not been clearly defined or con-
ceptualised in the literature. A focus group study in Sweden with women who
reported having a very positive birth found that women used a range of expres-
sions to describe their positive experiences. Primarily, women reported the birth as a
significant moment in their lives associated with joy and happiness. This is consistent
with work by Crowther, Smythe, and Spence (2014) who explored the experience of
joy at birth from a hermeneutic perspective and concluded that there was a need to
explore experiential aspects of birth, rather than just the outcome. More research is
needed to provide a clear understanding and conceptualisation of what is meant by
a positive birth.

Despite the lack of an agreed definition or concept of positive birth, research has
examined the prevalence of positive births and factors associated with it. Several
survey studies have explored the prevalence of women who report a positive birth
experience. For example, a large-scale survey study in Sweden reported that the per-
centage of women who described that birth as positive or very positive two months
later was 29.2 and 32.7%, respectively (Hildingsson, Johansson, Karlström, & Fen-
wick, 2013). Women’s assessment of birth also changed over time with 22% of the
women becoming more positive and 15% more negative after one year. This overall
prevalence is slightly lower than another study in the Netherlands, which found that
over half of women were “very happy” with their birth when asked after 3 years
(Rijnders et al., 2008).

It is clear that the experience of birth is subjective and multi-dimensional. Factors
associated with positive birth experiences include support and preparedness for birth.
A review and meta-analysis of 20 randomised controlled trials of interventions to
increase positive birth experiences found that more positive births were associated
with greater support for women during birth (risk ratio 1.35), minimal intervention
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(RR1.29), and being prepared for birth and readiness for complications. Interestingly,
relaxation and pain relief strategies were not effective in terms of increasing positive
birth experiences (Taheri, Takian, Taghizadeh, Jafari, & Sarafraz, 2018).

This is broadly consistent with non-randomised evidence. For example, studies
have found that prenatal factors, such as positive feelings about the birth in pregnancy,
are associated with positive birth experiences (Hildingsson et al., 2013; Kringeland,
Daltveit, & Møller, 2010). Characteristics of the birth, including minimal interven-
tion, have also been associated with a positive birth experience, such as a quick
birth (Nilsson et al., 2013), non-operative birth (Hildingsson et al., 2013), and less
pain (Goodman, Mackey, & Tavakoli, 2004). However, the experience of pain during
labour does not prevent a positive birth experience (Hildingsson et al., 2013).

In addition, numerous studies suggest that feeling in control is associated with a
positive birth experience (Bryanton, Gagnon, Johnston, & Hatem, 2008; Goodman
et al., 2004; Hildingsson et al., 2013; Karlström et al., 2015). Control is a subjective
experience and Green and Baston (2003) distinguish between the control the woman
has over her body (internal) and the control she has over medical staff and decisions
made in relation to her labour (external). It is important to some women that they
maintain control over their behaviour and body and these women may be more likely
to perceive the birth as positive if they are satisfied with their own performance
(Hildingsson et al., 2013; Karlström et al., 2015). External control is also important
in influencing perceptions of birth. For example, a study with 293 Swedish first-time
mothers found that those who felt involved in decisions were more likely to have a
positive birth experience (Waldenström, Borg, Olsson, Sköld, & Wall, 1996).

In keepingwith the importance of support during birth, good communication from
midwives is associated with a positive birth experience. A qualitative study in the UK
found that when women felt midwives were advocates and had open communication
styles which clearly outlined birthing choices this led to a trusting relationship (Hal-
lam, Howard, Locke, & Thomas, 2016). A trusting relationship between woman and
midwife is also associated with positive birth experiences (Dahlberg & Aune, 2013;
Dahlberg et al., 2016). Support also seems to be a significant factor in a positive
birth experience, with support from midwives playing an important role in positive
birth experiences (Dahlberg et al., 2016; Hildingsson et al., 2013). For example, a
study in Sweden found that womenwhowere providedwith individualised emotional
support were more likely to report positive birth experiences, even if the birth was
challenging and/or if there were medical complications (Nilsson et al., 2013). This
suggests support may act as a buffer against the impact of negative birth events. In
addition, the father of the child may have a significant role in positive birth experi-
ences (Karlström et al., 2015; Nilsson et al., 2013). For example, a qualitative study
in Sweden found that it was essential to women to have the father close to provide
encouragement and reassurance (Karlström et al., 2015).

There is limited research examining the impact of a positive birth on the mother
and child. Available studies suggest that a positive birth experience is associated
with a positive attitude towards motherhood, which can lead to feelings of enhanced
self-esteem and accomplishment (Simkin, 1991). Furthermore, a mother’s positive
perception of her birth experience has been linked to enhanced maternal attachment
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and competence (Green et al., 1990; Mercer & Ferketich, 1994). More recently, a
study with 664 women in Australia found that women who stated that they were
looked after very well and had a very positive birth experience were significantly
more likely to experience high postnatal functioning (Michels et al., 2013). A positive
birth experience has also been associated with a more positive birth experience in
the future (Goodman et al., 2004).

12.7 Implications for Healthcare

Focusing on women’s experiences of birth has both practical and political relevance
in healthcare systems in terms of guiding practice, policy, and research. We have
seen how negative and/or traumatic birth experiences are associated with a range
of adverse consequences for the health and wellbeing of mothers and infants; and
conversely that positive births are associatedwith positive outcomes for women. This
has implications for healthcare utilisation. Studies show that women experiencing
distress following birth are more likely to use healthcare services postpartum. For
example, a study inAustralia found thatwomenwith high levels of distressweremore
likely to have lower long-term health related quality of life and higher health-care
utilisation compared to women with no birth distress. This effect was still significant
one year after birth (Turkstra et al., 2015).

Interventions during the transition to parenthood are important to reduce negative
impacts on women, children, and families. However, progress in this regard is patchy
for several reasons. First, only a small proportion of women with perinatal mental
health problems come to the attention of health services, and fewer of these women
receive treatment (Khan, 2015). This is due to a range of factors which include lack
of (or ineffective) screening, barriers to women seeking help during this time, clinical
barriers to diagnosis and treatment, lack of perinatal psychology services, and limited
evidence on effective treatments. In terms of treatment there is most evidence for the
treatment of postnatal depression with cognitive behaviour therapy or interpersonal
therapy. Clinical guidelines are available that recommend treatments on the basis of
current evidence (NICE, 2014; Scottish Intercollegiate Guidelines Network: SIGN
2012). Despite this, recent reviews of diagnosis and treatment of perinatal affective
disorders by physicians suggest anti-depressants are often the first line of treatment,
for many of the reasons listed above (Ford, Lee, Shakespeare, & Ayers, 2017; Ford,
Shakespeare, Elias, & Ayers, 2017).

Thus, more research is needed onways to improve the identification and treatment
of women with perinatal mental health problems in primary care and other services.
In order to ensure appropriate and effective care pathways and services are provided
it is important that policy makers, researchers, clinicians, and women and families
who have experienced perinatal mental illness work together (Ayers & Shakespeare,
2015).

Finally, the importance of supporting women to have a positive birth is clear,
although there is no agreed definition of positive birth, or a simple solution to ensur-
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ingwomen have positive birth experiences. Salutogenesis theory (Antonovsky, 1979,
1987) provides a framework to examine this by focusing on the generation and main-
tenance of health. Applying a salutogenic approach to maternity care services could
help shift the current focus on risk and adversity to one of resilience, personal growth
and wellbeing. As most women and babies are healthy at the outset of pregnancy and
throughout the childbearing process, the key task ofmaternity care should be tomain-
tain and enhance this healthy state (Perez-Botella, Downe, Magistretti, Lindstrom,
& Berg, 2015).

12.8 Conclusion

To understand the impact of birth on women and infants’ health and wellbeing it
is important to examine both positive and negative births, as well as risk, resilience
and personal growth in response to birth. All of these offer a different perspective on
the same phenomena and enable the development of interventions that tackle both
the reduction of risk and increase of resilience and positive experiences to ensure
women adapt and thrive. More research is needed to determine how specific risk and
resilience factors interact to determinewhetherwomen experience birth as positive or
traumatic. This means not having a singular focus on one or the other but examining
both risk and resilience factors, including how they interact over time and the many
pathways through which they may influence how women experience birth and the
impact of this on them and their babies. It is also important to recognise individual,
organisational, social and cultural influences on women’s experiences and the impact
of birth on them and their children.
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Chapter 13
Resolution of Difficult Experiences
and Future Parenting

Miri Scharf, Pnina Isenberg-Borenstein and Rachel Marcow Rosenberg

13.1 Attachment Theory and Resolution of Difficult
Experiences

Attachment theory explains people’s reactions to difficult experiences and individual
differences in their coping.Attachment representations are said to guide expectations,
feelings, and information processing, as well as emotion regulation, in situations
that are attachment-related (Bretherton &Munholland, 2016; see also Mikulincer &
Shaver, Chap. 18 in this volume), and attachment relationships influence regulation of
emotion and the use of intra- and interpersonal resources when coping with stressful
situations (Field, Gao, & Paderna, 2005; see also Rholes & Paetzold, Chap. 17
in this volume). Whereas adverse experiences can tax individuals’ resources, they
can also promote hardiness and influence how people handle subsequent negative
experiences (Seery, Holman, & Silver, 2010). It is most likely the interplay between
the experiences and individuals’ perceptions and emotions that shapes their responses
and coping.

When faced with stressful situations, securely attached individuals tend to openly
express distress and mobilize problem-solving strategies. Furthermore, based on
their past experiences with close others, they may turn to such people for support
in the effort to overcome stressful situations (Mikulincer & Shaver, 2016). In con-
trast, individuals with high levels of attachment avoidance tend to use deactivating
strategies, restrict accessibility to and suppress expressivity of their vulnerability, and
are less likely to turn to others for support in coping with difficulties (Kobak, Cole,
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Ferenz-Gillies, Fleming, & Gamble, 1993; Mikulincer & Shaver, 2016). Those with
high levels of attachment anxiety tend to use hyperactivating strategies, expressed in
intensification and exaggeration of threats, in order to draw andmaintain the attention
of close others (Mikulincer & Shaver, 2016). Not only do these strategies intensify
negative emotions, but their effectiveness for maintaining the support of close others
has been questioned. In some studies, anxiously attached individuals have shown
ineffective use of support-seeking strategies for maintaining proximity to close oth-
ers, and in others, no association has been found between anxious attachment and
support-seeking strategies (Cantazaro &Wei, 2010; Collins & Feeney, 2000; Fraley
& Shaver, 1998).

Stressful experiences might threaten individuals’ sense of meaning, mastery, and
self-esteem, and increase the risk of difficulties in their daily functioning, including
parenting. However, it appears that it is the lack of resolution of the experiences,
rather than the adversities themselves, that is associated with subsequent problems
(Fraley & Bonanno, 2004; Ho, Chan, Ma, & Field, 2013). Research on stressful
life events has focused mostly on their negative implications for adjustment. But
such events can also promote stress-related growth if the consequent disruption of
individuals’ core beliefs about themselves causes them to reprioritize their goals and
rebuild their self-schemas and worldviews (Helgeson, Reynolds, & Tomich, 2006;
Tedeschi & Calhoun, 1996; see also Taubman – Ben-Ari, Chap. 16 in this volume).
Coping and the process of growth may take time, and perceiving that only good
things have emerged from a difficult experience might indicate an attempt to deny
the negative implications of the adverse experience. But some people are able to
resolve adversity after a period of time, reorientating themselves to the present and
future and achieving a balanced view of the impact of the experience on their life.

Below we describe in detail two studies of women coping with difficult and
challenging experiences. The first relates to stillbirth and the second to the normative
experience of labor and early parenting.

13.1.1 Study 1: Stillbirth and Its Implications

For many couples, pregnancy is a period of anticipation and excitement. An infant
may represent the fulfillment of dreams and fantasies, a way to start over, or the
embarking on one of life’s most significant roles (Robinson, Baker, & Nackerud,
1999). Not surprisingly, therefore, stillbirth, the birth of a fetus that has died in
the womb or during delivery after week 20 of pregnancy, arouses reactions that are
similar to, or even more severe than, those generated by other forms of bereavement
(Scheidt et al., 2012; Shreffler, Greil, &McQuillan, 2011; Wijngaards-de Meij et al.,
2007). Our study focused on the experience of this loss as a formative event in the life
of women andmothers-to-be.We sought to shed light on the relationship between the
attachment dimensions of anxiety and avoidance and the unresolved loss or trauma
of women who experienced stillbirth, as well as on the women’s intimacy with their
partners and their perceptions of future parenthood.
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Stillbirth can have a profound adverse impact on the psychological, social, and
financial status of parents and their close family. Its effects can persist long-term,
influencing subsequent pregnancies and parenthood (Armstrong, Hutti, & Myers,
2009; Cacciatore, 2013). Previous studies have shown that following a stillbirth, 25%
of women developed depression, anxiety (Scheidt, Waller, Wangler, Hasenburg, &
Kersting, 2007; Toffol, Koponen, & Partonen, 2013), or posttraumatic stress disorder
during a subsequent pregnancy or after the birth of a healthy baby (Armstrong et al.,
2009; Turton, Hughes, Evans, & Fainman, 2001). Perinatal loss has also been linked
to marital relationship difficulties, including divorce, as well as feelings of failure as
a mother/wife or of a father as provider and protector (Tseng, Cheng, Chen, Yang,
& Cheng, 2017).

Grieving and resolution of the experience of stillbirth can be complicated. First,
parental grief following a stillbirth may not be culturally acceptable. There is usually
no funeral or public ritual of mourning for a perinatal death, and therefore parents
often feel that they cannot openly express their grief because it is not socially recog-
nized (Kelley & Trinidad, 2012). Doka (1989) uses the term disenfranchised grief
to describe a loss that is unrecognized by society. Furthermore, if grieving does not
follow the expected societal rules with regard to duration and intensity, the parents’
grief can be disenfranchised by their support system as well (Corr, 2002).

Nevertheless, stillbirth can also engender personal growth. Making meaning can
play a critical role in the grieving process and influence the resolution of the experi-
ence and subsequent distress (Gold, Leon, Boggs, & Sen, 2016). Following a still-
birth, some parents were found to feel more caring and compassionate, and less likely
to take anything for granted. Some couples felt a greater closeness and a special bond
in response to the loss they had experienced. Moreover, the quality of the marital
relationship (Cacciatore, DeFrain, Jones, & Jones, 2008; Kersting & Wagner, 2012;
Scheidt et al., 2012) and social support (Cacciatore, 2013; Scheidt et al., 2012) were
found to predict the differing severity of couples’ grief after a perinatal loss.

In our study, we employed quantitative and qualitative methods to examine these
issues. The participants consisted of 30 pregnant women (over 20 gestation weeks)
aged 25–35, without children, who had experienced a stillbirth after at least 20 weeks
of pregnancy within 3–12 months prior to the study (the research group), and 30
pregnant women in their first pregnancy (a paired sample) with the same background
variables who had not lost a fetus (the control group). No differences were found
between the groups in level of education (about 90% had more than a high school
education), length ofmarriage, or duration of pregnancy. Therewas, however, a small
difference in the mean age of the two groups (M = 31.0, SD = 3.7; M = 28.6, SD
= 2.5, in the research group and the control group, respectively) which probably
stemmed from the fact that the women in the research group had had a previous
pregnancy.

The women completed a number of self-report questionnaires: the Experience
in Close Relationships Questionnaire (ECR-Short form; Brennan, Clark, & Shaver,
1998; Wei, Russell, Mallinckrodt, & Vogel, 2007), to examine attachment avoidance
and anxiety (Cronbach α = .70 and .61, respectively); the Berkeley-Leiden Adult
Attachment Questionnaire (BLAAQ-U; Main, van IJzendoorn, & Hesse, 1993), to



222 M. Scharf et al.

examine the level of unresolved loss and unusual beliefs (α = .90 and .86, respec-
tively); and the Personal Assessment of Intimacy in Relationships (PAIR; Olson &
Schaefer, 1981), to examine emotional, social, sexual, intellectual, and recreational
intimacy in their relationships (α= .91 for the total scale). Their perception of future
parenthood was examined by means of several additional questionnaires: the Ability
to Relate to Children (Rholes, Simpson, Blakely, Lanigan, & Allen, 1997; α = .90);
Parental Attitudes Towards Childrearing (PACR; Easterbrooks & Goldberg, 1984),
comprising warmth, encouragement of independence, strictness, and aggravation (α
= .63, .64, .77, and .65 respectively); theMaternal SeparationAnxiety Scale (MSAS;
Hock, McBride, & Gnezda, 1989; α = .92); and the Short Health Anxiety Inven-
tory (SHAI; Warwick & Salkovskis, 1989; α = .75), assessing the mother’s anxiety
regarding the future health of the child. In addition, 10 of the women who experi-
enced stillbirth were interviewed using semi-structured clinical interviews to gain a
deeper understanding of their coping.

A series ofMANOVAswas conducted, with group (research versus control) as the
independent variable and the scores on the various questionnaires as the dependent
variables. TheMANOVAs for attachment dimensions and unresolved loss and trauma
yielded significant effects: [F (2,57)= 6.75, p < .01, η2 = .19] and [F (2,57)= 12.08,
p < .001, η2 = .30], respectively. As hypothesized, women who had experienced
stillbirth displayed higher levels of attachment anxiety and avoidance and higher
levels of unresolved loss than the control group. The results for unusual beliefs were
only marginally significant (see Table 13.1), and no differences emerged for any
of the dimensions of couple intimacy or perceptions of future parenthood (these
examinations, therefore, are not presented in the table).

Because of the study design, we cannot rule out the possibility that the differences
found on the personality-emotional characteristics of attachment and resolution of
mourning existed before the experience of stillbirth. It is reasonable to assume, how-
ever, that this traumatic event at least temporarily harmed the women’s psychosocial
characteristics. The higher levels of attachment avoidance and anxiety may reflect a

Table 13.1 Differences
between the Groups:
Attachment and Unresolved
Loss or Trauma

Stillbirth
(n = 30)

Control
group
(n = 30)

F group η2

M SD M SD

Attachment
avoidance

2.59 1.27 1.94 .49 6.96** .11

Attachment
anxiety

3.46 1.07 2.73 .74 9.25** .14

Unresolved
loss

2.54 .73 1.78 .41 25.44*** .30

Unresolved
trauma

2.03 .74 1.72 .57 3.34+ .05

+ p < .10; ** p < .01; ***p < .001
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need for distancing while still needing close support, along with the worry that such
support would not be adequately and consistently provided. The higher levels of
unresolved loss may result from the fact that the traumatic loss had been experienced
relatively recently, no more than one year prior to the study.

We also examined whether the stillbirth experience moderated the associations
between attachment orientation or unresolved loss or trauma and the variables of cou-
ple intimacy and imagined future parenting. To test the moderations, a moderation
models were examined employing the SPSS Macro for multiple regressions follow-
ing Preacher, Rucker, and Hayes (2007) moderation model (model 1) testing the
assumption that the relationship between the independent variable (i.e., attachment
avoidance, attachment anxiety, and unresolved loss or trauma) and the dependent
variable (couple intimacy and imagined future parenting) is contingent on the level
of the moderator (i.e., the stillbirth or the control group). The regression analyses
revealed one significant interaction. Specifically, as can be seen in Fig. 13.1 women’s
attachment avoidance positively predicted strictness among women in the control
group (B = .501, SE = .220, p = .026, 95% CI .060, .942), but not among women
of the research group.

Surprisingly, therefore, the results suggest that even though the experience of the
loss of a fetus is a difficult, perhaps even traumatic, event, in some cases it may
buffer women from the negative implications of their perception of their imagined
relationshipwith a future child.Moreover, it does not appear to harm couple intimacy.
The stillbirth experiencemight lessen the distancing tendencies ofwomenwith higher
levels of avoidance, causing them to relax control over their emotions and behaviors
and act in a manner contrary to their tendency to keep distant and aloof in close
relationships (Mayseless & Scharf, 2007). It is important to note, however, that the
women in our study reported on their imagined parenting. The results should also be
examined in the context of actual parenting.
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The qualitative analysis shed light on women’s experience following a stillbirth.
Various aspects of this experience were also expressed in their responses in the
interviews, as demonstrated below.

Ayelet described difficulties related to unrecognized loss:

The environment doesn’t understand anything you’re going through. They want to help but
they don’t have the tools, and some people just don’t have tact. I had a girlfriend whose
pregnancy was a month longer than mine. The first time we talked [after the stillbirth],
she said: At least you didn’t have to suffer the eighth and ninth month. It’s like, listen, I
would have been very happy to suffer those months, really happy. I had friends at work
who completely ignored the loss even when they saw me. As if it didn’t happen. It was
mostly men. They didn’t know what to do with it and just walked by. There were all kinds
of girlfriends with children who started to develop ideas about how I was supposed to feel
about them having a healthy child. There was no connection between their inventions and
reality.

The interviews revealed that despite the tendency of the women who had experi-
enced stillbirth to distance themselves from their spouses, express anxiety regarding
the next pregnancy, andperceive themselves as having a “damaged”maternal identity,
they also saw their distancing behavior as part of a natural processing and resolution
of the loss. They described it as an event that strengthened them andmade them better
women and mothers. Indeed, most women related to the stillbirth as contributing to
the creation of their unique identity as experienced, understanding mothers who had
suffered from the tragic pain of loss but come out of it stronger. Daphne explained it
as follows:

How did it change me? I think it calmed me in some way. I feel I’ve changed, but I don’t
know if I can define it. I let go more easily today. I accept reality as it is. Also, when I don’t
feel good about something, I don’t obsess about it because there’s nothing I can do. I don’t
make things into a drama. I don’t get obsessive about it. I mean, if something happens and I
don’t like it, I don’t jump through hoops to make it suit me. I’m talking about things that are
irreversible….And I’m taking care of myself. I read more books, I play in the garden more
because it makes me happy, I play with my dogs more. I really enjoy it….There is a lot of
change. It changes you.

Another woman stated:

As far as I was concerned, it was a sign of life in general and not necessarily something that
relates to stillbirth….That’s not the point. I’m not worried about that. I’ll be a mother. I’ll
adopt if I need to. I’m not dealing with it now. I just want to be a better person. That’s what
I got from it….What kind of a mother will I be? That’s also a fear. I don’t know. I can’t
say that I’ll be a good mother. I hope not to be an impatient mother. I work on myself. I’m
impatient despite my profession [clinical professional] and…so of course my job in life will
be to develop patience with my child. That’s it. It’s the only thought that worries me. That I
not find myself like all the parents who yell at their children, even though I know it’s not a
good way to bring them up.

Finally, in the words of another mother, “I believe that the moment I become a
mother, I’ll be a different mother, better than I would have been if I had given birth
on time.”

Thus the narratives demonstrate growth deriving from the traumatic experience.
The interviews revealed that themothers had an optimistic, yet balanced and realistic,
view of themselves and their future parenting.
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13.1.2 Study 2: The Childbirth Experience

The experience of labor and delivery has a special and emotional place in the lives of
many parents. Nevertheless, according to a recent meta–analysis (Grekin & O’Hara,
2014), the prevalence of postpartum PTSD ranges between 3.1% among community
samples and 15.7% among risk samples. Furthermore, 20 to 48% of women perceive
childbirth as traumatic and report a number of PTSD symptoms (Alcorn, O’Donovan,
Patrick, Creedy, &Devilly, 2010; see also Ayers & Sawyer, Chap. 12 in this volume).
It is most likely the interplay between the events and women’s perceptions and emo-
tions during the delivery that is the determining factor in the onset of PTSD. Women
mention several issues as contributing to the distress of the experience, including:
medical interventions; pain; negative subjective experiences; dissatisfaction with the
care received during delivery or the feeling theywere treated unsympathetically; lack
of support; a sense of being powerless and not in control; and a flooding of emotions
(Ayers, Bond, Bertullies, & Wijma 2016; Cigoli, Gilli, & Saita, 2006; DeGroot &
Vik, 2017; Elmir, Schmied,Wilkes, & Jackson, 2010). Unlike other traumatic events,
however, birth is a normative and common experience, and talking about it is routine
and culturally acceptable. Furthermore, the opportunity to retell the birth story may
facilitate a coherent perception and narrative of it (Ayers, Radoš, & Balouch, 2015).

An unresolved traumatic childbirth experience can interfere with the development
of the mother’s bond with her baby. Nevertheless, few studies to date have examined
the emotional and cognitive processes related to the way the birth experience is
resolved (Waldenström, 2003; Wilson, Rholes, Simpson, & Tarn, 2007). Our second
study therefore sought to employ a longitudinal design to examine the associations
between attachment security and the experience of support during childbirth on the
one hand, and the resolution of the labor experience and quality of the interactionwith
the baby three months later on the other. The mother–baby interaction was examined
bymeans of analysis of themother’s emotional availability. This observation allowed
for assessment of the interaction as expressed by the ability of both parties to respond
to feelings, desires, motivations, and aims in a mutually adapted manner (Biringen,
2000; Biringen et al., 2000).

The participants in this study were women who had recently delivered their first
child, having given birth vaginally to a full-term, live baby between three and three-
and-a-half months earlier. Pregnant women were recruited through ads published
throughout the university, on the Internet and in forums dealing with pregnancy and
childbirth, and via the snowball method. Sixty-six women agreed to take part in the
study.Of these, 18 delivered by caesarean section andwere excluded from the sample.
Another 14 women were excluded because they did not return the questionnaires in
the first stage, and one participant was excluded due to premature birth. The final
sample therefore consisted of 33 who met all the criteria and completed both stages
of the assessment. Mean age was 28; 97% had an academic education; 70.6% had
participated in a preparatory course for the birth with their partner; 72% received an
epidural during delivery; and 18% were supported by a doula during birth. Thirty-
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three percent of the women reported special difficulties during labor, such as intense
pain, fetal distress, or vacuum birth.

The first assessment was conducted during the third trimester of pregnancy. The
women completed several self-report instruments, including: a demographic ques-
tionnaire; the Experience in Close Relationships Questionnaire (ECR; Brennan et al.,
1998), to examine attachment anxiety and avoidance (Cronbach α = .92 and .88
respectively); the Berkeley-Leiden Adult Attachment Questionnaire (BLAAQ-U;
Main et al., 1993), to examine past resolution of loss (α = .86) prior to the childbirth
experience; and the Enacted Support Questionnaire (ESQ; Barrera, 1986; Barrera &
Baca, 1990; Barrera et al., 1981), to examine the perception of support from partners,
friends, mothers, and fathers (α = .91, .81, .89, and .85 respectively).

For the second assessment, when the babies were three to three-and-a-half months
old, a three-hour meeting was scheduled with each of the mothers at their home. The
meeting began with an interview to gain an in-depth understanding of the mother’s
perception and resolution of the childbirth experience and her relationship with her
infant. The mother–baby interaction was then observed using the emotional avail-
ability scales (Biringen & Robinson, 1991). First, the mothers were asked to play a
structured game with the baby, selecting from three available toys: an activity mat,
a rattle, and a mirror. In the second part of the observation, they were asked to play
freely, choosingwhat to dowith the baby on their own. Following the observation, the
mothers were asked to complete the questionnaire relating to support during child-
birth (Enacted Support Questionnaire—ESQ; Barrera, 1986; Barrera & Baca, 1990;
Barrera, Sandler, & Ramsay, 1981) a second time, along with a childbirth question-
naire (Traumatic Event Scale—TES; Wijma, Soderouist, & Wijma, 1997; α = .73)
aimed at identifying women suffering from trauma as a result of the childbirth expe-
rience.

The following findings emerged. No significant associations were found between
high levels of anxious attachment and support during childbirth. However, mothers
characterized by high anxious or avoidant attachment tended to have amore traumatic
perception of the childbirth experience. The qualitative analysis revealed additional
variables that appear to be associated with the traumatic perception of childbirth.
More than half of the mothers (18 of 33) described the experience as very difficult,
referring in the interviews to lack of control during the birth, fear of their own and
their baby’s death, and a profusion of negative feelings (anger, frustration, despair)
regarding the birth and the attitude of the medical team. These feelings may therefore
be significant contributors to the perception of the birth as a difficult event.

Furthermore, amongmothers characterized by high levels of avoidant attachment,
there was a positive association between support during the birth and their maternal
feelings and sensitive response to the baby. This use of support is uncustomary for
people high on avoidant attachment. It might reflect changes the women underwent
during their pregnancy that enabled them to turn to others and effectively take advan-
tage of their help. Alternatively, having supportive close others might have helped
them revise their perceptions regarding the trustworthiness of others and the impor-
tance of closeness and support. It is also possible that the stress they experienced
during labor disrupted their automatic responses, facilitating modifications to their
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usual way of coping. Their enhanced ability to turn to others and use their support
might have persisted after the baby was born, helping them adapt during a time that
is often challenging, especially for first-time mothers. Thus, whether due to a new
capacity themothers developed or to the qualities and support of close others, support
during childbirth appears to serve as a buffer in the relations of avoidantly attached
mothers and their babies, promoting their sensitivity to the infant.

Analysis of the participants’ narratives in the interviews enabled us to differentiate
between three groups that correspond to the three main categories of attachment
patterns. The first, displaying secure attachment, can be characterized by a statement
made by one of the mothers, Lilach: “I have learned about myself and grown stronger
from the experience.” Mothers in this group reflectively evaluated their experience
during childbirth, relating to both positive and negative emotions. In general, they
were able to recognize the best and worst parts of the experience, even when it was
difficult and did not match their expectations. For these women, the event of giving
birth was meaningful and empowering.

Hannah, for example, described a difficult birth that did not quite coincide with
her expectations. Despite her painful memories, she was able to focus on the positive
aspects of her labor, including a sense of strength derived from her ability to cope
with it. She described it as follows:

I really felt like the queen of the world…I felt like the queen of the world in the whole
process, as if from the moment the labor pains began until the baby was lying on me, I really
felt like I was a queen, that I could stand it and could do it. Here I am doing this. It’s a bit
painful, uncomfortable - actually it doesn’t hurt a little, it hurts a lot - it’s uncomfortable and
it’s difficult, but here I am doing it and here comes another labor pain. Today, in retrospect, I
can say I was going to get the biggest prize I could ask for….This was a very important time
in my life. It’s the kind of an event…I can say it was a formative event in my life, nothing
less, truly a formative event….As I said before, I learned a lot about myself. It really made
me strong. It put me in a place where I also softened a lot, because of this place, this event.

When speaking of her child, she said:

I believe that my child came to soften me a little, and that’s okay. It’s not terrible if I didn’t
finish something to the end or I told him he’s like that….I don’t have to do everything by
the book. From my point of view, the fact that I’m here gives him the feeling that mother is
right here and you’ll always have somewhere to return to, you’ll always have a home, if you
want it….Mother will always be there for you.

In reference to her daughter, another mother said:

She’s a pure pleasure, a pure pleasure. She’s an amazing girl, just amazing. She’s so commu-
nicative and deep, she has such a look. I don’t know how to explain it. She smiles and she’s
sweet….It’s very, very easy to love her, very easy, and she’s really placid….Even if she cries,
you pick her up and she calms down immediately….We’re connected. It’s a very great love.
It’s falling in love. I think I’m in love with her….She’s so responsive, you know, she’s cute,
she gives a lot of feedback….She smiles and she’s happy to see me and my husband….She
knows very well what she wants, in a gentle way. [She laughs.]

In contrast, the second group corresponded to anxious attachment and was char-
acterized by ambivalent perceptions of pregnancy, parenthood, and the child. In the
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words of one participant: “Whether it’s good or it’s bad, there’s no way back.” As
Shani put it:

Of course I explained [my feelings] to my partner, but as long as he was not in a place where
he really wanted a child, he could listen and say ok when I told him about my fears and where
I am. But I knew that once he was in a place where he really wanted to be [pregnant] now,
that would become my job then and there, and if we wait, then maybe we won’t succeed, all
kinds of things like that. And what do you mean I don’t want [to get pregnant], what kind of
woman [doesn’t want a child].

Yuval related how the discovery of her pregnancy was followed by negative emo-
tions. She described difficulties in accepting the pregnancy, fear of loss of autonomy
in her life, and fear that the future baby would harm her relationship with her partner:

As if once you have this [the pregnancy] there is no way back, then there’s such a feeling
of…really? This is really happening? [She laughs.] That, no, there’s no other way, no way
back. So, from there on all that’s left is to understand that…there are going to be changes
and…to accept that…and that I will not be only with my husband and it’s difficult….Up to
now I could be free and do what I want….It’ll be together, just a different kind of together.
And…I’ll have to be entirely committed to the little creature….It’s hard to understand that
from the point that…I’m the center of my world, or my couple relationship is the center of
my world…my child is now the center. That’s the difficulty.

The mothers in this group described their relationship with their baby mainly in
negative terms, such as distance, anger, and guilt. Yuval described caring for the child
as instrumental, and expressed feelings of alienation and distance:

It was matter of fact from the start. You’re the baby girl, I’ll be the mother. I have to change
your diapers, feed you, change your diaper again, help you burp, change your clothes. At
first she was really a piece of nothing, she just was there, she did what I wanted. I wanted
to change her clothes, I changed her clothes. She wanted to sleep, she slept. She wanted to
eat, she ate. As if it was very, very, very laconic…not thrilling or exciting.

Another woman described her baby boy in a similar manner, saying: “until now
he was a lump, like a potato that eats and sleeps, food, diaper.” The difficulties of
breastfeeding also made her feel negative and resentful toward her baby:

I gave up breastfeeding because I felt I was starting to develop [she hesitates]…I suffered
terribly from the pump, and it hurt, and it took time I didn’t have anyway… It hurt me terribly,
and…I started to have bad feelings toward him, like…look what I have to do because of you,
not for you.

The tumultuous emotions and ambivalence in the narratives of the women in
this group are evident. This hyperactivation contributes to vague and incoherent
perceptions of the self, the pregnancy, and the child, expressed in negative emotions
directed toward the child who was born before the mother had made up her mind that
she really wanted a child now. The indecisiveness resulted in a less smooth transition
to pregnancy and parenthood in view of the lack of preparation for the necessary
investment in developing a parent identity, learning the child’s traits, and developing
a unique bond with the baby, and not just providing for its physical needs.

The third group corresponded to the attachment avoidance dimension, character-
ized by the phrase: “I knowhe’smine, but I don’t feel it.”Mothers in this groupoffered
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a limited description of their experience of childbirth, answering in few words. They
lacked emotional expression and were emotionally disconnected from the process
they had undergone. In fact, it was difficult to understand their experience from their
narratives. Noa, for example, gave only brief answers throughout the interview, and
sometimes resisted answering at all. She found it hard to recall the process of child-
birth, and focused mainly on her current experience. Her emotional detachment was
obvious in all her answers:

Throughout my pregnancy, I lived my life exactly the same [as always]….In retrospect, I
don’t remember myself pregnant, as if I went through it quickly. I didn’t feel anything, I had
no side effects during pregnancy….I didn’t feel a change or anything…really… a completely
normal life…the entire period of pregnancy…. I can’t tell you there was an amazing change.
I can’t tell you there was any change in my body, except that my belly was big. I didn’t
feel it, I didn’t understand. Even today, I think I didn’t understand what it meant that I was
pregnant. Nothing, nothing, nothing. I lived my life, it was exactly the same….

Even today I can’t tell you a million percent…he [her baby] is mine….I know he’s mine
but I don’t feel it. As if sometimes I say, hey, I have a child. As if I take hold of myself
and say, hey, I’m a mother. It’s not real. Certainly not after three months, at least not for
me….Our house…you know, people keep coming in and going out. We grew up together,
in this neighborhood, me and my partner. I just made lunch, and a good friend of ours came
in….My partner came out from [working on] the computer, [and asked] where’s the child?
[She laughs.] I told him I don’t know. [She giggles.] I didn’t notice. Maybe someone took
him for a walk. After half an hour they came back. [She giggles.] Do you understand? Like
we live our life and he lives it with us. No, I don’t feel like suddenly I can’t do things
because…so it’s like there’s no feeling of a fundamental…change.

When Noa was asked to describe her son’s character, she had a very difficult time
and could not really do it: “I can’t tell you, except that I can say I think he will be, that
he is stubborn, but no, no, I can’t tell you. I don’t…I can’t point to any personality
traits.” Her description of her parenthood and her child reflects detachment and
alienation. She was neither familiar with her child, nor interested in getting to know
him better. This distancing not only limited access to negative emotions, but also
precluded positive emotions and enjoyment.

To conclude, according to attachment theory, people characterized by insecure
attachment tend to recall less positivememories from attachment-related experiences
(Dykas & Cassidy, 2011; Simpson, Rholes, &Winterheld, 2010). Moreover, women
with an avoidant attachment stylewhounderwent operative births showed the greatest
risk of developing PTSD symptoms (Ayers, Jessop, Pike, Parfitt, & Ford, 2014;
see also Ayers & Sawyer, Chap. 12 in this volume). It is not surprising, therefore,
that mothers displaying high levels of anxious or avoidant attachment tended to
have a more negative and traumatic perception of the childbirth experience three
months later. In addition, support in general, and during childbirth in particular,
was associated with more sensitive parenting. Individual differences in attachment
patterns were also revealed in the way the women perceived themselves as mothers
and theway they perceived their children, and thusmight shape the emergingmother-
child relationship.
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13.2 Summary and Conclusions: Are Difficult Experiences
Destructive or Constructive?

The experience of stillbirth, as well as delivery of a healthy child, can be stressful
and even traumatic for the mother. It may act as a trigger, turning individuals’ vulner-
abilities into actual difficulties and generating stressful reactions, such as mourning,
anxiety, and anger, which must be resolved. In the present studies, the resolution
of difficult experiences was examined from the perspective of attachment theory. A
healthy resolution process is indicated by a successful effort to accept the fact that
there has been a change in the individual’s external world and to rearrange their inner
world accordingly. Whereas a disordered mourning process might be expressed in
particularly intense and long-lasting emotional reactions to the event (Bowlby, 1980,
1988), the healthy resolution of difficult experiences is reflected in reorientation to
the present and future and a balanced view of the impact of the loss on oneself.
Thus, acknowledgement of the changes following stillbirth or a stressful childbirth
experience promotes successful coping. Lack of resolution might leave mothers with
negative feelings and hamper future parental functioning.

Our studies highlight both the risk and the protective factors in the normative
stressful life event of the transition to parenthood, pointing to factors that promote
positive change and increased strength in the face of adversity. It was found that
attachment security can buffer the adverse implications of mothers’ stressful experi-
ences. Based on their past experience, securely attached individuals are more likely
to openly communicate their distress, mobilize problem-solving strategies, and seek
social support than are insecurely attached individuals (Mikulincer & Shaver, 2016;
see also Mikulincer & Shaver, Chap. 18 in this volume). In contrast, high levels of
attachment anxiety, attachment avoidance, and prior unresolved loss appear to make
mothers more vulnerable when encountering the stressful circumstance of the tran-
sition to parenthood (Simpson, Rholes, Campbell, Tran, & Wilson, 2003; see also
Rholes & Paetzold, Chap. 17 in this volume).

The studies reveal the protective role of support and closeness, especially when
facing difficult experiences. This is particularly beneficial in caseswhere individuals’
characteristics make them more vulnerable from the outset. Intimacy with one’s
partner and support from a close other during childbirth might offset the negative
implications of the difficult or traumatic experience. It has also been suggested that
health professionals involved in childbirth need to emotionally support mothers,
who often experience a traumatic birth regardless of their child’s survival or health
(Üstündağ Budak, Harris, & Blissett, 2016). Other researchers (Kendall-Tackett,
2014) have suggested examining women’s attitudes toward pregnancy, labor, and
delivery, their fear of childbirth, and their interactions with the medical team in
order to better understand the variables that contribute to mothers’ adjustment or
maladjustment and the best way to facilitate their coping.

The sociocultural context also plays an important role and can influence the
chances that stillbirth or a difficult labor will develop into disenfranchised grief.
The strong value of family, together with an almost universal desire to marry and
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have children (Scharf &Mayseless, 2010), make these childbirth-related experiences
especially sensitive. In the case of stillbirth, in Israel the process of mourning may be
complicated by the traditional Jewish burial of the fetus in a mass grave whose site
is not revealed to the parents, as well as the lack of established mourning customs.
Furthermore, because of the high value placed on children in the country, stillbirth
may be perceived as a failure to fulfill an essential societal expectation (Golan &
Leichtentritt, 2016). The same sociocultural climate might also restrict openness to
expressing difficulties with regard to the delivery.

The interviews enabled in-depth observation of women’s experiences from their
point of view, providing insight into their difficulties and strengths. However, as the
study samples were small, these issues warrant further investigation in larger and
more heterogeneous samples (e.g., less educated women, different cultural back-
grounds, etc.).

Finally, the studies provide evidence of women’s resilience and growth despite
significant risk or adversity. Previous research has also shown that adverse expe-
riences can promote hardiness and resilience and facilitate coping with similar
experiences in the future (Seery et al., 2010). For example, parents of premature
babies reported a greater level of personal growth than parents of full-term infants,
which might be the result of their successful coping with prior difficult experiences
(Taubman –Ben-Ari&Spielman, 2014; see alsoTaubman –Ben-Ari, Chap. 16 in this
volume). People who have overcome adversity in the past may be better at appreciat-
ing life’s small pleasures, as demonstrated in the women’s narratives in our studies.
In addition, a recent study of individuals’ mindsets with regard to stress found that
those who hold a “stress-is-enhancing mindset” reveal more adaptive physiological
responses andmore approach-oriented behavioral responses when coping with stress
(Crum, Salovey, & Achor, 2013). The authors demonstrated that a short intervention
can be successful in changing mindsets, and that a stress-is-enhancing mindset is
associated with positive changes in self-reported psychological symptoms and work
performance. Thus, incorporating such elements into existing pre-birth coursesmight
alter people’s perceptions of the malleability of stress and facilitate their coping if
and when they are faced with stressful events and situations.
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Üstündağ Budak, A. M., Harris, G., & Blissett, J. (2016). Perinatal trauma with and without loss
experiences. Journal of Reproductive and Infant Psychology, 34(4), 413–425.

Waldenström, U. (2003). Women’s memory of childbirth at two months and one year after the birth.
Birth: Issues in Perinatal Care, 30(4), 248–254.

Warwick, H. M. C., & Salkovskis, P. M. (1989). Cognitive and behavioral characteristics of primary
hipochondriasis. Scandinavian Journal of Behavior Therapy, 18(2), 85–92.

Wei, M., Russell, D. W., Mallinckrodt, B., & Vogel, D. L. (2007). The experiences in close rela-
tionship scale (ECR)-short form: Reliability, validity, and factor structure. Journal of Personality
Assessment, 88(2), 187–204.

Wijma, K., Soderouist, J., & Wijma, B. (1997). Posttraumatic stress disorder after childbirth: A
cross sectional study. Journal of Anxiety Disorder, 11(6), 587–597.

Wijngaards-de Meij, L., Stroebe, M., Schut, H., Stroebe, W., van den Bout, J., van der Heijden, P.
G. M., et al. (2007). Patterns of attachment and parents’ adjustment to the death of their child.
Personality and Social Psychology Bulletin, 33(4), 537–548.

Wilson,C.L.,Rholes,W.S., Simpson, J.A.,&Tran, S. (2007).Labor, delivery, and early parenthood:
An attachment theory perspective. Personality and Social Psychology Bulletin, 33(4), 505–518.



Chapter 14
Confronting Existential Concerns
in the Transition to Parenthood:
A Theoretical and Therapeutic Model

Noga Levin-Keini and Shirley Ben Shlomo

14.1 Introduction

Examining the confrontation with stressful traumatic events through an existentialist
prism has been common practice since the early 20th century (Frankl, 1984).
However, it is only in the past 20 years, with the development of the theoretical
approach of positive psychology (Seligman & Csikszentmihalyi, 2000), that this
prism has been used to examine the transition to parenthood. Positive psychology
holds that the impact of stressful life events should be considered not only in terms
of mental health, but also in terms of the individual’s ability to grow and develop
beyond the level at which they functioned prior to the event, or what is known
as posttraumatic growth (Tedeschi & Calhoun, 2004). Initial studies adopting this
approach focused mainly on traumatic events such as terminal illnesses (Widows,
Jacobsen, Booth-Jones, & Fields, 2005), bereavement (Bonanno, Papa, Moskowitz,
& Folkman, 2005), and the birth of a child with special needs (King & Patterson,
2000), rather than on normative stressful events in the life cycle.

Studies describing the possibility of growth and development as a result of norma-
tive events, among them the transition to motherhood, were first published in Israel
and England in 2009 (Sawyer & Ayers, 2009; Taubman – Ben-Ari, Ben Shlomo,
Sivan, & Dolizki, 2009; see also Ayers & Sawyer, Chap. 12; Taubman – Ben-Ari,
Chap. 16 in this volume). Some continued to use the term “posttraumatic growth,”
while others preferred “personal growth” or “psychological growth.” Since then,
many studies have been carried out in the context of the transition to parenthood in
general, and motherhood in particular, examining, for example, growth and meaning
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in the life of mothers and grandmothers (Taubman – Ben-Ari, Ben Shlomo, & Find-
ler, 2012), the potential for personal growth of heterosexual versus lesbian mothers
(Shenkman, 2018), satisfaction in life among first-time fathers (Taubman – Ben-Ari,
Skvirsky, Bar Shua, & Horowitz, 2017).

Development of the theory of positive psychology has also led to the expansion
of therapeutic models for mothers and fathers transitioning to parenthood. This tran-
sition was previously probed principally via psychodynamics (Espasa, 2004), which
places the emphasis on the manner in which unconscious content from the parent’s
past evokes anxiety, which in turn arouses the use of defence mechanisms and/or cre-
ates parental psychopathology. In contrast, newmodels focus on the present, seeking
to promote growth in the wake of the stressful experience. Moreover, the emergence
of the inter-subjective approach, also known as the “psychology of two people,” led
to the introduction of terms such as mutual relations between the therapist and the
patient, as well as to concern for the manner in which arousal of suffering in the
patient awakens suffering in the therapist (Aron, 1996).

In therapeutic terms, the existentialist approachdrawson these principles and elab-
orates on them. It holds that a person exists at one and the same time in four existential
dimensions (physical, psychological, social, and spiritual), which, although differ-
entiated from each other, are also closely interconnected. Unlike therapists adopting
other approaches, the existentialist therapist is not concernedwith the development of
the patient’s personality profile or with an attempt to interpret events in the patient’s
life by means of an understanding of their mind. Instead, they examine which of the
dimensions in the patient’s life are stable and which are precarious and in need of
support and strengthening.

Quantitative tools are generally used to examine the theoretical concepts deriving
from the existentialist approach, such as meaning in life, a search for this meaning
(Steger, Frazier, Oishi, & Kaler, 2006; see also Morse & Steger, Chap. 1 in this vol-
ume), and an awareness ofmortality (Levasseur,McDermott, &Lafreniere, 2015; see
also Solomon, Chap. 11 in this volume). This chapter presents a different approach:
a convergence of diagnostic tools, therapy, and evaluation based on an understanding
of existential psychodynamics as described by Yalom (1980). We begin by outlining
the principles of existentialist therapy, and then explain how it dealswith fundamental
questions raised in the transition to parenthood. Finally, we describe an intervention
model for new parents based on this approach, illustrating its principles by means of
two clinical cases.

14.2 What Is Existential Psychotherapy?

Existential psychotherapy is a form of dynamic mental therapy that developed, like
other approaches, as a by-product of Freud’s (1914) psychodynamic theory. The
principal difference between existentialist and Freudian therapy lies in the emphasis
they place on the element of drive in the individual. The classic Freudian approach
holds that a person’s inborn drive clashes with the demands of the environment
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(initially the external, and subsequently the internal environment), arousing anxiety,
with which the person copes through defence mechanisms that enable the drive to be
expressed indirectly. In contrast, the existentialist approach maintains that the basic
conflict is not between the inborn drive and the environment, but rather between
the individual and existential givens (concerns and the individual’s inherent traits),
which are an integral part of their very existence in the world. An awareness of these
concerns leads to anxiety, with which a person copes through defence mechanisms,
some conventional, such as those described by Freud, Anna Freud, and Sullivan, and
others unique, designed to cope specifically with existential fears (Yalom, 1980).

14.3 Ultimate Concerns

Yalom (1980) defines four ultimate concerns that lie at the core of the dynamic-
existential conflict:

1. Death—Although we live in the present, we know he says, that one day we will
cease to exist, creating a conflict between awareness of inevitable death and the
desire to continue living. “It is not easy for individuals to live everymoment being
aware of death; nor can individuals live frozen in fear, so they develop methods
to soften death’s terror. We project ourselves into the future through our children,
we grow rich and famous, ever larger; we develop compulsive protective rituals;
or embrace an impregnable belief in an ultimate rescuer” (Yalom, 2008, p. 5).
The transition to parenthood underscores this existential issue since the moment
people become parents they realize that they are responsible for the life of a new
generation. In other words, they are made aware of the fact that they are next in
line to die.

2. Freedom—This refers to the lack of an organized external template that deter-
mines our actions, such as study, work, or relationships. That is to say, freedom
connotes the absence of solid ground under our feet, giving rise to a conflict
between the void and the yearning for terra firma. A key existential dynamic
then, is the clash between our confrontation with groundlessness and our wish
for ground and structure (Yalom, 1980, p. 9). The term “groundlessness” is used
to describe the subjective experience felt when confronting existential freedom
and the anxiety that may be generated when one encounters the reality of abso-
lute self-responsibility in an existential sense. Yalom adds, “Viewed from the
perspective self-creation, choice, and will, and action, freedom is psychologi-
cally complex and permeated with anxiety” (Yalom, 2002, p. 141). The total
dependence of the infant and the parent’s absolute self-responsibility from now
on accentuates the loss of the freedom and spontaneity that previously character-
ized the parents’ lives. From now on, their lives will be determined by the child
who is utterly dependent on them.

3. Existential isolation—i.e., fundamental isolation from other people and from the
world. “No matter how close each of us becomes to another, there remains a
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final unbridgeable gap; each of us enters existence alone and must depart from it
alone. The existential conflict is thus, the tension between our awareness of our
absolute isolation and our wish to be part of a larger whole” (Yalom, 1980, p. 9).
Childbirth is a powerful experience that calls attention to the existential isolation
of new parents, who will never regain what they once had. This experience
remains with them, constantly requiring them to trade their previous personal
and social frames of reference for new ones that typify young parents.

4. Meaninglessness—Ifwe are destined to die and, in the final analysis, we are alone
in theworld,whatmeaning is there to life? Is it possible under the given existential
conditions to create meaning? Such questions generate a conflict between the
search for meaning and the recognition that we live in a universe that has no
meaning.

An existential position holds that the world is contingent—that is, everything that is could
as well have been otherwise; that human beings constitute themselves, their world, and their
situation within that world; that there exists no “meaning,” no grand design in the universe,
no guidelines for living other than those the individual creates. The problem, then, in most
rudimentary form is, How does a being who needs meaning find meaning in a universe that
has no meaning? (Yalom, 1980, p. 423).

Yalom claims that, meaning in life is the outcome of an internal dialogue with
the world. Many people mistakenly believe that the transition to parenthood, that is,
the creation of a new human being, will fill their lives with meaning. In practice,
however, what they feel is meaninglessness. In and of itself, creating life does not
impart meaning. What does is the parent’s ability to conduct an existential dialogue
on the experience.

An additional difference between existential and Freudian dynamics lies in the
question of how deeply the therapist delves in attempting to identify the patient’s
conflicts (Freud, 1914). Freud described the child as a being that develops through
copingwith psychosexual phases throughwhich the psychic apparatus is constructed:
id, ego, and superego. Each developmental stage is built on the achievements or
fixations of previous stages. According to this approach, the therapist could be said to
conduct an archaeological excavation in an attempt to reach down to themost ultimate
conflicts. Since the existentialist dynamic does not uphold the developmental model,
an in-depth probe into a basic concern does not necessarily investigate a person’s
past, but rather examines the relationship between the individual and the space around
them. The past is important only insofar as it impacts daily existence and helps or
hinders the grappling with existential concerns.

Existentialist theoreticians (Binswanger, 1963; van Deurzen, 1984; Yalom, 1980)
relate to the manner in which the ultimate concerns in life, and in the clinic, are seen
through four existential dimensions. Each dimension brings the person face to face
with both their aspirations and their fears.

1. The physical dimension—i.e., the material world and the individual’s attitude
toward the constraints and challenges that this dimension poses. The existential
aspiration in this dimension is survival: the achievement of existential security.
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2. The social dimension—that is, the attitude toward others living side by side
with the individual, and the public domain in which social norms, social conven-
tions, and interpersonal dynamics impact behavior andworldview. The individual
oscillates between the desire to be accepted and the fear of rejection and isola-
tion. Their relationships with others always swing between those stemming from
power (a healthy motive) and those deriving from the need to control others (an
unhealthy motive).

3. The psychological dimension—or the individual’s attitude toward themselves as
delineated through internal reflection. A person fluctuates between a crystallized
identity and self-confusion.

4. The spiritual dimension—i.e., the individual’s attitude to the beliefs, concepts,
values, and principles underlying their life. This dimension represents the indi-
vidual’s general world image, which largely determines the perception of the
quality of the other dimensions and the meaning of life. A person vacillates
between existential meaning and existential emptiness, the aspiration being to
adopt an all-encompassing worldview that will help them understand a strange
and alienated world.

Existentialist therapy relates to features in the particular individual’s personality
and environment, the way in which they influence their level of anxiety, and the
defence mechanisms they employ to cope with existential concerns. While some
of these defence mechanisms are traditional, such as suppression or denial, unique
mechanisms can also be used to cope with existentialist experiences, ultimate rescuer
defense is less effective than the belief in personal specialness.

For example, a defence mechanism that appears in response to the concern about
the finality of life, or one defined as the person’s belief in his specialness and his
“protection from harm” (Yalom, 2008, p. 5). According to Yalom (1980), another of
these unique mechanisms is the protection of the “ultimate rescuer” (p. 129). Here
people depend on others being potential saviors, particularly because of their belief
that they are controlled by external forces. Dependence on others leads to a feel-
ing of powerlessness and low self-efficacy. In cases of meaninglessness or a sense
of existential isolation, some people choose the defence of merging with a strong
figure or another entity (group, goal, or project). As they are using others in order
to feel less anxious, the relationships that develop are not genuine. A final common
mechanism used against a sense of responsibility is to temporarily opt for loss of
control. People may behave irresponsibly, even toward themselves, and may even
develop compulsive behavior as a defence against the need to assume responsibil-
ity. Yalom claims that a full caring relationship while conducting therapy includes
the following components: “transference, parataxic distortions, ulterior motives and
goals—all must be swept away before an authentic relationship with another can
prevail” (Yalom, 1980, p. 381).
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14.4 Identification of Ultimate Concerns

Amajor question is howcan the nature of ultimate concerns be uncovered?According
to Yalom: “out of the depth of the relationship”, the therapist “helps the patient to
face isolation and to apprehend his solitary responsibility for his own life—that is
the patient who has created his life predicament and that, alas, it is the patient and
no one else, and who can alter it”. (Yalom, 1980, p. 406).

The conditions for a successful therapeutic process are simple: isolation, quiet,
time, and detachment from daily disturbances. If we can arrive at the root of our
own being, we will be able to confront the existential facts of life. This process
of deep inner contemplation is frequently accelerated by immediate experiences or
“border situations,” such as coming face to face with death, dealing with fateful
and irreversible decisions, or the collapse of the basic psychic scheme of things that
impart meaning.

14.5 Transition to Parenthood as an Existential Experience

The transition to parenthood can be perceived as a seminal experience. The decision
to become a parent is generally a conscious one, but from the moment we make the
transition to parenthood we have to cope with an irreversible reality that inherently
contains, alongside the joy, a sense of loss—loss of one’s former shape, loss of
previous relationships, loss of free time, and so on. The transition to parenthood also
entails a loss of former identities. For example, the new mother goes from being
the “daughter of” or the “wife of” to being the “mother of.” She now belongs to
a group of mothers of babies that expands to additional groups as life progresses
(Taubman – Ben-Ari et al., 2009). It is not surprising, therefore, that in “Hate in the
Countertransference,” Winnicott (1949) lists a total of 16 reasons why mothers feel
hatred toward their babies, even to the point where they harbor thoughts of murder.

The past decades have seen recognition of the fact that while the transition to
parenthood generally awakens feelings of satisfaction and joy, it can also be a source
of stress (Keizer, Dykstra & Poortman, 2010). By its very nature, this life event
is accompanied by profound changes in the parents’ relationship with each other
(Cowan & Cowan, 1992) as well as changes in the social (Claxton & Perry-Jenkins,
2008) and occupational domains (Hynes & Clarkberg, 2005). In the past, research
focused on the way this stress can lead to mental suffering. In recent years, how-
ever, the understanding that stress can also lead to feelings of contentment, joy, and
meaning in life (Taubman – Ben-Ari et al., 2012) has been gaining ground.

To the best of our knowledge, this understanding, based on empirical findings, has
yet to be translated into an existentialist intervention model that reflects the questions
evoked inmen andwomen in the wake of the transition to parenthood. To fill this gap,
we propose a cyclical model of psycho-existentialist attentiveness that comprises the
following stages:
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1. The therapist listens to the ultimate concerns raised by the client through their
narrative.

2. The therapist allows the client’s narrative to resonate profoundly in their mind
in order to attain a deep psycho-existentialist understanding of the discourse.

3. The therapist constructs an intervention that is as appropriate as possible in view
of the basic concerns reflected in the client’s narrative.

14.6 Stages of the Therapist-Client Encounter

14.6.1 Stage 1: First Encounter—Listening to the Client’s
Ultimate Concerns

The client talks to the therapist about their emotional experience using free asso-
ciation, and the therapist allows the way the client narrates the experience of basic
concerns to resonate in their mind. “The way the client narrates the experience”
refers to all the different means of expression employed, including verbal and non-
verbal, such as body language, facial expression, and intonation. In respect to the
therapist, “allows…the experience…to resonate in their mind” refers to the primary
process from the existentialist standpoint, as described by Winnicott (1956) in “Pri-
mary Maternal Preoccupation.” This process takes place during the early stages of
the therapeutic encounter, when the therapy has not yet evolved into something con-
crete and the therapist-client dyad has not yet been formed. It begins with the client
contacting the therapist, continues with the first meeting with the therapist at the
clinic door, and proceeds with the client sitting on the couch and narrating their
experiences in their own unique way. It is important to remember that this initial
stage is critical. When a therapist meets a client for the first time, they do not know
which emotional layer has been damaged and are unfamiliar with its particular fea-
tures. Unlike purely medical treatment, where a practitioner seeks to determine an
optimal medical protocol by deciding which system is damaged, in the case of emo-
tional injury, diagnosis must not only determine which system, or dimension, has
been damaged, but also what existential defence strategy the client has used to avoid
feeling the festering wound inside. Thus, the therapist must be prepared to open up
all areas of their own symbolic and regressive emotional space in order to fully take
in the client’s experience before trying to diagnose it.
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14.6.2 Stage 2: Allowing the Client’s Regressive Area
to Resonate Profoundly in the Mind in Order
to Obtain a Deep Existentialist-Dynamic
Understanding of the Discourse

The therapist needs to be patient and wait until they can identify which psycho-
geographical dimensions in the client have been harmed (physical, social, psycho-
logical, spiritual). In the words of Bollas (1987), “I found that the effort to discover
where I am, what I am, who I am, how I should function, and in which of the client’s
psycho-developmental periods I was living, took months, if not years. The ability
to tolerate and value this necessary uncertainty defines one of our most important
clinical duties toward our client” (p. 278). Here, Bollas is talking about countertrans-
ference revelations and stressing the need for therapists not just to identify which
psycho-developmental dimension is involved, but to actually spend time there. Thus,
the second stage is marked by two elements: identifying the dimension in which the
damage has occurred and actually entering that dimension by enabling the client’s
basic concerns to resonate in the mind. This resonance is critical, as it allows the ther-
apist to decide whether to orient the intervention toward the client’s verbal-oedipal
regions that would employ the traditional tools at their disposal, or to construct an
intervention oriented toward the non-verbal regressive dimensions, and to initially
access these dimensions inside themself.

14.6.3 Stage 3: Constructing a Therapeutic Intervention

At this stage, the therapist has worked out in which psycho-existential dimension
they arewith the client and can plan an appropriate intervention. This requires that the
therapist connect with their own areas of basic concerns and develop an intervention
by reflecting on them. In other words, we might think of the therapist and client as
travellers journeying down an unmarked road togetherwithout necessarily “thinking”
or “speaking.” All they have to help them navigate the road is a primitive road map
that uses psycho-biological signs. As they proceed, the client communicates and the
therapist absorbs, utilizing the subjective tools at their disposal to plan the treatment.
Like amother caring for an infant inwhatWinnicott (1960) calls the stage of “absolute
dependence,” the therapist knows that the unmarked road is followed by an easier
road where there are words and thoughts. But the unmarked road must be travelled
first in order to reach it.

The transition from the pre-verbal to the verbal stage occurs when the therapist
creatively works through thoughts that the client is unable to articulate and presents
them to the client for the first time in their new guise. This can only happen after
the therapist and client have spent a long time on the unmarked psychological road,
and have gotten to know each other as they traverse this difficult terrain. Along
the way, they approach the edges of the unfamiliar existential region, move back,



14 Confronting Existential Concerns in the Transition … 243

move closer again, and move further away. They will only be able to talk about the
difficulties of spending time in this region and the special tools they will need for the
treatment to succeed after they have deciphered the contents of the region together.
As they amass one sign after another, they start to put a name to the region that
was previously “nameless and formless” (Winnicott, 1971). The therapist’s creative
translation allows clients to engage in dialogue with their basic concerns and the
extreme zones they inhabit, and to feel the pain they cause without fleeing from
it. They now know they are not alone in the torture chamber of their mind. This
three-stage process is illustrated below by two clinical Vignettes.

14.7 Vignette 1: Alma

Alma (29) has been married for three years and is in the seventh month of her first
pregnancy. She is a high school teacher. Her mother died a year ago following a
prolonged battle with cancer. After a period of intense sadness over the loss, Alma
decided she wanted a child. In the first months of her pregnancy she was elated, but
on reaching her seventh month she started feeling sad again. She began to distance
herself from her partner, David, and her friends, and requested early maternity leave
from her teaching job in order to “gear up” for the event. It was at this stage that she
came for therapy.

Alma enters the room, and, despite her large stomach, curls up into a fetal position
on the sofa.

The therapist registers a sense of childhood distress due to the absence of con-
taining and supportive parenting.

Alma relates in a monotone: “My mother died a year ago. We were close. This
pregnancy was supposed to fill me with meaning. In the beginning it did, but now it’s
nothing special. Only my body is full and ugly. I’ve never been so fat. I don’t have
the energy for David. I don’t have the energy for friends. I don’t have the energy for
this baby that will be born soon.”

The therapist absorbs the physical position inwhichAlma is sitting, her neediness,
the void that has opened up with the death of her mother, and the talk of her full
figure, and says: “It sounds as though your mother filled you with a lot of strength.
Now that she is gone, there is no one who can do what she did for you.”

Alma: “We were best friends. You can’t compare it with my husband, David, or
my friends.”

Therapist: “Your mother’s absence appears to be extremely painful. You miss her
presence, her support, her embrace, and her containment. Your mother responded
to your existential needs the way David and your friends can never do.”

Alma: “I thought the baby would be the answer to those needs. I wanted so much
to get pregnant. But I suddenly realized that when the baby is born I will be older,
and in general I think about all my friends’ children who were small and cute and
now they’re nothing special. What point is there if they grow up? We grow up and
then we die.”
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The therapist identifies depression related to the inability to find a way to protect
herself in the face of the cycle of life and its ultimate finality. She also senses Alma’s
vulnerability because of the inability of her friends to give her back what she lost.
She says: “Your mother’s absence constitutes a reminder of our inevitable end and
leads to the question: What is there to live for if in the end we all die?”

Alma: “True.”
Therapist: “I’m here to offer you support and to look after you in the journey we

will take together, in the face of the awareness of the finality of life that has come into
such sharp focus since your mother died. By taking this journey with me you will be
able to progress to the next stage in your life — being a mother — and you be able
to inject new meaning into your life.”

Alma: “Doesn’t talking about this with me scare you?”
The therapist interprets Alma’s question as though shewere saying: “Do you think

you’ll be up to the task? Isn’t it too big for you?” She feels Alma is touching on her
own basic concerns and says: “It might be scary sometimes, but I think the things
that fill my life with meaning allow me to look this fear in the eye and live with it.”

Alma changes her position. Sitting upright she says: “It’s strange. Even though
we’re talking about death and the fear of death, I have a sense of relief.”

Therapist: “Awareness of what scares us allows us to make way for new things.
In the coming months, there are many things that you will have to make way for.
Together we will attempt to fertilize the ground that will enable all these things to
grow.”

14.7.1 Analysis of Vignette 1

Here, the therapist made use of the physical sensations and emotions conveyed by
Alma to identify the imbalance between the various dimensions in her life and the
basic concern that lay at the root of the conflict that brought her to therapy. As stated
above, the transition to parenthood is itself an extreme state. In this case, it came on
the heels of another extreme experience—the death of hermother—leading to a sharp
inner awareness of death and the finality of life. Consequently, Alma interpreted even
the new life she was creating through the experience of death prevailing inside her.

Through inner resonance of the existentialist concerns brought by the client, the
therapist saw how the encounter with death led to an imbalance in several life dimen-
sions. In the psychological dimension,Alma found it difficult to formher new identity
as amother and sensed confusion over her loss; in the social dimension, Almawished
to belong but found it hard to be part of the various relationships in her life (with
her partner and friends) while she was still grieving over the tangible loss of contact
with her mother. All this created an imbalance in the spiritual dimension, resulting
in a sense of emptiness and meaninglessness. Based on her diagnosis, the therapist
decided to emphasize the basic concern and the circumstances that aroused it. She
provided space for the loss of the mother both through direct talk about the quality of
the connection between her and Alma and through the verbal images she used, such
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as fertilizing and growing, which she registered via the patient’s body positions. The
support and embrace Alma received from the therapist, along with the therapist’s
ability to relate to her own basic concern regarding death and the finality of life, gave
her the sense that there were two people in the roomwho harbored the same fears but
had found different ways to cope with them. Thus, she began to perceive an initial
sense of relief that enabled her to embark on the joint therapeutic journey.

14.8 Vignette 2: Ron

Ron (40) is married and the father of a three-month-old baby. He works in hi-tech.
He arrived for consultation in a panic over the feelings that had overcome him since
the birth of his daughter.

Ron: “I got married relatively late. I had a lot of female partners and travelled
all over the world. You could say I squeezed the most out of every opportunity life
offered. I met my wife, who is 10 years younger than me, during one of my business
trips abroad. We were together for three years before we got married. We both know
how to give the other person his space, and in this sense our relationship is right
for me. Soon after we got married, my wife got pregnant. Both of us wanted a child
and we waited excitedly for the baby to come. But after she was born, something like
two or three weeks later, I began to feel imprisoned. It was like everything revolved
around feeding and changing diapers. My wife also changed. Now I feel that I made
a mistake in bringing this girl into the world, and I’m really scared. I honestly feel
like leaving home and flying off to India. I’ve come to you as a last resort. I don’t
know what to do.”

The therapist discerns a profound experience of grieving and distress, making
it difficult for Ron to make himself available for someone else’s needs. It appears
that for the first time in his life, he has to invest most of his emotional and physical
resources in another (the baby). The therapist says: “Instead of giving you a sense of
stability, becoming a father has wrought havoc on you. Your inner sense of freedom
to choose, to be your own master, has suffered a blow!”

Ron: “But why? I looked forward to this baby so much.”
Therapist: “You looked forward to being a father, but you didn’t anticipate the

sense of responsibility involved, the curtailingof personal freedom, the loss ofmastery
over your life. You’ve given yourself over entirely to seeing to someone else’s needs.”

Ron: “Look, I bring home a good salary and the child doesn’t lack for anything. I
love her, but…maybe I really do need a break. There’s a good reason I keep thinking
about going to India. That’s where I got my head together when I was young.”

The therapist identifies an imbalance in the psychological dimension aroused by
the fear of responsibility. She understands that Ron is coping with this fear by means
of the defence mechanism of shirking responsibility (going to India), and says: “The
concern for your daughter’s needs is very important, but it’s also accompanied by
losses, such as a demanding routine. And you have to adjust to a new life style that’s
different from what you were used to before. The situation fills you with so much fear
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that you’re prepared to go all the way to India to escape.” Thus, the therapist stages
a direct confrontation with the basis of the new conflict in Ron’s life: the conflict
between the freedom to consider only his own needs, as he did before the baby, and
the need to care for someone else.

Ron: “To be honest, I tried to join an Internet forum for new fathers. But I got
depressed by all the talk of things like getting up in the middle of the night, playing
in the park, all sorts of things that just aren’t me.”

Here the therapist identifies the use of another defence mechanism, the attempt
to belong. But it didn’t work and didn’t succeed in allaying Ron’s concerns.

Therapist: “This group is supposed to serve as a support system, but it just revealed
the gaps between the new identity as a father that you have to forge and your true
state. You’re not there yet. You have to allow time and space for the pain of forgoing
the life you once had and will never have again.”

Ron: “I don’t know if I made the right decision in becoming a father.”
Therapist: “It’s frightening to think that there are decisions we make in life that

are irreversible and we have to bear responsibility for them.”
Ron: “Do I have any chance of coping with it?”
Therapist: “The very fact that you came here indicates that you want to try and

take responsibility for your new situation. I suggest that the first thing we do is to
try to understand what it means for you to accept responsibility and when you did
it in the past.” Further discussions with Ron considered the various choices he had
made in his life and whether they involved accepting responsibility. In light of the
existentialist approach, the focal point of these talks was the manner in which the
previous experiences shed light on his current decision, rather than Ron’s personality
traits.

14.8.1 Analysis of Vignette 2

Ron came for therapy on finding that he had difficulty coping with his anxiety over
the encounter with responsibility and the intense involvement with another person,
as well as with profound grief over what would never be his again: the ability to
think mainly of himself. He tried to escape in various ways from the burdensome
responsibility that aroused existential anxiety, whether by attempting to belong to a
group of other new fathers, or fantasizing about going to India. He was confused by
the contradiction between the love he felt for his daughter and the fact that he chose
to have a child on the one hand, and his regret at deciding to become a father and the
need to give up almost all his personal freedom on the other.

The therapist understood that what Ron wished to flee from most of all was the
sense of weighty responsibility that had descended upon him, and not his daughter,
whom he loved. She also understood the upheaval caused by the fact that his decision
to become a father was irreversible and entailed life-long responsibility. The conflict
that Ron presented was confusing because it related to a new situation that was born
of a conscious decision, while at the same time it seemed to describe the feelings of
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someone who has had things forced upon him and has been robbed of his freedom.
The therapist understood that after having absolute control over his own time for
forty years, the circumstances in which Ron now found himself could be frightening
and even feel deterministic. Although he was clearly highly defensive in respect to
the encounter with basic concerns, she felt that the fact that he came for therapy
indicated that he wanted help in other subjective experiences, as well as in his first
attempts at investing in others (the social dimension). Ron would seem to be at the
start of a journey involving a search for new meaning that is much less narcissistic
and more social in nature.

14.9 Concluding Discussion

The existentialist approach proposes a different way of looking at the various aspects
of the inner reality that clients bring to the meeting with the therapist. It includes
diagnosing the basic concerns the individual is confronting, and pinpointing the
imbalance consequently created in the various dimensions in their life. As an extreme
situation, the transition to parenthood in and of itself arouses basic concerns and
creates an imbalance, since it is essentially a transition to a new routine and reality.
Although this imbalance is generally temporary, in more severe cases it may require
therapeutic intervention.

In this chapter we have proposed a therapeutic model based on the principles
of the existentialist approach consisting of three stages: Listening to the client’s
narrative; allowing it to resonate profoundly in the mind in order to obtain a deep
psycho-existential understanding of it; and constructing an intervention based on that
regressive resonance to address the client’s problem as specifically as possible. The
clinical vignettes we have presented illustrate the use of the model, and show how the
therapist can absorb the client’s inner experience, on both the physical and emotional
level, in order to diagnose their realm of conflict in the face of basic concerns, and
subsequently construct a suitable intervention.

One of the interesting questions that arise in this context is why certain people
are more successful than others in confronting basic concerns in the transition to
parenthood. The answer may be found in recent empirical studies examining the
personal growth of new parents. The findings suggest that in the face of extreme
events, the factor that contributes most to a person’s growth and development are
their personal, personality, and environmental resources. Research reveals that those
who possess a high level of such resources manage to survive the challenges that are
part and parcel of stressful situations, but evidence a low level of growth. In contrast,
those who embark on the journey of coping with stress with fewer resources expe-
rience greater pain, but undergo significant personal growth over time. This finding
has been explained by the fact that people with fewer resources discover inherent
strengths in themselves and in their environment of which they were previously
unaware (Taubman – Ben-Ari et al., 2009).
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In view of this understanding, this chapter can be said to highlight the role of
the existentialist therapist in guiding clients with a low level of resources through
the transition to parenthood. Using the model, we propose, the therapist can walk
through the process hand-in-handwith the client at their own pace. In order to identify
this pace, the therapist must first internalize the nature of the client’s confrontation
with the basic concerns in their life. This task may become increasingly complex in
the coming years in light of the ongoing development of reproductive technologies.
Such technologies are already posing new challenges for the existentialist clinic
dealing with the transition to parenthood, among them: confronting basic concerns
in pregnancies resulting from egg or sperm donations; same-sex parenthood; single
parenthood, etc.

Finally, the transition to parenthood is discussed here as an extreme experience,
but it is important to bear in mind that other extreme experiences may occur simul-
taneously. For example, the transition to grandparenthood, when a son or daughter
gives birth to the first grandchild, also represents an upheaval. Awareness of these
issues on the part of therapists working with first-time parents could open new chan-
nels in the clinic, as well as contribute to the process of growth and development of
the client, and consequently of their whole family.
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Chapter 15
Health Behavior, Health Promotion,
and the Transition to Parenthood:
Insights from Research in Health
Psychology and Behavior Change

Martin S. Hagger and Kyra Hamilton

15.1 Introduction

The transition to parenthood represents a period of considerable change and stress,
and may have adverse effects on psychological health as well as physical health
(Bleidorn et al., 2016; Doss & Rhoades, 2017; Marshall, Simpson, & Rholes, 2015).
Loss of sleep, increased workload, limited ‘leisure’ or ‘down’ time, restrictions on
socializing with partner, and management of the balance between family, work, and
social commitments may all have substantive impact on health outcomes for par-
ents (Barimani, Vikström, Rosander, Forslund Frykedal, & Berlin, 2017). Although
these demands may be mitigated later on, the initial disruptions that occur during
early parenthood may lead to parents ‘falling out’ of health habits (Da Costa et al.,
2017). In addition, parents have increased responsibilities to care for the health of
their children (e.g., making sure their children eat health-promoting food, engage
in physical activity, are protected from the sun) and, when their children are older,
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‘socialize’ them into taking up healthy habits (Hamilton, Daniels, White, Murray, &
Walsh, 2011; Hamilton & White, 2011, 2012).

Strategies that enable parents to initiate and maintain health behaviors during the
transition to parenthood may be important means to increase the physical and psy-
chological health of parents (Hamilton, Cox, &White, 2012; Hamilton et al., 2011).
Research into the self-regulation of health behavior (i.e., getting people to be better
able to change behavior for themselves), can provide useful insight into techniques
and strategies that can be used to promote better engagement in health behavior
during the transition to parenthood and life as a parent in general. Researchers in
the field of health psychology have applied theories of social cognition to identify
the important factors that determine parents’ participation in health behaviors (e.g.,
Hamilton, Cleary, White, & Hawkes, 2016; Hamilton, Hatzis, Kavanagh, & White,
2015; Hamilton, Kirkpatrick, Rebar, White, & Hagger, 2017). These factors include
beliefs, attitudes, self-efficacy, perceived barriers, normative beliefs, and personal-
ity factors that relate to health behaviors and their lifestyle (McMillan & Conner,
2007). Based on these factors, specific techniques that may be useful in promoting
self-regulation of health behavior in parents have been identified including goal set-
ting, planning, skill building, and cue-monitoring (Hamilton & White, 2014). The
effectiveness of these techniques has been shown in producing greater participation
in health behaviors (e.g., physical activity, healthy eating, reduced alcohol consump-
tion) and health outcomes including reduced stress and increased life satisfaction,
psychological well-being, and quality of life (Kwasnicka, Dombrowski, White, &
Sniehotta, 2016). The techniques can be utilized by practitioners interested in parent
and child health in simple, low burden interventions and health messages that can
promote better health behaviors in new parents. In this chapter, we (a) identify the
key health issues facing adults transitioning to parenthood particularly with respect
to their own health behaviors, and the need to engage in new health related behavior
to maintain and promote the good health of their child; (b) review the social cognitive
theories that have been applied to predict and understand health behavior in parents;
and (c) identify theory-based behavior change strategies and interventions aimed at
promoting behaviors that will lead to salient health outcomes of this population and
their children.

15.2 Thinking Behaviorally: Promoting Health
in the Transition to Parenthood

The arrival of a new born child presents considerable challenges to parents, whether
that be parents transitioning into parenthood with the arrival of their first-born child
or parents continuing the transition process with the arrival of additional children.
During this life-stage, priorities and attention often shift from work, social, and
other everyday commitments and activities to the role of caregiver, and parents are
confronted with the need to find sufficient time and resources in what may be an
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already full agenda to care for their new child aswell as care for other familymembers
theymay be responsible for (Rolle et al., 2017). This overwhelming sense of an ‘ethic
of care’, which is especially felt by mothers (Hamilton & White, 2010c), makes it
difficult, then, for parents to prioritize their own health needs over the needs of their
parenting responsibilities. Taken together, the many challenges parents face during
the years of establishing a young family and the shift in focus to the priority of the
child and others may influence parents’ interest and ability to be involved in personal
health behaviors, and health behaviors previously engaged in prior to parenthood
may become of lower priority and/or sacrificed to accommodate the new demands
on their time (Hamilton & White, 2010c; Perales, del Pozo-Cruz, & del Pozo-Cruz,
2015). Such behavioral shifts may have also occurred prior to the birth of the child.
For example, mothers will likely find that the physiological changes and demands
of pregnancy make engaging in health behaviors more challenging and, as a result,
may opt out of certain behaviors, often with the motive of reengaging with them
postpartum (Merkx, Ausems, Bude, de Vries, & Nieuwenhuijze, 2017).

An important consideration that likely affects decisions to engage in behaviors
is resource availability. Parenthood, especially in the early period of adjustment,
is particularly demanding, and loss of sleep along with the demands of the new
caregiving role and the need to adjust most components of the daily routine to care
for the child may take a toll on energy and lead to increased perceptions of fatigue
(Hamilton & White, 2010a, 2011). Parents may not feel like engaging in health
behaviors that require considerable effort (e.g., exercise) and, thus, may opt to engage
in habitual, easy-to-enact behaviors (e.g., television viewing) in order to free up time
for rest or socializing. Furthermore, parents may want to take the time to share time
with their partner or enjoy free time with their child, and may feel that their energy
should be focused on these at the expense of health behaviors.

A number of behaviors important to promoting and maintaining good physical
andmental health, andminimizing risk of chronic illness (e.g., regular physical activ-
ity), may decline in the transition to parenthood (Bellows-Riecken & Rhodes, 2008).
Epidemiological research demonstrates that four key health behaviors, participating
in regular physical activity, eating healthily, refraining from smoking, and keeping
alcohol consumption within guideline levels is associated with an 11–14 year reduc-
tion in all-cause mortality (Ford, Zhao, Tsai, & Li, 2011). These behaviors should,
therefore, be viewed as priorities for all adults including new parents. However,
parenthood may present challenges to regular engagement in these behaviors. For
example, time available for physical activity may be perceived as limited (Hamilton
& White, 2011), and parents’ attention to the dietary needs of the child may shift
their focus from their own eating habits (Bassett-Gunter et al., 2013). In contrast,
parenthood may present new opportunities to engage in health behaviors (Hamilton
&White, 2010c). For example, pregnancy and the arrival of a new child may serve as
a ‘flashbulb’ impetus for mothers and fathers, respectively, to quit smoking (Moan,
Rise, &Andersen, 2005). Parents may find that catering for the new child also results
in greater scrutiny of their own diet (Merkx et al., 2017), and presents a new reason
to start exercising by taking their newborn for walks in a perambulator (Thompson,
Vamos, & Daley, 2017).
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In addition to challenges faced with engaging in behaviors to promote with own
health, new parents also need to consider the adoption of behaviors that will ensure
the good health of their child. These behaviors go beyond everyday caregiving behav-
iors aimed at maintaining current health, such as feeding, sleep, shelter, and general
hygiene, but encompass behaviors that will ensure long term health and prevent
illness in the future. These include single behaviors like immunization from commu-
nicable diseases such as tuberculosis, measles, mumps, and rubella (Bishop, Holden,
Ogollah, Foster, & Team, 2016), extending breast feeding which has been linked to
reduced obesity and metabolic syndrome in children (Ekelund et al., 2009), regu-
lar attendance to health clinics for checkups (Sawyer et al., 2016), protection from
the sun (Hamilton, Kirkpatrick, Rebar, White, et al., 2017), introducing solid foods
into the child’s diet (Hamilton et al., 2011), eating fruit and vegetables and limiting
discretionary choices (Spinks & Hamilton, 2016), limiting screen-time (Hamilton,
Spinks, White, Kavanagh, & Walsh, 2016), improving physical activity (Hamilton
& Schwarzer, 2017; Hamilton, Thomson, & White, 2013; Rhodes et al., 2016), and
improving oral health (Van den Branden, Van den Broucke, Leroy, Declerck, &
Hoppenbrouwers, 2013). In some cases, the behaviors will be prompted by usual
care offered to parents after the birth of a child, as in the case of vaccination, while
others require considerable deliberation and planning. Transitioning to parenthood,
therefore, requires parents to identify these key behaviors and engage in sufficient
planning to enact them.

15.3 Social Cognitive Theories and Health Behavior

Given the importance of parents’ regular engagement in health-promoting behav-
iors, and their avoidance of health-compromising behaviors, to optimal personal
health and the health of their child, initiatives, such as interventions, campaigns, and
clinic-based advice from health professionals, aimed at to promoting health behav-
iors should be considered (Tully et al., 2017). Such initiatives need to be grounded
in factors known to be related to the target health behavior, particularly factors are
derived from social cognitive theory (Biddle, Hagger, Chatzisarantis, & Lippke,
2007). Identifying social cognitive correlates of parent health behaviors in the tran-
sition to parenthood may assist in the identification of the potentially manipulable
factors that may form the targets for initiatives seeking to change behavior to pro-
mote better parent and child health (Hamilton et al., 2012; Hamilton &White, 2012).
Application of theories of social cognition have been a prominent means adopted
by health behavior researchers to identify antecedent factors that relate to health
behavior and the processes involved.

Social cognitive theories are considered to have utility in health behavior pre-
diction as they outline the factors relating to individuals decision-making in social
contexts based on beliefs derived from previous experience and an evaluation of the
outcomes and consequences of future social action (Biddle et al., 2007). Central to
theories of social cognition is the assumption that individuals’ behavior is eminently
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predictable provided the researcher has knowledge of all sets of social information,
and co-occurring processes, on which individuals base their decisions. In addition,
social cognitive theories assume that individuals are rational decision-makers and
their decisions to act are determined by their processing of the available information
on the course of action and its future outcomes (Bandura, 1986). When applying
social cognitive theories to health behavior, therefore, the focus is on how individu-
als’ beliefs about future participation in a health behavior of interest relates to their
actual participation in the behavior.

A prominent approach adopted to predict and understand health behaviors across
multiple contexts is the reasoned action approach, a social cognitive theory that arose
from attitude-based theories and focus on the impact of belief-based judgements on
future behavior (Fishbein & Ajzen, 2010). The prototypical form of the reasoned
action approach is the theory of planned behavior (Ajzen, 1991). Central to the
theory is the construct of intentions, a motivational construct which reflects an indi-
vidual’s judgement on how much they will plan and invest effort in pursuing a future
behavior. For example, the stronger new parents’ intention to participate in physical
activity, the greater the likelihood that they will perform that behavior in future. The
theory proposes that intentions are a function of three sets of belief-based constructs,
attitudes, subjective norms, and perceived behavioral control. Attitudes reflect an
individual’s positive or negative judgement of the behavior, subjective norms reflects
perceptions that the behavior is something salient others (e.g., partner/spouse, fam-
ily, friends) want them to do, and perceived behavioral control reflects perceptions
that the individual has the capacity to perform the behavior and to overcome barriers
that may impede doing the behavior. In terms of process, intentions are proposed to
mediate the effect of attitudes, subjective norms, and perceived behavioral control
on behavior. This means that individuals with positive attitudes, subjective norms,
and perceptions of control are more likely to align their future intentions with those
beliefs and are, therefore, more likely to engage in the behavior in future.

Attitudes, subjective norms, and perceived behavioral control are belief-based
constructs (Ajzen, 1991). According to the theory of planned behavior, these con-
structs serve as summary accounts of the sets of beliefs an individual holds about
performing the behavior in future. One set of beliefs, summarized by the attitude con-
struct, reflect the individual’s beliefs about whether the behavior will result in certain
outcomes (known as behavioral beliefs) and whether those outcomes are desirable or
important to the individual (known as outcome expectancies). These beliefs, there-
fore, reflect whether an individual beliefs toward the behavior will lead to outcomes
and how much that outcome is important to them. For example, a new parent might
think that eating less added sugar might lead to less fluctuations in energy levels,
an outcome they deem to be important. The identification of an expected outcome
and a judgment of its importance is known as an expectancy-value model of atti-
tudes. Similarly, an expectancy-value model of subjective norms comprises beliefs
about salient referents (e.g., partner, friends; normative beliefs) and the extent to
which one is likely to act in accordance with their views (motivation to comply). The
same model applied to perceived behavioral control identifies beliefs about extent
of control over the behavior (e.g., lack of time; control beliefs) and the strength or
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importance of that control (perceived power) to the individual. Together these sets
of beliefs are proposed as direct measures of the attitude, subjective norms, and per-
ceived behavioral control constructs and are said to be antecedent to these constructs.
Behavioral, normative, and control beliefs toward a particular behavior are usually
identified through open-ended belief elicitation from a sample of people from the
target population. The beliefs provide potential target for intervention in persuasive
communications aimed at changing health behavior.

The theory of planned behavior has been shown to be an importantmeans to under-
stand some key health behaviors in the transition to parenthood. The theory has been
applied to predict and understand health behaviors during pregnancy such as phys-
ical activity (Hamilton, Fleig, Henderson, & Hagger, 2017; Rhodes et al., 2014b),
smoking cessation (De Wilde et al., 2017), and healthy eating (Malek, Umberger,
Makrides, & Zhou, 2017). For example, Rhodes et al. (2014b) examined the predic-
tors of physical activity participation using the theory of planned behavior in mothers
and fathers who were either expecting their first child, and those expecting their sec-
ond child. They found that perceived behavioral control was much more important
among mothers expecting their first child in particular. De Vivo, Hulbert, Mills,
and Uphill (2016) meta-analysis of research studies applying the theory of planned
behavior to predict physical activity participation during pregnancy supported theory
hypotheses, but also noted a particularly strong effect for subjective norms on inten-
tions, larger than the size of the effects for this construct usually found in studies in
other populations. The authors speculated that this might indicate the importance of
social support and normative information in forming intentions to physical activity
during pregnancy, which is unsurprising given the likely additional needs associated
with exercising when pregnant.

The theory has also been applied to parental behaviors to promote the health
of their children including sun safety behavior (Hamilton, Kirkpatrick, Rebar, &
Hagger, 2017; Hamilton, Kirkpatrick, Rebar,White, et al., 2017), breastfeeding (Lau
et al., 2017), introducing to solids (Hamilton et al., 2011), eating fruit and vegetables
and limiting discretionary choices (Spinks & Hamilton, 2016), limiting screen-time
(Hamilton, Spinks, et al., 2016), improving physical activity (Hamilton&Schwarzer,
2017; Hamilton et al., 2013), improving oral health (Van den Branden et al., 2013).
The research has generally lent support for the importance of all three components
in predicting intentions, again with higher contributions of subjective norms relative
to studies in other populations given the importance of social support and normative
influences on child care. Research has also explored the role of specific beliefs in
determining the key belief-based factors that relate to parental behaviors to promote
child health (Hamilton, Cleary, et al., 2016; Hamilton et al., 2011; Hamilton et al.,
2015; Hamilton, Kirkpatrick, Rebar, White, et al., 2017; Hamilton, Spinks, et al.,
2016). In one example, Hamilton, Cleary et al. (2016) demonstrated the importance
of behavioral beliefs (improve child mental well-being, decrease parental distress,
promote healthy habits in child), normative beliefs (spouse/partner, friends), and
control beliefs (inconvenience, lack of time) on parents’ intentions and behavior to
limit their young children’s screen time viewing.
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There has also been research on the theory-based predictors of the health behav-
iors of parents themselves using the theory of planned behavior (Cowie, White, &
Hamilton, 2017; Hamilton et al., 2012; Hamilton & White, 2010b, 2012; Rhodes
et al., 2014a). Unsurprisingly, a large proportion of the research has focused on pre-
dicting behaviors that have been shown to be correlated with chronic disease risk and
associated conditions that predispose people to those risks (e.g., Hamilton &White,
2014; Moan et al., 2005; Rhodes et al., 2014a). A substantive body of research has
focused on physical activity participation and healthy eating in mothers and fathers
of new born children (Hamilton et al., 2012; Hamilton & White, 2010a, 2014). For
example, research applying the theory of planned behaviors has demonstrated that
control beliefs are particularly important predictors of physical activity participation
in young mothers, and the effects of those beliefs tend to be higher in this popula-
tion compared to young adults without children (Rhodes et al., 2014a). This study
also identified some key barriers such as domestic duties and inclement weather as
salient perceived barriers.Overall, research examining the salient behavioral and con-
trol beliefs from theory of planned behavior has suggested that interfering with other
commitments, inconvenience, lack of time, and tiredness and fatigue, as prominent
reasons for not participating in physical activity (Hamilton & White, 2010a, 2011).

The theory of planned behavior is not without limitations (Sniehotta, Presseau,
& Araújo-Soares, 2014). One limitation is that it does not encompass all possible
influences on health behavior and it has been criticized for shortfalls in its predictive
capacity. Researchers have therefore augmented the theorywith the aim of increasing
its capability in predicting behavior. Research adopting augmented versions of the
theory of plannedbehavior to predict the health behaviors of parents has demonstrated
the importance of family norms (i.e., beliefs that a particular behavior is ‘typical’ and
‘expected’ within the individual’s family) and moral norms (i.e., personal beliefs of
moral obligation to performor refuse to performa certain behavior) and social support
from key groups. For example, Hamilton and White (2012) demonstrated unique
effects for family norms, friend support, and an ‘active parent’ identity on physical
activity participation amongbothmothers and fathers in familieswith young children.
These findings suggest that having an identity of being a physically active parent and
general consideration of child care and, importantly, the extent of perceived support
for child care, are important factors in decisions of parents to participate in health
behaviors. Unsurprisingly, moral norms feature prominently in parents’ decisions to
engage in health-related behaviorswhichmayhave direct impact on the health of their
children such as smoking (Moan et al., 2005). This is a unique health behavior as it
has consequences for both the parent and the child, and given the importance ofmoral
norms, the transition to parenthood may constitute an acute opportunity to intervene
to change such behaviors. Where parents may have lacked motivation or rationale
for quitting smoking to promote their own behaviors prior to parenthood, becoming
a parent may present a unique opportunity to encourage parents to quit smoking.
Interventions that promote parent identity along with quit smoking messages may
have greater chances of success.

Additional components have also shown to have particular importance when it
comes to behaviors in which new parents can participate to promote child health
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including role construction, moral norms, and anticipated regret. Researchers have
identified these constructs as important determinants of health behaviors in behav-
ioral contexts where individuals feel they have high social responsibility or there is
strong social pressure to conform according to conventional values or norms. This
is likely to be the case for new parents engaging in health behaviors to maintain the
good health of their child. For example, role construction has been shown to indepen-
dently predict parents’ intentions for a range of child health behaviors (Hamilton,
Kirkpatrick, Rebar, White, et al., 2017; Hamilton, Spinks, et al., 2016; Spinks &
Hamilton, 2016). Role construction regarding parental involvement for childhood
behavior is thought to be influenced by beliefs about desired child outcomes, respon-
sibility for these outcomes, perceptions of important others, and parental behaviors
related to those beliefs and expectations (Hoover-Dempsey& Sandler, 1997). In con-
trast to subjective norms in the theory of planned behavior, where the motivational
orientation for action is derived out of significant others’ approval (Ajzen, 1991),
the motivational roots of role construction derives from parents’ consideration of
the relevant responsibilities for, and commitments toward, their child. This moti-
vation arises from self and social affirmation of their role as a parent, which leads
them to behave accordingly to fulfil these obligations and remain consistent with the
standards attached to the role.

Anticipated regret is also a variable that has been introduced as a separate predictor
within the theory of planned behavior. Parents’ anticipation that they will regret not
performing a behavior that they knowmight promote the health of their child is likely
to have a strong influence on motivation. Recent studies have indicated that parental
anticipated regret is a strong unique predictor of parents’ intentions to engage in
behaviors that promote child health such as breastfeeding (Shepherd, Walbey, &
Lovell, 2017) and physical activity (Hamilton, Kirkpatrick, Rebar, White, et al.,
2017). Together these results suggest that the decisions of parents of young children
to engage in behaviors that promote the health of their child depends not just on their
attitudes, subjective norms, and perceived behavioral control, but also on their beliefs
related to their perceived moral and social obligations, and the extent to which they
will regret not performing the behavior in the future.

A further limitation of the theory of planned behavior, and similar social cogni-
tive theories, is the exclusive focus on reasoned, conscious processes (Ajzen, 2002;
Hagger, 2017a). The theory assumes that engagement or desistence from a behavior
is the result of a decision-making process involving conscious deliberation over the
merits and detriments of the course of action. However, contemporary theoretical
approaches in psychology recognize that many everyday behaviors are determined
by automatic, non-conscious processes (Hagger, 2017a; Hagger & Chatzisarantis,
2014; Strack & Deutsch, 2004). Such behavioral enactment is fast, efficient, and
derived from learned contingencies between action and conditions in the environ-
ment that cue up or determine the behavior. These actions may be akin to habits,
which are developed over time through repeated performance of the behavior with
consistent presence of cues or contexts that become inextricably linked to the action.
The behavior is then enacted in a rapid, efficient way on presentation of these cues.
This has given rise to ‘dual process’ models of behavior, in which behavior is a



15 Health Behavior, Health Promotion, and the Transition … 259

function of the deliberative and automatic pathways depending on factors such as
experience with the behavior and the strength of the cues (Hagger & Chatzisarantis,
2014; Sheeran, Gollwitzer, & Bargh, 2013; St Quinton & Brunton, 2017).

Research examining the role of implicit processes in the context of the transi-
tion to parenthood have been relatively sparse. Hamilton, Kirkpatrick, Rebar, and
Hagger’s (2017) study on sun safety demonstrated the importance of habit as an inde-
pendent predictor of parents’ performance of sun protection behaviors for their child.
The habit construct represents the ‘automatic’ nature of the behavior, and measures
referred to the extent to which the behavior was done without thinking or conscious
effort. The effects of habit were also independent of intentions, which is consistent
with dual process approaches to the theory given that intentions represent the more
reasoned, deliberative path to action. While there have been relatively few applica-
tions of dual process approach to predict health behaviors in new parents, they offer
considerable potential in enabling researchers to gain amore complete understanding
of the complex processes that determine health behaviors in this population.

15.4 Theory-Based Behavior-Change Interventions

Organizations and health professionals such as public health departments, clinicians,
nurses, and parent groups with an interest in promoting child and parent health have
aimed to develop effective behavior change interventions that are likely to encourage
health promoting behaviors in new parents. There has been considerable focus on the
content, design, and development features of health behavior interventions that will
maximize their effectiveness (Abraham, 2012; Leventhal, Weinman, Leventhal, &
Phillips, 2008; Michie, 2008). Many past and current health behavior change inter-
ventions have been developed on a relatively ad hoc basis focusing on a rudimentary
and heuristic understanding of behavior. This has led to literature of behavioral inter-
ventions that are poorly described with inconclusive findings with respect to their
effectiveness and efficiency. Recent innovations in the field of behavioral medicine
and implementation science have aimed to gain a clearer understanding of the compo-
nents of interventions that are effective in changing behavior across contexts, and to
systematize the content of behavioral interventions and their descriptions. The focus
is to develop common descriptions and an evidence base informed by behavioral
theory that will provide practitioners with clear guidance on the content and design
of interventions that are optimally effective in changing behavior. This knowledge
means practitioners can then implement their behavior change interventions with a
high degree of confidence that they will attain clinically-relevant outcomes in pro-
moting health and reducing chronic disease risk.

The content and description of behavior change interventions has been greatly
facilitated by the development of taxonomies of behavior change methods or tech-
niques (Kok et al., 2016; Michie et al., 2011). These are organized lists with defi-
nitions of the unique, irreducible components of interventions that are effective in
changing behavior. The purpose of the taxonomies is to isolate the individual meth-
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ods that ‘do the work’ in changing behavior, and provide a common set of terms to
describe those methods. The methods have frequently be labelled the ‘active ingre-
dients’ of behavioral interventions. The methods are unique in that they cannot be
further broken down into separate methods or techniques, and eachmay be used indi-
vidually or in conjunction with other methods to evoke behavior change in the target
population. A number of taxonomies have been proposed, and the general approach
has been to identify and refine the number, definitions, and content of techniques
through expert consensus. The taxonomies provide investigators and practitioners
with the systematic tools necessary to accurately describe behavioral interventions
and develop intervention content.

The development of effective behavior change interventions entails a number of
important initial considerations relating to the behavioral problem including identify-
ing the health problem and population in need of change (e.g., low levels of physical
activity in parents of new born children) and the behavior that needs to change (e.g.,
promoting regular participation in physical activity) (Abraham, 2012). These initial
considerations are important as they require clear specification of the population of
interest and the specific behavior that needs to change. The latter considerations may
seemobvious, but inmany cases interventionists are seldom explicit in the population
they wish to target and the specific behavior, or set of behaviors, they wish to change.
It is also important to specify means to assess change and the criterion against which
clinically-relevant success is defined. For example, progress in smoking cessation
could be defined in terms of a reduction in the frequency of smoking, such as the
number of cigarettes smoked, but a complete cessation of smoking for a given period
of time may be considered the outcome with clinical significance.

Once the target problem, population, and behavior have been defined, the key com-
ponents of the intervention need to be considered: identification of the key change
mechanisms that are responsible for a change in the target behavior, and specifica-
tion of the behavior change methods that will activate the change mechanisms to
evoke behavior change (Abraham, 2012; Bartholomew Eldredge et al., 2016; Hag-
ger, 2017b). These two components will determine the content of the intervention,
the processes by which the intervention is expected to change behavior, and how
its effectiveness is to be evaluated. The components entail a basic process model of
intervention, which is derived from behavioral theories such as the social cognitive
theories identified in the previous section and research on behavior change methods
of behavioral interventions. The process model identifies the mechanism by which
active intervention content changes behavior by changing internal factors derived
from social cognitive theories of behavior, such as those reviewed in the previous
section. The basic process model is illustrated in Fig. 15.1. In the model, methods
adopted in interventions are depicted as predicting a psychological mediator which,
in turn, relates to participation in the behavior. The psychological mediator, there-
fore, serves as an intermediary between the intervention and behavior engagement
and, therefore, describes how the intervention works; through changing the social
cognitive variables that are the antecedents of health behavioral participation. Iden-
tification of the relevant psychological mediator or multiple mediators of an inter-
vention should begin with identifying the key theoretical constructs that have been
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Fig. 15.1 Basic process model of the effects of behavior change methods from behavioral inter-
ventions on health behavior change mediated by social cognitive constructs

previously identified as antecedents of the behavior of interest in formative research.
For example, parents’ intentions to apply sunscreen to their child immediately prior
to sun exposure may be related to their attitudes and perceptions of control. These
should, therefore, be matched or ‘mapped’ on to the relevant behavior change meth-
ods (Abraham, 2012; Kok et al., 2016). This mapping process is an important step in
the development of theory-based behavior change interventions because it provides
an explicit link between the content of the intervention and the mechanism by which
the content is expected to evoke a change in behavior.

Based on this systematic approach, the starting point for behavior change inter-
ventions to promote health behaviors in parents, and to promote parents adopting
behaviors to promote the health of their children, should be the identification of the
constructs that should be the targets of behavior change methods. Behavior change
methods from taxonomies that are theoretically related to changing the target con-
structs can then be identified and form the content of future interventions. Although
there aremany behavior changemethods—a recent taxonomy, for example, identified
93 unique methods—some methods are closely aligned with theoretical constructs,
have a stronger evidence base for their effectiveness, and more widely used than
others (Michie et al., 2013). For example, there are groups or clusters of change
methods that relate to particular theoretical constructs. Abraham (2012) and others
(BartholomewEldredge et al., 2016;Kok et al., 2016) have classified changemethods
according to the theoretical constructs they target. These include methods for chang-
ing personal beliefs (instrumental attitudes), risk perceptions, and feelings (affec-
tive attitudes), and normative beliefs (social norms), motivation, and self-efficacy.
Methods to change personal beliefs, risk perceptions, and feelings generally rely on
provision of information and persuasive communication regarding the behavior of
interest, and the possible positive or negative outcomes. For example, positive atti-
tudes toward a behavior can be enhanced by providing information on the benefits of
doing the behavior and downplaying or discrediting beliefs about negative aspects
or costs; and risk perceptions such as beliefs about susceptibility of an illness and
linking it to a behavior such as promoting medication adherence through persuasive
communications highlighting the health risks of not taking the medication. Social
norms can be enhanced using methods such as providing examples of salient groups
to which the individual belongs and what is normally done in those groups, or by
providing group-level feedback on behavior. Self-efficacy can be promoted using
methods that provide successful experience with the behavior, prompting goal set-
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ting, providing positive feedback of successful performance of the behavior, and
motivation can be enhanced by setting personally-relevant goals and incentivizing
performance of the behavior. Most of these methods is expected to enhance motiva-
tion, but certain forms of motivation, such as intrinsic motivation, can be enhanced
using autonomy supportive techniques such as providing rationale, acknowledging
conflict, and providing choice (Hagger & Chatzisarantis, 2015).

Behavioral interventions aimed at promoting health behavior in new parents have
targeted change in behavioral beliefs and attitudes (e.g., Beardslee,Wright, Rothberg,
Salt, & Versage, 1996; Massey, Decety, Wisner, & Wakschlag, 2017). The interven-
tions are often based on social cognitive theories like the theory of planned behavior
in which beliefs feature prominently as a predictor of behavior. The interventions
aim to change attitudes and beliefs so that they are more positive or favorable toward
a particular course of action, such as participating in physical activity or quitting
smoking over a given time period and in a given context use persuasive commu-
nications that ‘present a case’ for the health behavior to the population of interest
(Johnson,Wolf, &Maio, 2017). Importantly, themessages should serve to emphasize
the positive, adaptive outcomes and advantages for performing the behavior, and allay
the negative, maladaptive consequences regarding the behavior in accordance with
the specific behavioral beliefs identified for that population. For example, research
examining parents’ beliefs on performing sun safety behaviors for their children
cited “provide peace of mind”, “lack of accessibility”, and “having a rule in place”
as important advantages of the behavior (Hamilton, Kirkpatrick, Rebar, White, et al.,
2017). The content of the persuasive communication should, therefore, highlight that
performing these behaviors will provide parents with peace of mind regarding the
child’s protection from the sun, and should emphasize the importance of having a rule
about protective behaviors and being in the sun (e.g., “no hat, no sun”) andmake sure
that access to sun safety precautions is always available (e.g., hat/bonnet, sunscreen,
umbrellas). In another example, research examining parents’ beliefs for their own
physical activity behavior cited “improvemy parenting practices” and “interfere with
my other commitments” as important advantages and disadvantages, respectively of
the behavior (Hamilton &White, 2011). Persuasive communication to improve par-
ents’ physical activity performance could, therefore, focus on health messages that
portray parents as being more tolerant with their children after going for a brisk walk
and that interfering with other commitments is not a necessary outcome of regular
physical activity, such as providing parents with suggestions of how they can obtain
required levels of physical activity that fit within their daily routines (e.g., engaging
in more moderately active play with their children, doing house work more vigor-
ously). In summary, health behavior interventions aimed at changing the attitudes
and beliefs of new parents should be based on formative research on population-
and behavior-specific beliefs matched with behavior change strategies that present
the case for the behavior. These should be embedded in persuasive communications
using the appropriate delivery method in contexts where new parents are likely to
receive the messages.

A further behavior changemethod that likely impactsmotivation through beliefs is
goal setting. Theories of goal setting indicate that motivation to engage in a particular
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behavior can be promoted by emphasizing or highlighting outcomes or goals that
are meaningful to the actor. Highlighting meaningful, attractive goals will likely
stimulate positive beliefs with respect to engaging in the behavior in future. Research
and theory on goal setting suggest that the features and content of goals are important
to promotingmotivation, and goals aremore likely to be pursued if they are consistent
with some key features. Promoting setting of appropriate goals that are interesting
and engaging, realistic, optimally challenging, measurable, and timed, will likely
lead individuals to align their sets of beliefs to be consistent with attaining the goal.
For example, Baby Steps (Hamilton, Kavanagh, et al., 2016) is a modular, self-paced
program designed to provide infant care andwellbeing information and tools relevant
for mothers and fathers during late pregnancy until their infant is around 6 months
of age. One specific element to the experimental condition, the Wellbeing Program,
is that participants can choose tips to send to the My Plans tool, which functions
as a goal-setting, problem-solving, and behavioral activation tool. Participants are
encouraged to develop plans to incorporate the chosen tips into their life including
setting a specific date and timewhen the planwill be attempted, or a regular frequency
at which they will complete the plan. For example, a participant using the Self Care
module could select the Talk to someone about what’s stressing you tip, and choose to
develop a plan toBook an appointment with my General Practitioner and to complete
the plan on a self-selected date. Participants are able to monitor, review, and update
their plans throughout their use of the program, and can mark plans as completed.

The promotion of change in self-efficacy is also a viable target for interventions
aimed at promoting the health behaviors in parents. Self-efficacy, a construct reflect-
ing individuals specific self-confidence in engaging in a particular behavior and
closely aligned with perceived behavioral control (Bandura, 1986), can be promoted
using a number of different behavior change methods including providing expe-
riences of success, modeling the behavior, mental imagery, and self-monitoring.
Self-efficacy is promoted through adaptive, positive experiences with behavior, con-
sistent with the premise from social learning theory that individuals’ confidence and
motivation for behaviors is learned through experience and observation, which can
be direct (e.g., experiencing success with the behavior) or indirect (e.g., watching
others’ successful participation). Behavior interventions can capitalize on this pro-
cess by providing guidance on how to engage in the behavior successful through role
models, providing feedback on successful performance, prompting individuals to
visualize successful participation, and providing opportunities to monitor progress.
These strategies promote greater motivation or intentions to participate in the behav-
ior in the future by promoting greater confidence that future performances will be
met with success. For example, interventions that have manipulated mastery expe-
rience (i.e., prompting successful behavior practice) and vicarious experience (i.e.,
observing a model performing the behavior) have been shown to produce high levels
of self-efficacy, as has providing feedback on past or others’ performance (Ashford,
Edmunds, & French, 2010; Luszczynska & Schwarzer, 2003).

Given the proliferation of dual process theories and, in particular, the perva-
sive effects of non-conscious, automatic processes in determining health behavior
for many behaviors and across multiple populations (Hagger, 2017a; Hagger, Trost,
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Keech, Chan,&Hamilton, 2017; Strack&Deutsch, 2004), testing effects of interven-
tions informed by automatic processes may have important implications for behavior
change in health domains. When behaviors are determined by social cognitive fac-
tors like attitudes and self-efficacy, numerous strategies exist that have been shown to
affect behavior change through change in these factors (e.g., attitude change through
persuasive communication, self-efficacy change throughgoal setting).However, such
strategies may not be effective when behavior is determined by cognitive processes.
For example, new parents attempting to follow a healthy diet may fall back on their
habitual eating patterns that have been well-learned, reinforced over time, and are
easy to execute. It takes considerable cognitive effort to alter behavior patterns, and,
in particular, suppress the well-learned behavioral patterns.

Behavioral scientists have therefore advocated environmental restructuring, cue-
monitoring, and action planning as possible strategies to manage habitual behavior
(Hagger et al., 2016; Verhoeven, Adriaanse, de Vet, Fennis, & de Ridder, 2014).
Cue monitoring requires the individual to identify the potential cues or prompts that
instigate an unwanted behavior and to increase vigilance for situations when the
unwanted cue arises. For example, a father trying to quit smoking would identify
the situations where he typically smokes and maintain vigilance when those cues
arise. Diaries and other monitoring devices can assist in this regard. The goal is for
the individual to be consciously aware of the cue and when it occurs rather than
the cue appearing unnoticed, a scenario carries with it a high probability that the
behavior will be enacted. Once the individual has identified the cue, strategies can be
developed to manage them and create alternative courses of action. Environmental
restructuring involves changing the environment to reduce or eliminate the potential
for cues to initiate an unwanted behavior. Identifying the context or cue that initiates
an unwanted behavior is an important first step. For example, for many new parents
having unhealthy, ‘junk’ food available in the household serves as a cue to snacking
and eating unhealthily. Ensuring that those foods are not available in the household
and replacing them with healthier choices is a simple restructuring activity that
removes the cue. Action planning involves developing a plan for an alternative course
of action when the cue for the unwanted behavior is presented. Specifying an action
plan requires an individual to specify an alternative course of action, when it will
be enacted, where it will be performed, and how the individual will perform it. For
example, a mother trying to cut down on her alcohol intake may have identified being
offered another alcoholic drink by her friendwhen paying her a house visit ormeeting
her in a restaurant as a cue. Her action plan might specify refusing the drink in the
social situation (when and where) by saying that she is trying to increase her fluid
intake and will take a thirst quenching alternative (how). Research has suggested that
specification of such plans may lead to the alternative being sufficiently accessible to
bypass the well-learned unwanted cued-up by the situation when making decisions
(Adriaanse,Gollwitzer,DeRidder, deWit,&Kroese, 2011). Together these strategies
can be implemented to assist parents break the routine afforded by their automatic,
well-learned habitual behaviors in favor of healthier alternatives.
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15.5 Summary and Conclusion

The transition to parenthood is an exciting new phase in the life of mothers and
fathers. It also presents considerable challenges, particularly when it comes to behav-
ioral health promotion and illness prevention. Parents have new responsibilities to
engage in health behaviors that will promote the health of the new infant. They also
find participating in behaviors that will promote their own health more challenging.
We have reviewed research applying social cognitive theories to identify the factors
relating to parental health behaviors to promote the health of their child and their
own health. Research has identified attitudes, subjective norms, and perceived control
and self-efficacy as important behavioral determinants. Research has also identified
role construction, group norms, moral norms, and anticipated regret as key factors
that motivate new parents to engage in behaviors that promote health in their child.
Social factors, such as social support and normative information, are also of particular
important to parents for their own behavior. We have also provided a review of how
the formative research adopting social cognitive theories can inform behavior change
interventions, and the relevant procedures necessary to develop those interventions.
Specifically, we outlined the key stages in the process of intervention development
including identification of the target behavior and population, the mechanisms that
will likely lead to behavior change (e.g., the psychological factors involved), and
the behavior change methods that target these mechanisms to bring about change
in the behavior, and can be included in behavioral interventions. We have provided
examples of the key strategies that might be used to promote health behaviors in new
parents including persuasive communications, goal setting, environmental restruc-
turing, cue-monitoring, and action planning. Although this is not a comprehensive
overview of the kinds of strategies that may be used in behavior interventions in the
transition to parenthood, it provides significant examples of the importance of utiliz-
ing evidence from behavioral science to design interventions that use methods that
will be optimally effective in promoting the health behavior in parents and children
during the transition to parenthood.
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Chapter 16
Blossoming and Growing
in the Transition to Parenthood

Orit Taubman – Ben-Ari

16.1 Introduction

Through the veil of fog and cloak of confusion, after three weeks of striving to talk moth-
erhood, it’s clear to me that being a mother is a complicated paradox: depression and con-
fusion mixed with laughter and joy, satisfaction and amazement alongside frustration and
disappointment, enchantment and gentleness along with anger and distress, devotion and
compassion as well as fear and anxiety, weakness and helplessness together with pride and
strength, a heartwarming smile and grit teeth. All of them live side by side in one soul,
battling each other, clenching their fists, which pop open when a tiny hand clutches your
fingers. (Women Talk Motherhood, Forum for New Mothers, http://www.medabrotimahut.
co.il/2015/03)

The birth of a child, especially a first child, is considered a vulnerable period
in parents’ lives, a time when joy, fulfillment, and satisfaction exist side by side
with distress, fears, and difficulty. Parenthood brings with it substantial challenges
to personal identity, the organization of daily activity, and family structure and func-
tioning (Arendell, 2000; Haga, Lynne, Slinning, & Kraft, 2012). This may explain
why research suggests that both men and women experience a variety of affective
disorders during pregnancy and the first year after childbirth (Cameron, Sedov, &
Tomfohr-Madsen, 2016; Mann, Gilbody, & Adamson, 2010; Parfitt & Ayers, 2014).
One of the negative implications of childbirth that has received the most attention
is Post-Traumatic Stress Disorder (PTSD). A recent systematic review and meta-
analysis of PTSD literature reported mean prevalence rates of 3.3% in community
samples during pregnancy and a further 4% postpartum, mostly related to traumatic
events during the birth (Yildiz, Ayers, & Phillips, 2017; see also Ayers and Sawyer,
Chap. 12 in this volume). Prevalence is even higher in high risk samples, such as
following a premature birth (e.g., Horsch et al., 2016).
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Parental mental health in the child’s early years is a significant public health con-
cern due to the association between mental health problems and a variety of adverse
outcomes for women, their partners, their relationships with their children, and the
children’s development, both in the short- and the long-run (Ayers, Bond, Bertullies,
&Wijma, 2016;Kingston, Tough,&Whitfield, 2012; Shawet al., 2009;Webb,Ayers,
& Rosan, 2018). Consequently, considerable effort has been devoted to understand-
ing and describing parental psychopathology (e.g., Yim, Tanner Stapleton, Guardino,
Hahn-Holbrook,&Dunkel Schetter, 2015) and designing suitable interventions (e.g.,
Werner, Miller, Osborne, Kuzava, & Monk, 2015). Unfortunately, for decades, both
researchers and practitioners focused on the costs of the transition to parenthood, and
especially motherhood, endorsing a view of mental health as the absence of mental
illness, rather than “a state of well-being in which every individual realizes his or
her own potential, can cope with the normal stresses of life, can work productively
and fruitfully, and is able to make a contribution to her or his community” (World
Health Organization, 2004). As a result, psychopathology, however important it may
be, is overrepresented in perinatal studies of parental mental health (Nishi & Usuda,
2017).

A change in the literature began to appear, however, with the introduction of
Positive Psychology and its spotlight on positive aspects of threatening events, as
well as on assets that enable certain individuals to cope effectively with difficult
life events (e.g., Bassi et al., 2017). Growing interest in this approach has led to
expanded research on psychological well-being (Ryff, 1989, 2014), subjective well-
being (Diener, 1984, 2000), and positive outcomes such as happiness, satisfaction,
and meaning in life (Steger, Frazier, Oishi, & Kaler, 2006), along with positive
resources such as optimism (Carver&Scheier, 2001), hope (Snyder, 2002), resilience
(Bonanno,Westphal,&Mancini, 2011), and social support (Schaefer&Moos, 1998).

Since its introduction in the 1990s, the concept of posttraumatic growth (PTG;
Tedeschi & Calhoun, 1995) has attracted considerable attention. PTG was first
defined as a positive psychological change experienced as the result of a struggle
with highly challenging life circumstances. Although several scholars have devel-
oped tools designed to assess these changes, the posttraumatic growth inventory
(PTGI; Tedeschi & Calhoun, 1996) remains the most widely used measure (Helge-
son, Reynolds, & Tomich, 2006; Linley & Joseph, 2004). It comprises five factors:
Relating toOthers, referring to positive changes in interpersonal relationships, such
as increased compassion, openness, or a greater sense of closeness; New Possibili-
ties, experienced as the development of new paths or opportunities in life; Personal
Strength, relating to higher self-reliance or a greater sense of personal strength;
Spiritual Change, i.e., a better understanding of personal spirituality or stronger
religious faith; and Appreciation of Life, or greater appreciation of the value of
life. PTG is not a direct result of the trauma, but of the struggle in the aftermath
of the trauma as the individual attempts to cope with their shattered assumptions
about the world. These include a sense of meaning in life, belief in a fair world, an
understanding of why individuals think and act the way they do, the nature of one’s
relationships with others, recognition of one’s abilities, strengths, weaknesses, and
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expectations for the future, spiritual or religious beliefs, and perceptions of one’s
own worth as an individual (Cann et al., 2010).

Importantly, posttraumatic growth can coexist with the distress aroused by the
stressful event (Calhoun & Tedeschi, 2013). Moreover, a person can experience
growth in some dimensions but not in others, and not all individuals who undergo
trauma experience posttraumatic growth (Beck & Watson, 2016).

Although initially developed to assess posttraumatic growth following severe
trauma, such as natural disasters, life-threatening illness, or the death of a loved one
(Tedeschi & Calhoun, 2004), over time research has provided considerable evidence
of the PTGI’s suitability for measuring the response to stress-evoking events that are
less traumatic, such as romantic breakups, university studies, and as most relevant
to the current discussion, developmental life events and transitions, including the
transition to parenthood (Taubman – Ben-Ari, Findler, & Sharon, 2011), grandpar-
enthood (Taubman – Ben-Ari, Ben Shlomo, & Findler, 2014), and a child’s entry to
first grade (Ben Shlomo & Taubman – Ben-Ari , 2017). These findings have brought
about an essential change: the replacement of the term “posttraumatic growth” with
“personal growth,” enabling us to relate to the same phenomenon in situations that
are stressful but not traumatic.

16.2 Establishing the Validity of Personal Growth Among
Parents

In the process of a large scale set of studies to explore the experience of personal
growth among parents (Taubman – Ben-Ari et al., 2011), we found ourselves strug-
gling to defend the idea that personal growth actually exists in the wake of normative
events, and that it is indeed experienced by parents. We therefore interviewed differ-
ent groups of parents, and then more systematically, asked mothers to describe how
their lives had changed since giving birth. We (Taubman – Ben-Ari et al., 2011) then
conducted three studies employing three different procedures and three independent
samples to examine the applicability of the PTGI to this population.

In the first study, new mothers were asked to respond to an open-ended ques-
tion regarding changes in their lives following the birth of their first child. Their
responses were content analyzed, and the resulting themes were compared to the
PTGI dimensions. Four of the dimensions were reflected in the mothers’ reports,
the only exception being increased spirituality and religious faith. Hence, the PTGI
appeared to provide fairly good coverage of the themes raised by the participants
regarding positive changes in the wake of the transition to motherhood, suggesting
its validity for use with newmothers. However, as we wished to establish the validity
of the PTGI in the whole population, Study 2 compared sub-groups of mothers: new
and more experienced mothers whose children were aged 4; mothers who delivered
pre- and full-term babies; and mothers of twins and singletons. The participants in
this more diverse sample were again asked to describe changes in their life since
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the birth of the child or children, and again, the themes that emerged from content
analysis were compared to the five dimensions of the PTGI. In this sample, too,
themes corresponding to the same four PTGI dimensions appeared in all sub-groups
of mothers shortly after delivery, as well as in the reports of mothers of 4-year-olds.

Encouraged by these results, we went a step further and decided not to rely solely
on self-reports. In Study 3, mothers were asked to complete the PTGI, and their
mothers were asked to report on their daughters’ growth. By comparing the results,
we examined the convergent validity of the PTGI, a procedure previously employed
in studies of trauma survivors (Shakespeare-Finch & Enders, 2008; Weiss, 2002).
Moreover, by using an external source to corroborate the self-report, we believed we
could achieve a more objective assessment of growth and overcome the limitations
of a possible social desirability bias. What we found was that the reports of the
mothers and their own mothers were significantly correlated, so that the higher the
growth experienced by the mother, the greater growth reported for them by the
grandmother.Not only did this study again validate the PTGI dimensions formothers,
but the procedure also provided at least an initial answer to the interesting question of
whether the experience of growth in the transition tomotherhood was only a personal
sense, or whether it might be perceived and acknowledged by other people in the
mother’s environment as well.

Similar findings were obtained in a phenomenological study of 15 English-
speaking women from around the world who perceived their childbirth as traumatic
(Beck &Watson, 2016). Four themes indicating posttraumatic growth emerged from
this study, and closely resembled the five dimensions of the PTGI.

Evidence also comes from a Canadian study on fathers of late pre-term babies
(Benzies & Magill-Evans, 2015) in which 8 months postpartum, participants
described fatherhood as an opportunity for growth through personal change (higher
responsibility, maturity, more hopefulness, and patience) and their perception of life
(expectations about the future). Furthermore, they described the transition to father-
hood as better than they had expected and reported that it had made a huge difference
in their lives.

In studies assessing the prevalence of the experience of growth among mothers,
between one-third and one-half of the women reported at least a moderate level of
growth (Sawyer & Ayers, 2009; Sawyer, Ayers, Young, Bradley, & Smith 2012;
Sawyer, Nakić Radoš, Ayers, & Burn, 2015; see also Ayers and Sawyer, Chap. 12
in this volume). As these samples were not clinical and had no specific or unique
characteristics, they highlight the fact that even completely normative life events may
give rise to the experience of personal growth. Moreover, they are consistent with
the contention that it is the subjective experience of the event, rather than the event
itself, which impels the development of growth (Linley & Joseph, 2004).

https://doi.org/10.1007/978-3-030-24864-2_12
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16.3 The Association Between Stress and Personal Growth
Among Parents

One of the trademarks of personal growth is that it occurs in the aftermath of stress,
so that a certain degree of distress is a prerequisite for growth. Two contradictory
hypotheses have been derived from this principle. The first is that highly stressful
events, or a higher perception of stress, would be related tomore growth because such
events are more likely to challenge fundamental assumptions and therefore afford a
greater potential for growth (Park, 1998; Stanton, Bower, & Low, 2006). The second
is that distress and growth are independent constructs that can coexist and are not
necessarily correlated (Tedeschi & Calhoun, 1995, 2004).

Numerous studies of parents have tested the first hypothesis, relating either to
the experience of labor itself or to particularly stressful situations, such as parent-
hood following fertility treatments, giving birth prematurely, or having twins (e.g.,
Spielman & Taubman – Ben-Ari, 2009; Taubman – Ben-Ari, Findler, & Kuint, 2010;
Taubman – Ben-Ari, Skvirsky, Bar Shua, & Horowitz, 2018). In some cases, the sec-
ond hypothesis has been invoked as an explanation when no correlations were found
(e.g., Sawyer et al., 2012). To date, however, the literature remains inconclusive and
inconsistent.

One of the first studies, conducted in the UK (Sawyer & Ayers, 2009), found no
significant association between PTSD symptoms and growth following childbirth
among women up to 36 months after labor. However, a further study by the same
group (Sawyer et al., 2012) found that the only birth event that predicted growth
among women 8 weeks after childbirth was type of delivery, with women who had
undergone a caesarean section (elective or emergency) displaying higher levels of
growth than those who had had a normal vaginal delivery. This finding is consistent
with the view that more severe events stimulate greater growth (Park, 1998; Stanton
et al., 2006). Obviously, an obstetric procedure such as a caesarean section may
contribute to the stressfulness of the experience and increase the traumatic nature of
the event (Olde, van der Hart, Kleber, & van Son, 2006).

Nevertheless, the same study indicated that growth was unrelated to PTSD symp-
tomatology in the wake of childbirth, consistent with the view that distress and
growth can coexist (Tedeschi & Calhoun, 1995, 2004). The main predictor of the
growth of new mothers was posttraumatic stress symptoms reported during preg-
nancy in response to a recent stressful event. Thus, for more vulnerable women,
childbirth was more likely to be perceived as a crisis, leading to higher growth after
the delivery (Sawyer et al., 2012).

In yet another study that compared UK and Croatian women, depression or post-
traumatic stress symptoms among UK mothers were again unrelated to growth
(Sawyer et al., 2015). However, these results were not replicated in the Croatian
sample, where higher levels of posttraumatic symptoms predicted higher reported
growth. The authors suggest that Croatian women might have experienced posttrau-
matic reactions to the war they had experienced as children, which affected their
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well-being (Frančišković et al., 2007), and this greater level of distress precipitated
growth (Sawyer et al., 2015).

A study conducted in Japan among women during pregnancy and four weeks
after childbirth (Nishi & Usuda, 2017) found that women who gave birth for the first
time (which the authors consider a more challenging andmeaningful experience then
having additional children) reportedhigherPTGamonth after childbirth. Similarly, in
a series of Israeli studieswe found that givingbirth to premature baby/ies (presumably
a more stressful event than full-term birth) was systematically related to reports of
higher personal growth. For example, in a study comparing both primiparous and
multiparous mothers of premature twins to mothers with either full-term twins or
single babies one year after childbirth (Taubman – Ben-Ari et al., 2010), mothers of
premature twins experienced greater personal growth than the other groups. These
results were replicated in a later study that added a group of mothers of premature
singletons, where mothers of preterms (either single babies or twins) experienced
higher personal growth than mothers of full-terms (Noy, Taubman – Ben-Ari, &
Kuint, 2015).

Both mothers and fathers of premature babies also reported greater
personal growth than parents of full-term babies when examined one
month, six months, and two years after the birth of their first child
(Porat-Zyman, Taubman – Ben-Ari, & Spielman, 2017; Spielman &
Taubman – Ben-Ari, 2009; Taubman – Ben-Ari & Spielman, 2014).
Importantly, only among mothers were the more intimidating objective fea-
tures of the infant’s condition related to sense of growth. Thus, the lower the
infant’s week of gestation, birthweight, and Apgar scores, the more growth the
mother reported (Spielman & Taubman – Ben-Ari, 2009). Even 4 years postpartum,
premature birth still contributed significantly and positively to personal growth
(Taubman – Ben-Ari, Skvirsky, Strauss, & Morag, in press). In an attempt to delve
deeper into the dynamic behind this finding, it was found that premature birth
was associated with an increase in mental health over time, which, in turn was
positively related to higher personal growth four years later (Porat-Zyman, Taubman
– Ben-Ari, Kuint, & Morag, in press).

Finally, a study comparing single mothers by choice with mothers in a couple
relationship up to two years following the birth of their first child found that single
mothers reported greater personal growth than those in a couple relationship (Chas-
son & Taubman – Ben-Ari, 2019). As being a single mother, even by choice, may
engender a greater sense of burden and accountability (Hertz, 2006), and may evoke
criticism for the decision to raise a child without a father (Bock, 2000), it can be seen
as a more stressful circumstance. Thus, again, greater stress was found to be related
to a higher level of personal growth.

Two exceptions to these seemingly systematic findings concern events similarly
expected to be highly stressful: undergoing fertility treatment, and giving birth to
twins. However, no differences in personal growth were found between parents who
conceived following fertility treatments and those who conceived spontaneously
(Noy et al., 2015; Porat-Zyman et al., 2017; Taubman – Ben-Ari & Spielman, 2014;
Taubman–Ben-Ari et al., 2018), and nodifferences in growthwere evidenced in stud-
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ies comparing mothers of twins and singletons (Noy et al., 2015; Taubman – Ben-Ari
et al., 2010). It may be that although fertility treatments indeed arouses higher levels
of stress during treatment and pregnancy (Burns, 2007; Gameiro, Moura-Ramos,
Canavarro, & Soares, 2010), it does not have long-term effect on personal growth
after parenthood is achieved (Hjelmstedt, Widstrom, Wramsby, & Collins, 2004).
In the case of twins, although parenting twins is more demanding (e.g., Olivennes,
Golombok, Ramogida, &Rust, 2005), the birth of twins has becomemore normative,
and may no longer undermine existing conceptions (Noy et al., 2015).

Stressful circumstances are conceptualized as a sort of objective characteristic
of different events. However, there may be a gap between what is considered a
stressful life event and what is perceived as stressful by the individual. Theoretical
models argue that subjective appraisals of stress aremore important than the objective
characteristics of the event or the objective indicators of stress in determining growth
(Linley & Joseph, 2004; Tedeschi & Calhoun, 2004).

Several studies on the transition to parenthood have sought to specificallymeasure
stress, rather than merely conjecturing as to which circumstances are more stressful.
For example, one study of new fathers (up to 18months following the birth) examined
parenting stress and personal growth, and found a positive association between them
(Taubman – Ben-Ari et al., 2018).

Another study comparedmothers of preterms whose babies were medically deter-
mined to be at low risk with those whose infants were judged to be at moderate-high
risk (Rozen, Taubman – Ben-Ari, Strauss, &Morag, 2018). Although mothers in the
moderate-high risk group were expected to report more growth than those in the low
risk group, this prediction was confirmed only on the PTGI dimension of Spirituality.
This finding should be considered with caution, however, as the PTGI is a bit limited
in relation to spirituality, and the concept of spirituality is particularly sensitive to
cultural variability (Tedeschi, Cann, Taku, Senol-Durak, & Calhoun, 2017).

Rozen et al. also measured the level of perceived stress. Whereas no linear con-
nection was found, a curvilinear effect (an inverse U shape curve) emerged between
perceived stress shortly after the birth and personal growth at infant age of two
months (corrected for prematurity), showing that women reporting moderate levels
of stress experienced higher growth on four dimensions. In other words, the more the
level of stress diverged from the mid-point (whether higher or lower), the less growth
was reported. It is important to note that no difference was found in the mother’s
perceived, subjective, stress between the two groups, which were divided according
to the objective, medically-defined risk to their infants. Although this may sound
counterintuitive, as one might expect harsher circumstances to necessarily be more
stress-arousing, it is consistent with the results of a meta-analysis showing that, in
contrast to the common assumption, mothers of pre- and full-terms report only slight
differences in perceived stress (Schappin, Wijnroks, Uniken Venema, & Jongmans,
2013). These differences may be even smaller when all the mothers in the sample
gave birth prematurely, as was the case in this study. This finding is extremely signif-
icant, as it provides evidence that subjective stress is the product of a large number
of variables, and does not derive directly from the objective severity of the event.
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Consistent with the basic premise of the theory of personal growth, the curvilinear
associations that emerged in the study by Rozen et al. (2018) indicate that perceived
stress is more important than objective stress in generating growth (Barr, 2011; Lin-
ley & Joseph, 2004; Tedeschi & Calhoun, 2004). Furthermore, they lend credence
to the contention that it is moderate levels of stress that are a significant predictor of
growth, as reported by recent studies examining the curvilinear associations between
perceived stress and posttraumatic stress in the context of personal growth follow-
ing other traumatic events (Coroiu, Körner, Burke, Meterissian, & Sabiston, 2016;
McLean et al., 2013; Shakespeare-Finch & Lurie-Beck, 2014; Tsai, El-Gabalawy,
Sledge, Southwick, & Pietrzak, 2015). A low level of stress may not be sufficient to
trigger the meaningful change that leads to growth. On the other hand, a high level
of stress may require such a large investment of mental and cognitive resources to
regulate emotions and process the event that it leaves no room for the experience of
growth (Rozen et al., 2018). In other words, mothers with high levels of stress may be
struggling with PTSD symptoms or other forms of distress, and this struggle impedes
the association between stress and personal growth. If this is the case, it provides
support for the hypothesis that distress and personal growth are not correlated, but
adds the caveat that this is true only beyond a certain degree of distress (or below a
certain degree).

Furthermore, whereas most studies have examined the total growth score, Rozen
et al. (2018) examined all five growth dimensions individually, and found that the
birth of preterms generated personal growth on the dimensions of New Possibilities,
Personal Strength, Relations with Others, and marginally, Appreciation of Life. In
comparison, among bereaved Japanese young adults, curvilinear associations were
found only on the dimensions of Relating to Others and the combined factor of
Spirituality and Appreciation of Life (Taku, Tedeschi, & Cann, 2015). Thus, as the
authors suggest, the likelihood of experiencing growth in each PTG domain, as well
as its connection with stress, is conceivably affected by the nature of the event, and
therefore growth may not be evidenced on all dimensions.

This contention is supported by the fact that Rozen et al.’s (2018) study was
essentially different from all the other studies we conducted on mothers of preterms.
Our previous studies compared the response to the birth of preterms and full terms,
whereas this study compared the response of mothers of preterms on two levels
of risk. Thus, it is reasonable to assume that the discrepancy between the findings
derives from the nature of the event being investigated. In other words, when the
normative life event of full-term birth is compared with the stress-related event of
premature delivery, the mothers of preterms report more growth (Noy et al., 2015;
Taubman – Ben-Ari & Spielman, 2014; Taubman – Ben-Ari et al., 2010). However,
when the event in both groups induces enough stress to generate significant growth,
the differences between them become less discernible.
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16.4 Changes in Personal Growth Over Time

One issue that has received insufficient attention is howpersonal growth changes over
time. The vast majority of studies have been cross-sectional in nature, so that little
is known about both the longitudinal course and the long-term predictors of PTG.
Among the few longitudinal studies that have been conducted following events such
as breast cancer, most have relied on sample means, have followed participants for
3–6 months, and report stable mean levels of PTG (e.g., Silva, Crespo, & Canavarro,
2012). Longer-term longitudinal studies (mostly around 18–24 months) have iden-
tified increasing PTG 18 months after a diagnosis of breast cancer, followed by a
levelling off (Danhauer et al., 2013). Other studies have examined the trajectories of
PTGamongwomenwith breast cancer andmilitary veterans over a 2-year period, and
found multiple trajectories (e.g., Danhauer et al., 2015; Tsai, Sippel, Mota, South-
wick, & Pietrzak, 2016), including no change, increase over time, and decrease over
time.

In the first study to examine personal growth in two phases of the transition to
motherhood, pregnancy and shortly after the birth of the first child (Taubman –
Ben-Ari, Ben Shlomo, Sivan, & Dolizki, 2009), mothers reported higher growth
two months after childbirth than during pregnancy. Further studies corroborated this
finding among mothers and fathers (Porat-Zyman et al., 2017; Taubman – Ben-Ari
& Spielman, 2014), showing that personal growth is a continuous and developing
experience,with the level of growth twoyears after the birth higher than thatmeasured
one month after delivery. Similarly, among fathers up to 18 months following the
birth of their first baby, personal growth was found to be greater the older the infant
(Taubman – Ben-Ari et al., 2018), and the personal growth of mothers four years
following childbirth was higher than three years earlier, with growth at one year
being the most predictive variable of growth at four years (Taubman – Ben-Ari et al.,
in press).

16.5 Intrapersonal and Interpersonal Contributors
to Personal Growth

Most studies examining personal growth in the transition to parenthood focus around
one major question: What variables contribute to this experience. The variables that
have received the greatest attention fall into three groups: demographic; intrapersonal
(including personality, cognitive appraisals and coping styles); and interpersonal.

Starting with demographics, studies consistently show that mothers report higher
growth than fathers (Porat-Zyman et al., 2017; Spielman & Taubman – Ben-Ari,
2009; Taubman – Ben-Ari & Spielman, 2014; Taubman – Ben-Ari et al., 2014). This
is in line with the results of a meta-analysis of general PTG studies, which indicates
a small to moderate gender difference (Vishnevsky, Cann, Calhoun, Tedeschi, &
Demakis, 2010). The transition to parenthood inevitably has a stronger impact on
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mothers than fathers, including the physiological changes of pregnancy, birth, and
nursing, and often a greater need to give up independence and former way of life
(Nicolson, 1999). These larger life changes may be associated with a more powerful
sense of personal growth. Moreover, it is obvious that in sociological, psychological,
and cultural terms, parenting is a highly gendered experience. Consequently, men
and women enact parenthood from different starting points, their experiences and
trajectories diverge in many ways over time, and the meaning of fathering is distinct
from that of mothering (Palkovitz, Trask, & Adamsons, 2014).

Another relevant demographic variable is parent’s age. Younger age is associated
with higher personal growth among mothers (Sawyer & Ayers, 2009; Sawyer et al.,
2012, 2015; Taubman – Ben-Ari et al., 2010; Taubman – Ben-Ari, Ben Shlomo, &
Findler, 2012), in line with general PTG studies indicating that younger individuals
tend to report greater levels of growth than older individuals (see the meta-analysis
by Shakespeare-Finch & Lurie-Beck, 2014). Tedeschi and Calhoun (2004) suggest
that younger people might be more open to learning and changing, whereas older
people might be less amenable to change. It is also possible that being a younger
mother presents particular challenges,whichmay increase the opportunity for growth
(Taubman – Ben-Ari et al., 2012).

In addition, a lower level of education has been related to higher personal growth
(Noy et al., 2015; Rozen et al., 2018; Taubman – Ben-Ari et al., 2010). Finally,
some studies have found an association between lower economic status and higher
growth among both mothers and fathers (Rozen et al., 2018; Taubman – Ben-Ari
et al., 2018), while in others, higher growth was related to better economic status
among mothers (Chasson & Taubman – Ben-Ari, 2019; Noy et al., 2015).

In the case of intrapersonal characteristics, a large set of variables has been exam-
ined. Studies show that greater optimismwas associated with greater growth among
new fathers up to 18 months following the birth of their first child (Taubman –
Ben-Ari et al., 2018), and that four years following childbirth, it contributed posi-
tively to personal growth among mothers (Taubman – Ben-Ari et al., in press). In
addition, Japanese women reporting greater resilience during pregnancy displayed
higher PTG a month after childbirth (Nishi & Usuda, 2017).

Another characteristic that has been the subject of several studies is the individual’s
attachment orientation. Anxious attachment contributed significantly to personal
growth among parents of full- and pre-terms both 1 month postpartum (Porat-Zyman
et al., 2017; Spielman & Taubman – Ben-Ari, 2009), and two years after the birth of
their first child (Taubman – Ben-Ari & Spielman, 2014). In the latter study, however,
avoidant attachment also contributed significantly to the growth of fathers. In con-
trast, another study of first-time mothers during pregnancy and following childbirth
did not indicate a significant association between anxious attachment and personal
growth (Taubman – Ben-Ari et al., 2009), and among mothers of preterms, lower
attachment anxiety was related to a higher experience of personal growth on the
dimensions of Spirituality and Personal Strength (Rozen et al., 2018).

In addition, bothmore positive andmore negative emotionswere associatedwith
greater growth amongfirst-time fathers (Taubman–Ben-Ari et al., 2018).Higher self-
esteemwas also associated with higher personal growth among first-time mothers of
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1-month-old pre- and full-term babies (Spielman & Taubman – Ben-Ari, 2009), and
self-esteem one year postpartum correlated positively with personal growth 4 years
later (Taubman – Ben-Ari et al, in press). However, in another study, the lower a first-
time mother’s or father’s self-esteem up to two years following childbirth, the higher
his or her assessment of personal growth (Taubman – Ben-Ari et al., 2014), and other
studies did not indicate any significant association between self-esteem and personal
growth during the transition to motherhood (Rozen et al., 2018; Taubman – Ben-Ari
& Spielman, 2014; Taubman – Ben-Ari et al., 2009, 2012). Such inconsistencies
are characteristic of the PTG literature concerning associations of growth with self-
esteem and other characteristics of adaptive mental health (Zoellner & Maercker,
2006).

Furthermore, in a longitudinal study of women during pregnancy and shortly
after childbirth, higher appraisal of challenge of either pregnancy or motherhood
contributed to higher personal growth at both points in time (Taubman – Ben-Ari
et al., 2009). Similarly, a cross-sectional study of first-time mothers found that lower
threat appraisal and higher challenge appraisal of motherhood contributed to greater
growth (Taubman – Ben-Ari et al., 2012). These findings were corroborated in a
study of both mothers and fathers and their own parents, which showed not only
that the higher a parent’s assessment of challenge, the higher personal growth they
reported, but also that the higher one generation’s assessment of challenge, the higher
the other’s personal growth, suggesting that a positive appreciation of the situation by
both parents and grandparentsmight promote a sense of growth in the two generations
at this important time in their life (Taubman – Ben-Ari et al., 2014).

Coping strategies also appear to play a part in parents’ growth. In two samples of
UKwomen 1month to 36months following childbirth, as well as in an Israeli sample
of women shortly after childbirth, greater use of problem solving and guidance and
support seeking strategies, termed active approach coping in the UK (Sawyer &
Ayers, 2009; Sawyer et al., 2015), and problem-focused and support seeking coping
in Israel (Taubman – Ben-Ari et al., 2009), were significantly associated with higher
levels of personal growth. On the other hand, greater use of avoidance coping (e.g.,
denial) was positively related to growth in a Croatian sample (Sawyer et al., 2015).

It seems that in order to experience growth, a combination of personal resources
and personality traits is required. An individual needs a positive life orientation,
reflected in optimism, resilience, positive emotions, challenge appraisal, and perhaps
a problem-focused approach to coping. At the same time, however, some degree of
vulnerability is needed as well, as both negative emotions and anxious attachment
orientation have also been related to personal growth. It is possible that in times
of turmoil, such as during the stressful transition to parenthood, anxiously attached
individuals feel more threatened (see also Mikulincer and Shaver, Chap. 18 in this
volume), and these tendencies, alongwith the presence of a babywho is totally depen-
dent on them, may cause them to feel overwhelmed and experience various negative
emotions. This in turn may lead to strong efforts to obtain comfort and support
from their attachment figures. Their ability to “survive” the experience may result in
enhanced self-confidence, a heightened sense of trust, and a fuller understanding of
the meaning of life and the value of family (Cadell, Regehr, & Hemsworth, 2003),
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which may be interpreted as growth (Taubman – Ben-Ari, 2012). If a parent sinks
in despair and negatively ruminates about their difficulties, the option to experience
growth will not be available to them. They have to embrace some kind of positive
view of life to be able to go through the hardship and emerge a somewhat different
person. And just as there is an optimal middle point for stress to affect personal
growth, there seems to be some middle range for intrapersonal resources. Someone
who is highly resilient and secure might not experience growth, as they do not feel
they have learned anything new about themselves; those who are highly insecure and
pessimistic may not be able to handle stress-evoking situations and be overwhelmed
with despair or depression, and thus will not have the opportunity to sense growth.
Only those who synergize both feelings of stress and a positive, more open, outlook,
may be in a position to experience a sense of thriving, changing, and gaining from
the transition to parenthood.

In addition, the inconsistencies in the findings for intrapersonal characteristics
suggest the need to look more carefully into the various dimensions of personal
growth. The common use of a total growth score may hide differences that relate
to specific aspects of growth. Moreover, the fact that some studies produced dif-
ferent results for mothers and fathers may hint at disparate gender dynamics in the
experience of personal growth. Both these possibilities should be explored in the
future.

Beyond the personal traits that one brings to every situation, a major factor that
appears in the general PTG literature (Tedeschi & Calhoun, 2004) is perceived social
support. Similar to measures of stress, perceived support is thought to be a better
indicator of whether someone’s needs are being met than actual support (Lyons,
1991). The significance of this variable is confirmed in a meta-analysis of 46 stud-
ies reporting a moderate positive relationship between social support and growth
following a range of stressful events (Prati & Pietrantoni, 2009). The presence of
supportive others may promote self-disclosure, stimulate cognitive processing, and
offer new perspectives, all of which can assist people in finding positive meaning in
the situation with which they are coping.

In our own series of studies concerning the transition to parenthood, we related
primarily to two support figures, the spouse and the parents’ own parents (i.e., the
grandparents), particularly theirmothers, examining the associations between growth
and the quality of these relationships and the perceived emotional and instrumental
support they provide. We found quite consistently that a better relationship with the
spouse and higher perceived support from this individual were positively related to
personal growth. A better marital relationship was associated with higher growth
during pregnancy among first time pregnant women (Taubman – Ben-Ari et al.,
2009); better marital adaptation immediately after the birth was associated with
higher growth one year after delivery among mothers of preterms (Taubman – Ben-
Ari et al., 2010); and mothers who had a more positive perception of the parenting
aspect of their marriage reportedmore personal growth a year postpartum (Noy et al.,
2015).

Along the same lines, higher levels of personal growthwere found amongmothers
who perceived more support from their own mothers (Noy et al., 2015; Taubman –
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Ben-Ari et al., 2010). Up to two years after childbirth, higher frequency of meetings
between first-time mothers and their own mothers was related to higher personal
growth (Taubman – Ben-Ari et al., 2012), and among mothers of preterms, higher
perceived maternal grandmother’s emotional support was associated with greater
personal growth on all five PTGI dimensions (Rozen et al., 2018). These findings are
in line with the notion that people regard their mothers as one of the closest person to
them throughout their lives (Antonucci,Akiyama,&Takahashi, 2004), and highlights
the role of the grandmother in facilitating the personal growth of a mother, both in
general and in the unique circumstances of a first or preterm baby. It is interesting to
note that objective, medically-defined, risk levels moderated this association, so that
for the growth dimensions of New Possibilities, Personal Strength, and Relationship
with Others, the more mothers in a low risk group perceived maternal support, the
higher the growth they reported, whereas maternal support was not associated with
personal growth among mothers in a moderate-high risk group (Rozen et al., 2018).

Similarly, in our study of single mothers by choice, the association between per-
ceived support andpersonal growthwasmoderated bygroup affiliation (being a single
mother or in a relationship), so that among mothers in a couple relationship, there
was a positive association between the support provided by the family and personal
growth, but no significant association emerged between the two variables among
single mothers by choice. In contrast, a positive association was found between the
support provided by a significant other and personal growth among single mothers
by choice, but not among mothers in a couple relationship (Chasson & Taubman –
Ben-Ari, 2019). Thus, whereas family support appears to enhance the experience of
growth among women in a relationship, the growth of women who have chosen to
have a child on their own is not dependent on the support of their family. However,
given the absence of a spouse or life partner, support from a different significant
figure in their life is likely to strongly impact their ability to cope with their new role
as mother, and consequently their experience of personal growth.

Additional evidence of the importance of social support comes from a study that
compared women in lesbian-mother families with women in heterosexual families
(Shenkman, 2018). It was found that the association between basic need satisfac-
tion in the relationship (defined as the support the individual gets from the other
person in the relationship for their sense of autonomy, competence, and relatedness;
La Guardia, Ryan, Couchman, & Deci, 2000) and mother’s personal growth in a
range of years following childbirth was significant only for lesbian-mothers. The
author suggests that for lesbians, becoming a mother often involves coping with and
overcoming additional difficulties (e.g., undergoing fertility treatments, dealing with
homophobia, etc.). In view of these added burdens, support in the form of satisfy-
ing basic needs may be more strongly associated with the positive construction of
personal growth among biological lesbian mothers than among their heterosexual
cohorts.
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16.6 The Big Picture: What We Have Learned and What Is
Left to Discover

The accumulated knowledge regarding growth following childbirth clearly indicates
that personal growth is a relevant concept not only in respect to traumatic events, but
also in the context of this normative life event. The literature reveals the relationship of
parents’ personal growth with stress, and with a host of demographic, intrapersonal,
and interpersonal variables, as well as its dynamics over time. Moreover, it shows
the importance of the individual’s perception of the situation over the seemingly
objective reality, and highlights the need for a positive outlook combined with a
degree of vulnerability as prerequisites for the experience of personal growth.

Research into personal growth in parenthood is less than 10 years old. Although
we have already gained significant knowledge, certain questions still remain unan-
swered. They include the specific contexts that enable personal growth, as well as the
dynamics that encourage growth among some individuals and not others. The mere
existence of the experience of personal growth in the transition to parenthood has
been tested and validated in numerous studies, and has been found to be stronger in
more demanding, threatening, and stress-related circumstances, such as giving birth
to premature babies, following a cesarean section, or being a single mom. However,
other events considered stressful, e.g., fertility treatment or having twins, have not
yielded higher reports of personal growth over time. Thus, further research is needed
for us to gain a more nuanced understanding of the development of personal growth
among parents.

In regard to its dynamics, personal growth is one potential consequence of the
cognitive effort to redefine basic beliefs and to rebuild the assumptive world (Cal-
houn & Tedeschi, 2006; Janoff-Bulman, 1992, 2006). The theory of personal growth
postulates that between the initial challenge to core beliefs and the subsequent expe-
rience of growth, the individual needs to engage in appropriate cognitive work (Cann
et al., 2010). It is therefore presumed that a significant factor in the path from cog-
nitive threat to the assumptive world to growth is the degree to which the person
engages in repeated thinking about the event. Repeated thought, or rumination, may
lead to the accommodation of the assumptive world to the changed reality or to the
assimilation of the event into the existing cognitive structures (Janoff-Bulman, 1992,
2006). Further research is needed to explore such processes as related specifically to
parenthood.

In addition, studies of further resources that might help explain the rather sensitive
mechanisms of growth are warranted. Among the variables worth examining in the
context of parenthood are measurable constructs drawn from the field of trauma,
such as questioning of the individual’s basic belief system, intrusive rumination
aroused by the event, and deliberate rumination meant to help process the event
(Taku, Cann, Tedeschi, & Calhoun, 2015), or more basic personality characteristics,
such as flexibility, which means the ability to shift between two patterns of response
(e.g., focusing on the traumatic event in order to process it vs. detaching oneself from
the event; Bonanno, Pat-Horenczyk, & Noll, 2011).
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The PTG literature also relates to the question of how central the individual views
the traumatic event to their life narrative, identity, and attribution of new experiences,
demonstrating associations between event centrality and PTG, in-de-pen-dent of
distress symptoms (Blix, Birkeland, Hansen, &Heir, 2015; Groleau, Calhoun, Cann,
& Tedeschi, 2013). Although it may be assumed that the transition to parenthood is
a central event in a person’s life and identity, and may thus lead to personal growth,
studies have yet to examine the specific nature of this connection. Research exploring,
for example, theories of motivation (e.g., the motivation to become a parent, see also
Solomon, Chap. 11 in this volume) and meaning (i.e., parenthood as a source of
meaning, see also Steger and Morse, Chap. 1 in this volume) might help us better
understand individual differences in the experience of personal growth.

Moreover, although studies indicate that growth is a process that evolves over time,
continuing to develop during the first years after childbirth (Porat-Zyman et al., 2017;
Taubman –Ben-Ari&Spielman, 2014), further research using amore comprehensive
longitudinal design is required to gain a more thorough understanding of its potential
multiple trajectories. In addition, men should be more represented in studies, both in
examinations of their particular experience and in dyadic designs that relate to the
couple’s response to the transition to parenthood. Another population conspicuously
absent from the literature are new families.

The cultural similarities found in the various studies indicate the universality
of the phenomenon of parents’ personal growth and its robustness across cultures.
Nevertheless, certain differences have emerged, signifying the need to delve deeper
to understand the cultural meanings associated with childbirth, parenthood and the
experience of growth, the significanceof the various dimensions of growth in different
social contexts, and how much different societies are willing to acknowledge the
stress generated by childbirth and personal growth as a legitimate outcome of this
normative life event.

Furthermore, having recognized the existence of personal growth as a response to
the transition to parenthood, we can now proceed to questions such as “What is the
benefit of growth?” or “What does it predict?” In other words, growth can be used
as an independent, moderating, or mediating variable, facilitating the examination
of its trajectory over time as well as its association with other constructs, such as
mental health or search for meaning.

Finally, in contrast to most events studied in the PTG literature, childbirth is usu-
ally planned, and even when it is not, it comes on the wake of a lengthy period
of preparation. A better understanding of growth will therefore enable profession-
als to intervene and assist individuals or couples who struggle for meaning or the
reconstruction of their core beliefs, helping them to overcome intrusive rumination
and learn to replace it with deliberate self-awareness, positive reframing, and other
techniques. Such interventions can ultimately enable more people to achieve life
satisfaction, and offer them the opportunity to experience personal growth.

Because of you, I reach the far edges of life, the good and the bad. Because of you I have
begun to really live . I didn’t even know that I wasn’t actually living before. You’re still so
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tiny and fragile and utterly dependent on us, and yet, you have already taught me so much
about myself, about you, about your father, about our family, about our friends, and about
the whole world. It’s amazing how much we adults can learn from one small child. (Women
Talk Motherhood, Forum for New Mothers, http://www.medabrotimahut.co.il/2010/09)
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Chapter 17
Attachment and the Transition
to Parenthood

W. Steven Rholes and Ramona L. Paetzold

17.1 Introduction to Attachment Theory and Attachment
Styles

The existence of an instinctive motive to form bonds of affection with particular
individuals and to turn to those individuals to relieve distress is the essence of attach-
ment theory. The most important function of attachment bonds is to protect infants
and children from danger. Infants and children that seek out attachment figures when
frightened have a survival advantage over those who do not.

The way in which the motive to seek safety from attachment figures manifests
depends on a variety of environmental circumstances, chief among them the way
that attachment figures react to efforts by infants and children to obtain support from
them to relieve distress. Caring and supportive responses encourage the emergence
of generalized expectations of supportive and protective attachment figures, and
uncaring and unsupportive reactions do the opposite. The responses of attachment
figures also help build mental models of the child’s sense of self as loved and worthy
of love or unloved and unworthy, and of attachment figures as loving and willing
to provide support and comfort or unresponsive and rejecting of the child’s bids for
support (Bowlby, 1973, 1979).
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Bowlby’s (1979) initial research and theorizing concerned children’s attachment
to caregivers.However, hewrote thatwhat holds for childrenholds for adults. In child-
hood, attachments start as bonds to particular others. However, as children’s experi-
enceswith attachment figures broadens, generalized expectations for and understand-
ings of attachment figures develop. These generalizations lead to routine perceptions
of and patterns of behavior with attachment figures. Bowlby called these routines
“working models.”

The content of working models includes episodic memories of experiences with
various attachment figures. It also typically include “rules” stored in semantic mem-
ory that guide behaviors with attachment figures. These rules may take the form
of if/then propositions. For example, if I approach my father when I am afraid, he
will respond favorably to this attempt to calm myself, or if my mother is angry, she
will hurt me physically if I do not stay away from her. Working models may also
include injunctions imposed by attachment figures that children are not to challenge
the descriptions or explanations of events provided by attachment figures, even when
such descriptions and explanations contradict children’s experiences. For example,
a mother may insist that a child’s father is not dead but has just moved away, even
after the child saw the father’s deceased body. Or, a father may insist that problems
within the family are the fault of the child, even when it might seem to the child
that the father’s alcoholism is the real cause. Or finally, a mother may insist that she
loves her child and acts in his or her best interests when it is apparent to the child
that she does not, or at least when the child suspects that she does not. Even as adults
in psychotherapy, some people have difficulty re-examining the distorted realities of
their lives promulgated by their attachment figures.

The work on attachment theory started by Bowlby (1973) has been continued
by a generation of investigators in developmental, clinical, personality, and social
psychology. The remainder of this chapter will address attachment relationships
among adults, adults’ workingmodels, and their models of the self and the other each
studied from the perspective of personality and social psychology. Mario Mikulincer
and Phillip Shaver figure prominently in work done within this tradition due to
their theory building and voluminous empirical research (seeMikulincer and Shaver,
Chap. 18 in this volume).

Shaver and colleagues developedwhat has become the gold standard of self-report
measures of attachment styles, the Experiences in Close Relationships scale (ECR;
Brennan, Clark, & Shaver, 1998). The ECR assesses two dimensions of attachment,
called attachment anxiety and attachment avoidance, which are relatively orthogo-
nal. The ECR comports well with Bowlby’s (1973) observations about attachment
anxiety and compulsive self-reliance (now called avoidance). Mikulincer and Shaver
(2016) write primarily about these two broad trends in or styles of affect, cognition,
and behavior that guide interactions with attachment figures. In other words, they
write primarily about personalities with avoidant or anxious tendencies, not about
specific relationships involving avoidance or anxiety. In this way their work differs
from much of Bowlby’s (1973). Avoidance and anxiety are measured on continuous
dimensions, but in this chapter we will discuss them using categorical terms to avoid
the awkwardness of continually writing more avoidant or less anxious, etc.

https://doi.org/10.1007/978-3-030-24864-2_18
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Some of the most important characteristics of the behavior of avoidant people
include lack of investment in and commitment to close relationships. Avoidant people
are not comfortable examining and analyzing their relationships and the influence
important relationships have had on their lives. Avoidant people do not want to,
and typically do not, provide much help or support to relationship partners. Perhaps
because of their distaste for caregiving, avoidant individuals also tend to be less
interested in becoming a parent (Jones, Cassidy, & Shaver, 2015). Finally, avoidant
adults do not rely on their close relationships for their sense of well-being. Other
things, such as work, hobbies, travel, and the sense that they are free to do what they
want to do tend to be more important. “Unencumbered” might be a good word to
describe the life that avoidant people prize.

One of the most important qualities of the behavior of anxious adults is a pro-
clivity for jealousy in romantic relationships. Jealousy seems to result from a fear
that partners are not committed to them and may leave them. Anxious people want
partners to be supportive, but they tend to think that they receive less support than
they deserve. They also tend to under-perceive the amount of support than is actually
provided (Collins & Feeney, 2004). Anxious people are less satisfied with their rela-
tionships than non-anxious people. Anxious people report low self-esteem, and they
are highly vulnerable to psychopathological symptoms and disorders (Mikulincer &
Shaver, 2016). Finally, unlike avoidant people, anxious people’s satisfaction or dis-
satisfaction with their relationships is central to their sense of well-being. “Devoted”
might be the best word to explain what anxious people want in relationship partners.

17.2 Parents’ Well-Being: How Do Anxious and Avoidant
Parents Fare During the Transition to Parenthood?

My colleague, Jeff Simpson, and I have conducted two studies of the transition
to parenthood. The first began about 6 weeks before the birth of the parents’ first
child and ended about 7.5 months later (Rholes, Simpson, Campbell, & Grich, 2001;
Simpson, Rholes, Campbell, Tran, & Wilson, 2003; Simpson, Rholes, Campbell,
& Wilson, 2003). Our goal was to study parents’ well-being during the transition,
and our primary indicator of well-being was marital satisfaction. The second study
also focused on well-being. It included marital satisfaction as a measure of well-
being, but in addition it included depressive symptoms and feelings of closeness or
distance with their child (Fillo, Simpson, Rholes, & Kohn, 2015; Kohn et al., 2012;
Rholes et al., 2011; Wilson, Rholes, Simpson, & Tran, 2007). Couples completed
questionnaires separately every 6 months, beginning approximately 6 weeks before
the birth of their child and ending on their child’s second birthday.

Attachment anxiety: Wilson et al. (2007) investigated women’s responses to labor
and delivery with questionnaires presented approximately two weeks after the birth
of their infants. Feelings of closeness to their newborns and feelings of jealousy were
our primary concern here. We expected anxious women to feel that they were not
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close to their babies, particularly when they felt jealous of their baby (i.e., felt that
they were in competition with the baby for their partners’ attention and affection).
We found support for this hypothesis. Anxious women felt more jealousy than non-
anxious women, and more jealous women in general felt less close to their infants.
When jealousywas controlled for, however, anxiouswomen felt closer to their infants
than women who were not anxious. Jealousy, thus, seems to drive a wedge between
anxious women and their babies.

Rholes et al. (2001) investigated perceptions of support available from romantic
partners and its relationship to well-being. The support questionnaire asked about
respondents’ belief that support would be forthcoming from partners when needed.
It did not assess support actually received. The hypothesis tested was that perceived
support would predict marital satisfaction most strongly among anxious women.
(Men’s and women’s data were analyzed separately in this study in part because
the sexes did not always respond to the same questionnaires. For example, men
were not asked to rate the support provided to them by their partners.) Consistent
with the hypothesis, anxious women became more dissatisfied with their marriages
over time when they thought their partners were not supportive. Anxious women
who perceived their partners to be supportive, however, were as satisfied with their
marriages as non-anxious women who also perceived their partners to be supportive.
Non-anxious women were satisfied with their marriages no matter howmuch or how
little support they perceived. These results confirm attachment theory’s prediction
that lack of support from partners undermines relationship satisfaction for some, but
not all, people. To anxious people, a low level of support is destructive presumably
because it confirms the negative view of attachment figures built into their working
models. If a partner’s lack of support further reinforces the view that no attachment
figure will ever fully commit to them, it also reinforces the view, and fear, that they
are essentially alone in the world. And, this could lead them be lonely, to believe that
their lives lack meaning, to derive less purpose and satisfaction from rearing their
children, to feel hopeless and depressed, and perhaps even to commit suicide. More
encouragingly, this study’s findings also show that anxious women who perceive
their partners to be supportive can be as happy with their marriages as women who
are not anxious. This reinforces attachment theory’s view that relationships and
attachment styles, not peoples’ constitutional make-up, are the primary determinants
of attachment-related behaviors and emotions.

Unfortunately, anxious people often fail to garner the level of support that they
think they need. Collins and Feeney (2004) found that anxious people tend to perceive
less support from their partners than is given. Romantic partners were video-taped
as they discussed a problem in their relationship. Partners then rated the support they
thought they received from their partners and objective observers rated each partner’s
supportiveness. The researchers compared the two ratings of support and found
that anxious partners’ ratings were lower than the observers’ ratings. Apparently,
perceptual biases arising from negative views of romantic partners and expectations
of non-support from attachment figures prevent anxious partners from seeing all of
the support that their partners provide.
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The problems that anxious people have with support are not due to perceptual
biases exclusively.Rholes et al. (2001) found that themale partners of anxiouswomen
reported declining levels of support given to them during the transition regardless
of the male partners’ attachment styles. Disturbingly, men also attributed negative
personality characteristics to their anxious partners. They viewed them as compara-
tively immature, needy, emotionally weak, and unstable, and these attributions fully
mediated declines in support provided to anxious partners. Their partners’ depen-
dence and the amount of reassurance anxious women sought may have been judged
by men to be excessive and may, thus, have caused a rift in the relationship.

Rholes et al. (2001) also found that among women, the correlations between
attachment styles and relationship variables like the amount of support perceived
or husbands’ marital satisfaction were stronger at the time 2 testing session, when
parents had been exposed to the stress of the transition for about 6 months, than they
were in the comparatively less stressful pre-natal period. This finding is consistent
with previous research that also shows that the apparent impact of attachment styles is
greater during stressful conditions (Simpson, Rholes, &Nelligan, 1992). Attachment
theory maintains that the attachment system varies in its activation and that it is more
highly activated during stressful times (Bowlby, 1973). This means that the transition
is a timewhen attachment styles should bemore influential that they are at other times,
and this highlights the importance of studying attachment styles during the transition
period.

The findings for marital satisfaction in our second 2-year longitudinal study of
the transition (Kohn et al., 2012) largely replicated those of Rholes et al. (2001).
Men and women both reported lower levels of satisfaction if their partners were
anxious. Women and men who were not anxious reported higher levels of marital
satisfaction regardless of perceptions of support provided by their partners. Anxious
women who perceived lower support reported less satisfaction than anxious women
who perceived higher levels of support, and finally, anxious men were less satisfied
with their marriages even when their partners offered higher levels of support.

The design of this study allowed us to look at the effects of partners on actors’
marital satisfaction. Men were particularly dissatisfied with their marriages under
two combined conditions: when their partners were anxious and when their anxious
partners perceived them to be unsupportive.Men partnered with non-anxious women
that perceived them to be unsupportive were relatively satisfied with their marriages.
Anxiouswomenwhoperceived their partners to be unsupportivemayhave engaged in
a form of “toxic” behaviors that undermined their partners’ satisfaction. When male
partners perceived their female partners to be unsupportive, their marital satisfaction
was unaffected regardless of their attachment style.

Rholes et al. (2011) investigated well-being as indicated by depressive symp-
toms. This study examined time since the birth of the child and respondents’ gen-
der as moderating factors. When anxious people perceived lower levels of support,
women reported high depressive symptom levels at the beginning of the transition
that remained high at least until her child was two years old. Men reported some-
what lower levels of depressive symptoms at the beginning of the transition, but their
symptom levels increased over time and became as high as women’s by the end of the
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study. When anxious people perceived higher support, their depression levels were
relatively low, and they declined slightly over time. Men and women who were non-
anxious reported lower symptom levels at the beginning of the study, which declined
slightly over time. Like marital satisfaction, problems with depression tend to be the
most problematic in people who are anxious and perceive less support available from
their partners.

Avoidant Attachment. The association between depressive symptoms and avoid-
ancewasmoderated by avoidant participants’ feelings that their infantwas interfering
with their romantic relationship (Rholes et al., 2011). Newparentswhowere avoidant
and thought their infant was interfering by competingwith them for the other parent’s
attention and affection showed higher levels of depressive symptoms. Perceptions
that their baby was interfering with their outside activities (mostly leisure) was asso-
ciated with more depressive symptoms among avoidant people as well. The findings
regarding interference with the marital relationship may seem out of character for
avoidant people. Relationships are multifaceted and serve multiple purposes and pre-
sumably different purposes for different kinds of people. Although seeking intimacy
with partners is not high on the list of avoidant peoples’ desires, having companion-
ship with someone, having fun with someone, and related factors may be of great
importance to them and that may be what they miss when their children seem to them
to be interfering in their relationships.

Kohn et al. (2012) examined actor and partner effects on marital satisfaction in
our 2-year study. They first found that marital satisfaction declined in general across
the transition. Avoidance was associated with marital satisfaction, but the association
depended on perceived family demands and work/family conflict. Avoidant actors
were less satisfiedwith their marriageswhen they thought that the demands placed on
themby family lifewere excessive andwhen they experiencedhigher levels of conflict
between their family life and their work life. In both situations they can be described
as “encumbered” when they want to be “unencumbered.” One element of family
demands that could be instrumental in lowering marital satisfaction is the demand to
be involved in childcare. AsBowlby (1979)wrote, pressure to provide care to another
is terrifying to avoidant people. Fillo et al. (2015) investigated marital satisfaction
among avoidant people and the amount of infant care they provided in our 2-year
study.Avoidantmenwhobelieved theyweremakinghigher contributions to childcare
were among the people least satisfied with either their marriages or perhaps with the
state of being married. They may yearn to be single again under these conditions.
Moreover, their dissatisfaction grew over time. By the end of our investigation, when
children were two years old, avoidant men that viewed themselves to be involved in
higher levels of childcare were two standard deviations lower on marital satisfaction
than non-avoidant men who also perceived themselves to be doing a lot of childcare.
In general, avoidance had more impact on relationship satisfaction for men than
women, perhaps because women are more strongly socialized into the parent role.
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17.3 The Transition to Parenthood as an Opportunity
for Personal Growth

What does personal growth mean in attachment theory? It is somewhat different
from personal growth as it is discussed in humanistic psychology by authors like
Maslow and Rogers. Growth from the perspective of attachment theory could mean
ridding yourself of defenses that distort your understanding of the important events
in your life that are related to the attachment system. It couldmean being able tomore
accurately understand the people with whom you form romantic relationships, free
of bias and defense. It could mean overcoming doubts about one’s self-worth. All
of these changes, however, come down to one thing: changing insecure attachment
styles into secure ones.How thismight happen is not entirely clear, and it seems likely
to involvemultiple processes. Bowlby (1980, pp. 230–231) presented one hypothesis
regarding change in attachment styles. He hypothesized as follows: “there is certain
information … that we find difficult to process. One example is information that is
incompatible with our [working models]. In general, when new information clashes
with establishedmodels…an oldmodelmay be replaced by a newone.”Bowlbywent
on to describe this kind of change as slow and arduous because established models
have for so long played a role in guiding behavior and organizing our thoughts about
relationships.

Wehave conducted one studyon the growth of security (or the decline of avoidance
and/or anxiety) that was guided by Bowlby’s (1973) hypothesis. Simpson, Rholes,
Campbell, and Wilson (2003) examined change in attachment style occurring over
a period of approximately 7.5 months, beginning approximately 6 weeks before the
birth of parents’ babies and ending when the babies were about 6 months old. These
authors reasoned that the transition to parenthoodmight encourage change because it
exposes parents to new information that may contradict assumptions built into their
working models. This may lead them to reflect on their relationships, opening the
way for change. The new information that may contradict established models can
come from different sources. For example, one’s behavior may change during the
transition in ways that are inconsistent with an existing model, or one’s relationship
partner may behave in ways that clash with expectations contained in one’s working
model. Emotional responses to the infant (enjoyment, love, even awe) may also be a
source of information that is incompatible with one’s working model.

Simpson, Rholes, Campbell, andWilson (2003) examined information that might
come into one’s awareness that changes the working model. They first analyzed
change as a function of levels of perceived partner support as assessed at the pre-
natal testing session (6 weeks before the birth of the children). The authors reasoned
that supportive partners of anxious people clash with their expectations of having
a lack of support in their lives. Supportive partners, therefore, may cause anxious
individuals to become less anxious. The results showedprospectively that perceptions
of higher levels of partner support were associated with decreased levels of anxiety
among women at the second testing session about 6 months after the birth of their
infants. We did not ask men how supportive they found their partners to be.
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Changes in avoidance also supported Bowlby’s hypothesis. Providing support
to partners is inconsistent with the avoidant working model and with a “terror” of
becoming someone’s caretaker, but men who perceived that they were providing
higher levels of support to their partners at the pre-natal period were less avoidant at
the 6-months testing session. We did not ask women how much support they gave
to their male partners. Seeking support should also be inconsistent with the working
models of avoidant people. An important goal of avoidant individuals is to keep the
attachment system deactivated. To do so, avoidant people come to value indepen-
dence, autonomy, and self-reliance, and they try to live guided by these values. They
do not want others to depend on them and they do not want to become dependent on
other people (Brennan et al., 1998). Support seeking, therefore, should be inconsis-
tent with their working models. Women who reported more support seeking in the
pre-natal test session were less avoidant at the 6-month testing session than they were
before. To summarize, seeking support and feeling that support is available were each
associated longitudinally with women becoming more secure, and giving support to
their partners was associated longitudinally with men becoming more secure.

Would a study that attempted to replicate Simpson, Rholes, Campbell, andWilson
(2003) get the same results if it was conducted at a time other than the transition?
In theory, it should. We can encounter information that is inconsistent with working
models in a wide variety of settings, but how motivated are we at any given time to
reconcile discrepant information? The transition period may be more conducive to
change than other times. Greater interdependence of outcomes during the transition
may make the good and bad aspects of relationships more salient. The attachment
system should be more highly activated during the transition due to higher levels of
stress (Mikulincer & Shaver, 2016). This could increase the cognitive availability
of working models, making inconsistencies more noticeable and likely to produce
change. The effects of the transition versus other periods on the likelihood of change
is ultimately an unresolved empirical question. We bring it up to remind ourselves
that the transition has a strong impact on new parents and in many ways is a unique
experience.

17.4 New Directions in the Study of Attachment
and the Transition to Parenthood

One way to extend research on the transition period would be to locate new behav-
iors that appear during the transition as a function of attachment style. To do this,
one probably should scour the writings of Bowlby (1973, 1979). Another equally
important way would be to use the theory to try to locate additional variables that
moderate the effects of attachment styles during the transition. Additional factors that
satisfy or aggravate the needs of people with insecure styles would probably be the
most likely candidates. Finally, another way to move the field forward would be to
ask whether there are new developments in attachment theory that might be relevant
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to the transition period. We want to conclude this chapter by reporting on a recent
development in attachment theory, the introduction of the self-reported disorganized
attachment style in adults.

The disorganized attachment style is quite different from avoidant and anxious
styles. Avoidance and anxiety are organized methods of coping with the realities of
getting attachment needs met when attachment figures do not play their caretaker
role optimally. Anxious people cling, demand attention, and exaggerate the level of
their distress, all to make what they see as an inattentive, uninvolved attachment
figure respond to them. Avoidant people interact with attachment figures from a
distance. As they see it, getting too close to attachment figures can antagonize them
and lead them to further withdraw and further reject their needs for protection and
comfort. Their interactions with attachment figures are an attempt to avoid neediness
in an effort to keep the attachment figure as responsive as possible and to get their
attachment needs met, at least minimally.

Disorganized behavior is different in that it does not appear to be a coherent cop-
ing strategy. It is the absence of a coherent strategy for getting attachment needs met
when individuals are distressed. A principal cause of disorganized relationships is
repeatedly experiencing a fear of attachment figures. When infants and children are
repeatedly frightened by their attachment figure’s behavior, disorganized relation-
ships are expected to develop. Frightening behavior can come in many, sometimes
subtle, forms. For instance, caregiversmay seem to the child to be frightened of some-
thing that he or she does not see or understand. This can make the child afraid of the
caregiver. Another fear-inducing behavior is absorption into dissociated states when
interacting with the child. Overtly threatening behaviors, of course, also encourage
disorganization as does sexualized treatment of the infant or child by the attachment
figure (Lyons-Ruth & Jacobvitz, 2016).

Being fearful of an attachment figure creates a paradoxical state in which the
attachment figure is both the cause and the solution to fear. Infants and children, when
frightened, are “pushed” by the innate attachment system to turn to the caregiver for
protection and relief of fear. Children’s experiences with their attachment figures,
however, may direct them to stay away. This “fright without solution” situation is one
of the key psychological causes of disorganized attachments. For a discussion of other
types of attachment figure behavior that can encourage disorganized attachments, see
Lyons-Ruth and Jacobvitz (2016). At a more distal level of analysis, disorganization
has been associated with long and repeated separations from attachment figures,
severely inadequate care given to infants in orphanages, and physical or sexual abuse
by caregivers (Bowlby, 1979; Lyons-Ruth & Jacobvitz, 2016).

Although most of the research on disorganization has involved infants and older
children, the concept of disorganization in adults has a long history among devel-
opmental attachment researchers. They measure disorganization in connection with
traumatic experiences. The Adult Attachment Interview (Main, Kaplan, & Cassidy,
1985) inquires about two kinds of trauma, child abuse and the death of someone close.
Interviewees are classified as “unresolved/disorganized” depending on the way in
which they talk about trauma. Deep absorption during questions about trauma, mak-
ing statements about traumatic experiences that logically cannot be true, or losing
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touch with the context of the interview are examples of the behavior that charac-
terizes interviewees placed in the unresolved/disorganized category. The concept of
disorganization arrived at through pathways other than failure to resolve these two
traumatic experiences does not exist among developmental researchers.

Paetzold, Rholes, and Kohn (2015) recently introduced a self-report measure of
disorganization within adult romantic relationships. They view disorganization as
including three major themes: confusion about romantic relationships, overt fear of
romantic partners, and the idea that attachment figures are untrustworthy and trusting
them can be dangerous. Efforts to validate the scale thus far have sought to determine
whether the correlates of adult disorganization measured by this scale match the
correlates of disorganization as assessed in infancy and childhood. Disorganization
is considered the most insecure form of attachment. Therefore, developmentalists
have focused on the relationship between disorganization and clinical variables.

Disorders found among adults with a childhood history of a disorganized rela-
tionship with an attachment figure prominently include dissociation and borderline
personality, among others. Longitudinal studies of these disorders assess disorga-
nization in infancy or later childhood and link it with adults’ and older children’s
behavior and personality problems. Some key findings of these longitudinal studies
are that infant and childhood disorganization are predictors of adult dissociation and
borderline personality (Liotti, 1992; Ogawa, Sroufe, Weinfield, Carlson, & Egeland,
1997).Another finding is that earlymeasures of disorganization predict later external-
izing behavior (behavior that is angry, oppositional, aggressive, etc.) in older children
(Fearon, Bakermans-Kranenburg, van Ijzendoorn, Lapsley, & Roisman, 2010; Groh,
Roisman, van Ijzendoorn, Bakermans-Kranenburg, & Fearon, 2012).

Do adults who self-report disorganization behave in similar ways and have similar
problems in adulthood? Are they more angry and aggressive in their relationships
andmore likely to report symptoms of dissociative and borderline disorders? Rholes,
Paetzold, and Kohn (2016) found that women and men who scored high on the dis-
organization scale reported being more angry and aggressive toward their romantic
partners. This study also showed that adult disorganization partially mediated the
effects of child abuse on anger and aggression in relationships in adulthood. Paet-
zold, Rholes, and Andrus (2017) found that adults assessed as disorganized have
dissociative tendencies, just like adults who were assessed as having disorganized
relationships in infancy and childhood. They also found that disorganization and two
forms of victimization, child abuse and current abuse by romantic partners, interacted
to predict dissociation. The relationship between abuse and dissociation was more
strongly positive when victims were more disorganized. Finally, in Paetzold et al.
(2015) more disorganized adults hadmore symptoms of both depression and anxiety.
This is significant because disorganized children also are vulnerable to depression
(Groh et al., 2012).

Howmight disorganization in terms of relationships affect the transition to parent-
hood? The characteristics of disorganization in romantic relationships could easily
affect spousal relationships during the transition in adverse ways. It could also affect
the relationship with the newborn child. Because adults who are disorganized report
more anger and aggression toward their partners at times other than the transition, the
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stress associated with the transition to parenthood could exacerbate such behavior,
making the transition a particularly difficult time, perhaps especially for new moth-
ers. Avoidance and anxiety have been linked to abusive behavior; a combination of
avoidance and anxiety seems most likely to be associated with abuse (Mikulincer
& Shaver, 2016). The connection between disorganization and abusive behavior is
unstudied, but we do know that more disorganized adults report more often that they
have behaved violently during a conflict with their partner (Rholes et al., 2016).
Abusive behavior during the transition would, of course, have devastating effects.
Thus, violence and aggression during the transition is a topic that strongly invites
study.

The dissociative tendencies of adultswith disorganized attachment stylesmay also
prove to be important. Dissociative tendencies were mentioned above as an example
of ways in which attachment figures incite fear in infants and young children, and
fear is one of the factors involved in children developing disorganized relationships
with attachment figures. The increased stress encountered during the transition could
make dissociative tendencies more prevalent in the behavior of disorganized mothers
and fathers. New, yet unpublished research by the authors of this chapter has found
that the impact of disorganization on dissociation increases when adults have or have
had problematic relationships with attachment figures as children or adults. Events
within the transitionmay play the same role, increasing the strength of the connection
between disorganization and dissociation. The connection between disorganization
and symptoms of borderline personality are particularly troubling, as the romantic
relationships of borderline people are often deeply disturbed. We are only beginning
to scratch the surface of the problems associated with disorganization. Within a few
years, the ways in which disorganization affects individuals during the transition
should be better understood. In our opinion introducing disorganization into the
study of the transition could be particularly fruitful for research.

To bring this chapter to an end, how can we summarize the findings that we have
now in just one word? For anxious people going through the transition, the word
would be Security. For avoidant individuals going through the transition the word
would be Freedom.
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Chapter 18
Attachment, Caregiving, and Parenting

Mario Mikulincer and Phillip R. Shaver

18.1 Introduction

In his exposition of attachment theory, Bowlby (1973, 1980, 1982, 1988) emphasized
the importance of positive interactions with caring and protective others (attachment
figures) in times of need and the resulting sense of security (confidence that one is
competent and lovable and that others will be supportive when needed) for emotion
regulation, psychological well-being, and prosocial behavior. This sense of security
allows a person to cope constructively with stressful events, maintain self-esteem and
emotional stability, engage in satisfactory and harmonious interpersonal relations,
and be empathic and compassionate toward needy and vulnerable others who seek
care and attention (see Mikulincer & Shaver, 2016, for a review).

Originally, attachment theory (Bowlby, 1982) was formulated to explain infant-
parent emotional bonding and the functioning of the attachment behavioral system
(the system that governs people’s—especially young children’s—search for prox-
imity to attachment figures in times of need) during infancy and early childhood.
However, based on Bowlby’s (1979, p. 129) claim that attachment needs and behav-
iors are active “from the cradle to the grave,” adult attachment researchers have
examined individual variations in attachment-system functioning within couple and
family relationships. Specifically, they have shown that these individual differences
underlie the quality of both couple relationships and parenting (see Jones, Cassidy, &
Shaver, 2015; Mikulincer & Shaver, 2018, for reviews). In the case of parenting, the
observed attachment-related variations are thought to reflect the underlying effects
of attachment-system dynamics on the functioning of what Bowlby (1982) called the
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“caregiving behavioral system”—an innate behavioral system in parents and other
caregivers that responds to the needs of dependent others, especially (but not limited
to) children. Our goal in this chapter is to summarize what we have learned about the
link between the attachment and caregiving systems and understand how attachment
security and insecurities shape parenting-related cognitions, feelings, and behavior.

We begin the chapter by explaining the behavioral system construct and show-
ing how individual differences in a person’s attachment system affect the function-
ing of the caregiving system. We then review adult attachment studies that show
how individual differences in attachment security and insecurities explain variations
in parenting-related desires and attitudes among childless adults, parenting-related
expectations during pregnancy, emotional reactions during the transition to parent-
hood, and parent’s cognitive, emotional, and behavioral reactions during interactions
with their children during infancy, childhood, and adolescence.

18.2 A Behavioral Systems Perspective on Attachment
and Caregiving

In explaining human behavior, Bowlby (1982) borrowed from ethology the concept
of behavioral system, a species-universal neural program that organizes an indi-
vidual’s behavior in ways that increase the likelihood of survival and reproductive
success. Each behavioral system is organized around a particular goal (e.g., attaining
a sense of safety and security, providing support to a needy other) and includes a
set of interchangeable, functionally equivalent behaviors that constitute the primary
strategy of the system for attaining its goal (e.g., proximity seeking, empathically
understanding another person’s needs). These behaviors are automatically activated
by stimuli or situations that make a particular goal salient (e.g., a signal of danger)
and terminated by other stimuli or outcomes that signal attainment of the desired
goal.

Bowlby (1973) believed that although behavioral systems are innate, experience
shapes their parameters and strategies in various ways, resulting in systematic indi-
vidual differences. According to Bowlby, the residues of such experiences are stored
in the form of mental representations, or working models of self and others, that
guide future attempts to attain a behavioral system’s goal. With repeated use, these
models become automatic and are important sources of within-person continuity in
behavioral system functioning throughout development.

18.2.1 The Attachment Behavioral System

According to Bowlby (1982), the biological function of the attachment system is
to protect a person from danger by assuring that he or she maintains proximity to
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loving and supportive attachment figures. Theproximal goal of the system is to restore
and strengthen the inner sense of attachment security, which normally terminates the
system’s activation. The goal of attaining security ismade salient by perceived threats
and dangers, which drive people to seek actual or symbolic proximity to attachment
figures. During infancy, proximity seeking involves nonverbal expressions of need,
such as crying and pleading, and locomotor behaviors (crawling, toddling) aimed
at reestablishing and maintaining proximity to a caregiver (Ainsworth, 1991). In
adulthood, this attachment strategy also includes many other means of establishing
contact (e.g., talking directly to or phoning an attachment figure) as well as activating
soothing mental representations of attachment figures (e.g., Mikulincer, Gillath, &
Shaver, 2002).

The consolidation of a solid sense of attachment security following repeated posi-
tive interactionswith supportive attachment figures in times of need promotes general
faith in other people’s good will; a sense of being loved, esteemed, understood, and
accepted by relationship partners; and optimistic beliefs about one’s ability to handle
challenges, frustration, and distress. Bowlby (1988) considered attachment security
to be a mainstay of mental health and social adjustment throughout life. A host of
cross-sectional and longitudinal studies strongly support this view (see Mikulincer
& Shaver, 2016, for reviews).

However, when attachment figures are not reliably available, responsive, and sup-
portive, a sense of attachment security is not attained, negative working models are
constructed, worries about self-protection and lovability are heightened, and strate-
gies of affect regulation (whichCassidy&Kobak, 1988, called secondary attachment
strategies) other than appropriate proximity seeking are adopted. Attachment the-
orists (e.g., Cassidy & Kobak, 1988; Mikulincer & Shaver, 2016) emphasize two
such secondary strategies: hyperactivation and deactivation of the attachment sys-
tem. Hyperactivation is manifested in energetic attempts to gain greater proximity,
support, and protection, combined with a lack of confidence that it will be pro-
vided. Deactivation of the system involves inhibition of proximity-seeking tenden-
cies, denial of attachment needs, maintenance of emotional and cognitive distance
fromothers, and compulsive reliance on oneself as the only reliable source of comfort
and protection.

When studying these secondary strategies during adolescence and adulthood,
attachment researchers have focused mainly on a person’s attachment orientation—
a chronic pattern of relational cognitions and behaviors that results from a par-
ticular history of attachment experiences (Fraley & Shaver, 2000). These orien-
tations can be conceptualized as regions in a continuous two-dimensional space
(e.g., Brennan, Clark, & Shaver, 1998). One dimension, attachment-related avoid-
ance, reflects the extent to which a person distrusts others’ good will and relies
on deactivating strategies for coping with threats and attachment insecurities. The
other dimension, attachment anxiety, reflects the degree to which a person wor-
ries that relationship partners will be unavailable or unhelpful in times of need
and relies on hyperactivating strategies. People who score low on both insecurity
dimensions are said to be secure with respect to attachment or securely attached.
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Although a person’s attachment orientation is fairly stable over the life span (see
Cassidy & Shaver, 2016, for updated reviews), one should note that it is actually
the most dominant mental representation within a complex network of representa-
tions that includes other less dominant episodic, context-specific, and relationship-
anchored memories and schemas (Collins & Read, 1994). Therefore, current experi-
ences and contextual cues can cause less dominant attachment-related representations
to become temporarily salient and lead a person to react and behave in ways that fit
the currently salient representations. Many studies have experimentally primed secu-
rity representations (security priming) and have found that even people with insecure
attachment patterns react and behave in a more secure manner under the influence of
such stimuli (e.g., Mikulincer & Shaver, 2001). In these experiments, presentation
of pictures suggesting attachment-figure availability (e.g., a Picasso drawing of a
mother cradling an infant in her arms); presentation of the names of actual people
designated by participants as security-enhancing attachment figures; guided imagery
concerning the availability and supportiveness of an attachment figure; visualization
of the faces of security-enhancing attachment figures; and viewing the photograph
of an attachment figure have all been found to increase participants’ positive affect,
self-esteem, optimism, empathy, prosocial behavior, and resilience, and to reduce
negative attitudes toward outgroups (See Mikulincer & Shaver, 2016, for a review
of these findings.)

18.2.2 The Caregiving Behavioral System

According to Bowlby (1982), human beings are born with a capacity to provide
protection and support to others who are either chronically dependent or temporarily
in need. Bowlby (1982) claimed that these behaviors are organized by a caregiving
behavioral system that emerged over the long course of evolution because it improved
the inclusive fitness of humans by augmenting the likelihood that children, siblings,
and tribe members with whom a person shared genes would survive to reproductive
age and succeed in producing and rearing offspring (Hamilton, 1964). Although
the caregiving system presumably evolved primarily to increase the viability of an
individual’s own offspring and close relatives, it may also have been more generally
adapted to respond to the needs of other tribe members, and it can be extended
through socialization to include genuine concern for anyone in need (Wilson, 2014).

According to Bowlby (1982), the goal of the caregiving system is to reduce other
people’s suffering, protect them from harm, and foster their growth and develop-
ment. That is, the caregiving system is designed to serve two major functions: (1)
meeting another person’s needs for protection in times of danger or distress (which
Bowlby, 1982, called “providing a safe haven”) and (2) supporting others’ explo-
ration, autonomy, and growth when exploration is safe and desirable (Bowlby, 1982,
called this function “providing a secure base for exploration”). From this perspec-
tive, the goal of a care seeker’s attachment system (to maintain a safe haven and
secure base) is also the aim of his or her care provider’s caregiving system. When a
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caregiver’s behavioral system is activated by another person who needs help, the pri-
mary strategy of the system is to perceive the needy individual’s problem accurately
and provide effective aid. According to Collins, Guichard, Ford, and Feeney (2006),
effective caregiving is characterized by two core qualities: sensitivity (being attuned
to, and accurately interpreting, another person’s signals of need) and responsiveness
(validating the other person’s needs, perceptions, and feelings; respecting his or her
beliefs and values; and providing useful support).

Although Bowlby (1982) assumed that everyone is born with the potential to
become an effective care provider, effective functioning of the caregiving system
depends on several factors. Effective caregiving can be impaired by feelings, beliefs,
and concerns that dampen or conflict with motivation to help or with the traits of sen-
sitivity and responsiveness. It can also be impaired by deficits in social skills, fatigue,
and problems in emotion regulation that cause a caregiver to feel overwhelmed by
a needy other’s pain or to wish to distance oneself physically, emotionally, or cog-
nitively from the person’s problems and distress (e.g., Cassidy, Stern, Mikulincer,
Martin, & Shaver, 2018; Collins et al., 2006).

Following this reasoning, we (Shaver, Mikulincer, & Shemesh-Iron, 2010) pro-
posed that if a person’s caregiving system develops under favorable social circum-
stances, then compassion, empathy, sensitivity, and responsiveness become common
reactions to other people’s needs. However, if the caregiving system does not develop
under favorable circumstances, because of an absence of parental modeling, training,
and support, or because of interactions with parents that engender insecurities and
worries, a person is likely to be less sensitive and less responsive with respect to
other people’s needs and suffering (see Shaver, Mikulincer, Gross, Stern, & Cassidy,
2016, for an extensive review).

18.2.3 Interplay of the Attachment and Caregiving Systems

Bowlby (1982) noticed that activation of the attachment system can interfere with
the operation of the caregiving system, because potential caregivers may feel that
obtaining safety and care for themselves is more urgent than providing care to others.
At such times, people are likely to be so focused on their own vulnerability and need
for protection that they lack the mental resources needed to attend sensitively to
others’ needs and respond effectively to them (Gilbert, 2014). Only when a sense
of attachment security is restored can a potential caregiver perceive others to be not
only potential sources of protection and support, but also worthy human beings who
themselves need and deserve sympathy and support.

Reasoning along these lines, attachment theorists (e.g., Collins et al., 2006; Kunce
& Shaver, 1994) hypothesized that attachment security provides an important foun-
dation for effective caregiving. Moreover, a person who is more secure with respect
to attachment is likely to have experienced and benefited earlier in life from effec-
tive care provided by responsive attachment figures. This means that secure adults
have mental representations of compassionate and generous caregivers when they
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themselves occupy the caregiving role. Moreover, secure individuals’ comfort with
intimacy and interdependence allow them to respond favorably when another person
is in need of support. In addition, secure people’s positive working models of oth-
ers make it easier for them to perceive others as deserving sympathy and support,
whereas their positive self-representations allow them to feel confident that they can
deal with others’ needs or distress without being overwhelmed by them.

In contrast, attachment insecurities are likely to interfere with responsive care
provision (e.g., Collins et al., 2006). Attachment anxiety leads people to focus on
their own distress and unmet attachment needs, which may draw mental resources
away from attending accurately to others’ needs. Moreover, strong desire for close-
ness, support, and love related to attachment anxiety may taint caregiving motives
with egoistic desires for acceptance and grateful approval, which can impair effective
helping. The lack of comfort with closeness and negative working models of others
that is associated with avoidant attachment may also interfere with the provision
of sensitive and responsive care. People scoring high on attachment-related avoid-
ance may back away rather than get involved with a needy and vulnerable person,
preferring to detach themselves emotionally, cognitively, and physically.

In the remainder of this chapter, we review studies that test these theoretical ideas
about the interplay of attachment and caregiving motives and processes within the
context of parenting. We particularly focus on studies that have measured individual
differences in adult attachment orientations and then have assessed parenting-related
cognitions, feelings, and behaviors.

18.3 Evidence Concerning Attachment-Related Variations
in Parental Caregiving

Many researchers have assessed parents’ attachment orientations and examined their
effects on mental representations of parenting, emotional reactions to the transition
to parenthood, physiological responses to parenting-related stimuli, and parental
caregiving behavior. Most such studies have focused on mothers’ responses and
have relied mainly on the Adult Attachment Interview (AAI, George, Kaplan, &
Main, 1996) to assess adult attachment patterns. Nevertheless, the major findings
have been replicated in studies that have focused on fathers or have used self-report
attachment scales (for a review, see Jones et al., 2015).

18.3.1 Mental Representations of Parental Caregiving

According to attachment theory, adults preparing for parenthood and those who have
already become parents develop mental representations of themselves as caregivers
and of the parent-child relationship (Mikulincer & Shaver, 2016). Attachment inse-
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curities can negatively bias thesemental representations and raise worries and doubts
about oneself as a parent and the quality of the relationship one will form with one’s
children.

Studies conducted among childless adults have found that attachment-related
avoidance is consistently associated with less desire to have children (e.g., Rholes,
Simpson, & Friedman, 2006; Wilson, Rholes, Simpson, & Tran, 2007). In addition,
less secure non-parents have been found to be less positive when judging their ability
to relate to children, imagining interactions with their own future child, and evaluat-
ing their closeness to that child (e.g., Rholes, Simpson, Blakely, Lanigan, & Allen,
1997; Scharf&Mayseless, 2011). Studies also indicate thatmore attachment-anxious
people have more unrealistic, and perfectionist views of their imagined performance
as parents (e.g., Snell, Overbey, & Brewer, 2005).

Conceptually similar results have been obtained in studies of adults who were
already parents. Using either the AAI or self-report attachment scales, these studies
reveal that less secure parents experienced less joy and pleasure during interactions
with their children (e.g., Berlin et al., 2011; Rholes et al., 2006) and feel less close to
them (e.g., Rholes, Simpson, & Blakely, 1995; Wilson et al., 2007). Several studies
have also found that less secure people report heightened parenting-related distress
(e.g., Fonseca, Nazaré, & Canavarro, 2013; Lionetti, Pastore, & Barone, 2015).

Less secure parents also scored lower on scales measuring parental satisfaction
(e.g., LaValley&Guerrero, 2012;Rholes et al., 2006), and they appraised themselves
as less able to cope with the demands and challenges of pregnancy, childbirth, and
parenthood (e.g., Berant,Mikulincer,&Florian, 2001; Trillingsgaard, Elklit, Shevlin,
& Maimburg, 2011). In addition, insecure mothers had more worries and anxieties
about separation from their children (e.g., Taubman – Ben-Ari & Katz-Ben-Ami,
2008; Vasquez, Durik, & Hyde, 2002). Insecure parents also described themselves
as less competent in accomplishing parenting tasks (e.g., Howard, 2010; Kohlhoff
& Barnett, 2013), perceived greater costs in becoming a parent (e.g., Taubman –
Ben-Ari, Ben Shlomo, Sivan, & Dolizki, 2009), and reported less competence in
handling their children’s distress (e.g., DeOliveira, Moran, & Pederson, 2005).

18.3.2 Emotional Reactions to the Transition to Parenthood

Having a baby is typically a joyful but stressful experience, but it can have different
and even opposite psychological repercussions for some parents. For many parents,
the transition to parenthood is a growth-inducing experience that increases their hap-
piness and emotional well-being and heightens their sense of meaning in life. For
other people, however, this transition can heighten personal and relational doubts
and worries, erode relationship satisfaction, and increase the risk for depression
(a form of distress that clinicians call postpartum depression). Research has con-
sistently found that parents’ attachment orientations influence individual variations
in reactions to this transition (see Rholes & Paetzold, Chap. 17 in this volume).
For example, insecure attachment (assessed during pregnancy or soon after delivery,
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using either the AAI or self-report scales) has been found to predict higher levels
of postnatal depression over periods ranging from 6 months to 2 years (e.g., Iles,
Slade, & Spiby, 2011; Rholes et al., 2011; Simpson, Rholes, Campbell, Tran, &
Wilson, 2003). In addition, more anxious women and their male partners tend to
perceive lower levels of spousal support and experience sharper declines in marital
satisfaction, which in turn exacerbate depressive reactions (e.g., Kohn et al., 2012;
Rholes, Simpson, Campbell, & Grich, 2001; Rholes et al., 2011). Interestingly, more
avoidant men who believe their baby is interfering with their career or personal life
or who feel that they are doing too much childcare also report sharper declines in
marital satisfaction (e.g., Fillo, Simpson, Rholes, & Kohn, 2015; Kohn et al., 2012).

Attachment studies have also identified relational factors that mitigate the detri-
mental effects of attachment insecurities during the transition to parenthood. There is
evidence, for example, that anxiously attached women do not show heightened post-
partum depression when they perceive more support and care from their husbands
(e.g., Rholes et al., 2011; Simpson et al., 2003) or when husbands themselves report
more effective support of their wives during pregnancy (e.g., Conde, Figueiredo, &
Bifulco, 2011). Thus, it seems that husbands’ emotional support mitigates anxious
wives’ worries and concerns and thereby protects them from postpartum depression.

18.3.3 Parenting-Related Physiological Responses

Another line of research focuses on adults’ brain responses to parenting-related stim-
uli (e.g., a picture of an infant’s face, an infant’s facial or vocal emotional expression)
and examines how these responses are moderated by attachment orientations. For
example, Riem, Bakermans-Kranenburg, van IJzendoorn, Out, andRombouts (2012)
found that attachment insecurities were associated with heightened amygdala acti-
vation (using functional Magnetic Resonance Imaging—fMRI) during exposure to
infant crying in a sample of nulliparous women. In another fMRI study, Strathearn,
Fonagy,Amico, andMontague (2009) found that less secure first-timemothers exhib-
ited less activation in dopaminergic reward regions of the brain, such as the ventral
striatum, in response to pictures of their own infant’s emotional expressions. Taking
together, these findings imply that insecure mothers’ brains react to infant emotional
expressions with heightened fear-related avoidance responses (amygdala hyperacti-
vation) and inhibition of approach responses (ventral striatum deactivation), which
in turn may prevent sensitivity and responsiveness to an infant’s distress.

There is also evidence that autonomic responses to an infant’s emotional expres-
sions tend to be affected by attachment orientations (e.g., Ablow,Marks, Feldman, &
Huffman, 2013; Schoenmaker et al., 2015; Spangler,Maier, Geserick,&vonWahlert,
2010). For example, Spangler et al. (2010) assessed first-time parents’ mimicking
responses (facial muscle activity) and eyelid reflexes (using a startle paradigm) to
infant photographs depicting positive, neutral, and negative emotions. More secure
parents showed more mimic responses to an infant’s variations in emotional expres-
sions—a sign of empathic, approach responses. In addition, avoidant parents showed
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heightened startle response to infants’ expressions of negative emotions, implying
an autonomic stress response to infants’ signals of distress.

In exploring the hormonal basis of parental caregiving, Edelstein, Stanton, Hen-
derson, and Sanders (2010) found that avoidant attachment was negatively asso-
ciated with estradiol levels—a hormone that seems to sustain parenting behavior.
In a subsequent study, Edelstein, Kean, and Chopik (2012) examined estradiol
variations in response to a movie depicting an intimate parent-child interaction.
Whereas women scoring low on avoidant attachment reacted to the parent-child
clip with increased estradiol levels, those scoring high on avoidance did not.

18.3.4 Parental Caregiving Behavior

In one of the first studies of attachment-related predictors ofmaternal sensitivity, Haft
and Slade (1989) administered the AAI to mothers of 9- to 23-month-old infants and
videotaped interactions between them and their children, later coding the tapes for a
mother’s noticing of and attunement to her child’s positive and negative emotions. As
compared with insecure mothers, secure mothers were more consistent in reacting
to their baby’s emotions and needs. Anxious mothers attuned inconsistently to both
positive and negative emotions, whereas avoidant mothers seemed to ignore negative
emotions.

Following this pioneering study, dozens of studies have consistently documented
attachment-related variations (using the AAI) in mother’s sensitivity and responsive-
ness to their infants during videotaped free-play sessions and unstructured observa-
tions of everyday mothering behavior at home (e.g., Bernier & Matte-Gagné, 2011;
Shlafer, Raby, Lawler, Hesemeyer, & Roisman, 2014). Specifically, insecure moth-
ers are less attentive and responsive to their infant’s needs than secure mothers, and
are more distressed and intrusive when interacting with their infant. Some of these
studies found attachment-related differences in parental behavior even when the AAI
was administered before the child’s birth, thus precluding an alternative explanation
in terms of effects of children’s temperament on mothers’ attachment orientations.

In a recent diary study, Lang, Schoppe-Sullivan, Kotila, and Kamp Dush (2013)
found that the link between attachment insecurities (assessed with a self-report
scale) and parental behavior is more complex and depends on the nature of the
assessed activities. For example, more anxious parents reported less engagement in
exploration-focused activities with their infant (activities that stimulate and build the
infant’s knowledge). In addition, more anxious fathers (but not mothers) reported
less engagement in proximity-focused activities (activities that involve physical or
emotional connection with the infant).

Similar attachment-related variations have been reported in studies that have
assessed the quality of support mothers provide to their preschool children during
challenging cognitive tasks (e.g., Crowell, Warner, Davis, Marraccini, & Dearing,
2010; Whipple, Bernier, & Mageau, 2011). Specifically, secure mothers were rated
by independent judges as warmer and more supportive than insecure mothers. In
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addition, whereas avoidant mothers were less sensitive and more controlling and
task-focused (e.g., Crowell & Feldman, 1989; Whipple et al., 2011), anxious moth-
ers gave confusing instructions (e.g., Crowell & Feldman, 1989), were distressed
and intrusive when trying to help their children (e.g., Bosquet & Egeland, 2001), and
provided less autonomy support (Whipple et al., 2011).

Additional studies assessed actual mothers’ behavior during joint activities (e.g.,
playing, drawing, reading a book) with their preschool or school-aged children (e.g.,
Biringen et al., 2000; Busch, Cowan, & Cowan, 2008; Verschueren, Dossche, Mar-
coen, Mahieu, & Bakermans-Kranenburg, 2006). As expected, secure mothers dis-
played more warmth, responsiveness, and supportiveness than insecure mothers.
They also tended to engage in more synchronous give-and-take interactions with
their children, provided better task organization and structure, and had fewer diffi-
cult interactions with their children.

There is also evidence that insecure parents’ non-optimal parenting behaviors are
manifested during interactions with their adolescent offspring (e.g., García-Ruiz,
Rodrigo, Hernández-Cabrera, & Máiquez, 2013; Jones, Brett, Ehrlich, Lejuez, &
Cassidy, 2014; Jones & Cassidy, 2014). For example, Jones and Cassidy (2014)
found that a mother’s avoidance (assessed with a self-report scale) was related to
less supportive behavior during a conflictmanagement discussionwith her adolescent
offspring (as rated by observers). In addition, mother’s avoidance was related tomore
hostile behavior toward the adolescent offspring and to the adolescent’s less positive
perceptions of the mother, which in turn tended to interfere with support provision
and use of support during the conflict-laden discussion.

Beyond interfering with sensitive and responsive caregiving, attachment insecuri-
ties also impair the coordination of parenting by mothers and fathers (co-parenting).
Talbot, Baker, andMcHale (2009) asked couples transitioning to parenthood to com-
plete the AAI and to participate in an assessment of co-parenting conflict and cohe-
sion at 3 months postpartum. Maternal insecure attachment predicted higher levels
of co-parental conflict, whereas paternal insecure attachment predicted lower co-
parental cohesion. Similar findings were reported by Bouchard (2014) and Sheftall,
Schoppe-Sullivan, and Futris (2010) who relied on self-report measures of attach-
ment orientations.

18.4 Concluding Comments

Attachment theory and research provide good leads for fostering “good-enough”
parenting and enjoying the transition to parenthood and interactions with growing
children. Research clearly indicates that the functioning of the attachment behavioral
system affects the workings of the caregiving system, making it likely that heighten-
ing attachment security will yield benefits in the realm of sensitive and responsive
caregiving,which in turnwill bemanifested in positive andgrowth-oriented parenting
cognitions, feelings, and behaviors. Research on attachment and caregiving suggests
several ways to encourage this move toward attachment security and growth-oriented



18 Attachment, Caregiving, and Parenting 315

parenting. One is to care for children in ways that enhance their sense of security,
which, besides having many benefits for the children themselves, makes it much
more likely that they will be good parents in later years. Another way to heighten a
person’s sense of security is to have him or her regularly recall times when beneficial
support was provided, or to imagine similar situations, perhaps even ones depicted in
religious stories or inspiring works of art. Once a person has benefited from another’s
care, or deliberately imagined and emulated the kinds of care and concern for others
exhibited by supportive parents, Jesus, the Buddha, or Gandhi, merely calling these
exemplars to mind seems to have security-enhancing effects, as does exposure to pic-
tures and drawings of examples of loving kindness. We suspect that many of these
procedures foster sensitive and responsive caregiving in two ways, by enhancing a
person’s sense of security and by providing models of good caregiving.
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