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This dissertation uses data from the National &uof Fertility Barriers (NSFB), a

nationally representative sample, to assess faassaciated with face-to-face and internet help
seeking and perceived social support. | first @renwhether the General Help Seeking Model,
a theory that has been used to explain in-persipnseeking, generalizes to internet help
seeking. | assess four types of help seekingngljelp seeking, (2) only internet help seeking,
(3) only medical help seeking, and (4) both onlne medical help seeking. Results suggest
that online help seeking is differentiated fronparson help seeking by attitudes towards
medical science, infertility stigma, age, incomeg @ducational attainment. Next, | explore
whether the type of help seeking that individualgage in and the types of activities that people
do online are associated with perceived social supgPerceived social support does not differ
by type of help seeking, nor are the types of @éntivities associated with perceptions of
social support. Finally, | provide descriptive infaation on patterns of infertility help seeking on
the internet — information that is important astise of the internet for health related activities
continues to grow. | show that use of the intexagtes by several individual and social

characteristics.
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Chapter 1: Introduction
Growth in the use of the Internet has exploded twetast decade (Fox 2008; Sillence,
et al. 2007). As people have increased their cterpse exponentially, sociologists
have been faced with an interesting questionhddnternet fundamentally changing the
way that people are experiencing social life, at yjgst another venue through which
people can conduct a variety of social activittest they have done in the past?
Recently, scholars have been focusing on how iddals use the Internet for health
related activities. What is emerging is a pictof@n engaged e-patient who is taking a
more active role in their health (Fox 2008).

As of 2007 approximately 80 percent of Internetrsiser some 93 million
Americans, have searched for health informatiomenfFox 2008). This is up from just
55 percent of Internet users in 2000 (Fox and R#&000). Moreover, research suggests
that over half (54 percent) of Internet users hetveast visited a website that offers
social support (Fox and Fallows 2003). The majasftinternet health information
seekers are searching for information regardinge&ific condition or disease (Fox and
Fallows 2003; Sillence, et al. 2007).

Infertility is one of many conditions that peopéport having sought information
and social support online for. Individuals exped@g infertility often report that it is
extremely stressful (Oddens, den Tonkelaar, andWweahuyse 1999; Schneider and
Forthofer 2005). Women frequently mention thatrtbesoccupation with their fertility
difficulties is all consuming, and this seems mantarly to be the case for women who
are currently undergoing treatments (Daniluk 20@drry and Shinew 2004; Redshaw,

Hockley, and Davidson 2007).



One mechanism that individuals utilize to deal vifta turmoil of experiencing
reprod

uctive difficulties is drawing upon their socialtwerk for support (Gibson and
Myers 2002; Oddens, den Tonkelaar, and Nieuwenhl§88). Research in this area is
somewhat contradictory, however, with some stufilieing that the infertile seek social
support, while others suggest that infertilityas difficult to discuss and is kept a secret
(Exley and Letherby 2001; Johansson and Berg 20€t8erby 1999; Remennick 2000).
Women rely on social support as a coping mechafosinfertility to a greater extent
than do men (Beutel, et al. 1998; Hjelmstedt, e1899; Jordan and Revenson 1999).
Even so, infertility is thought to be a stigmatizedl isolating experience for both
women and men (Inhorn 2002; Miall 1986; Wirtbergale 2007). Even if people
experiencing infertility draw upon their social wetks for support, it is unlikely that
they will have someone within their network thas lexperienced similar fertility
difficulties or who has expert knowledge of infétyi It is possible, however, to connect
with other infertile individuals with similar diagses or treatment experiences through
the Internet, and many are exercising this optwmgert, et al. 2005).

People also try to minimize the uncertainty of rtifity through seeking more
information. Studies report that the informationakds of those in treatment may be
particularly high because of increased anxiety @ased with medical interventions
(Chiba, et al. 1997; Oddens, den Tonkelaar, andwaahuyse 1999). Individuals in
treatment discuss feeling like their physicianseniesensitive, dismissive, and did not
have enough time to spend with them (Daniluk 2080 pf which can increase

informational needs. Moreover, Redshaw, et al0{2@ound that infertility patients



reported a need to learn medical jargon becausesthiow doctors communicated with
them. Furthermore, the authors found that respasdelt that once treatment began
they had little control over their care. The Imigtroffers the potential for those
experiencing infertility to regain a sense of cohtver their health by seeking
information online.

There are a growing number of studies that areihgp&pecifically at how
individuals who recognize a fertility problem ardiming the Internet. Statistics on just
how widespread the use of the Internet is amongfieetile appears to depend on the
study sample. For example, Kahlor and Mackert ®0und that 99 percent of
respondents had used the Internet for infertihfpimation and/or support, however, the
study was conducted online so this high rate arhreét use is unsurprising. In contrast,
Haagen, et al. (2003) surveyed couples attendfegifty clinic and found that 66
percent of couples with Internet access were usiadnternet for infertility related
activities. The majority (72 percent) of peoplengponline sought information, while 41
percent reported seeking social support (Haageal, 2003).

To date, the majority of the research that inveség infertility draws on samples
of those who are already seeking treatment. Brasgroblem because research suggests
that almost half of women do not seek treatmenpitkeesneeting the medical definition of
infertility (White, et al. 2006). The focus on #ealready in treatment means that we
know little about barriers that keep people froeatment. White, et al. (2006) are an
exception; they find that self-identifying as irtfler is a primary predictor of whether or
not people sought help for fertility problems. Theernet may help people recognize

that 12 months of unprotected intercourse with eraception is a symptom of infertility.



The studies examining the Internet health and stgeeking behaviors of people
experiencing infertility suffer a number of methéutgical limitations.

Research on the use of the Internet by the indestiffers from similar limitations.
Samples are exclusively drawn from either (a) peogio are already seeking treatment,
(b) people who are already online, or (c) both seglteatment and are already online.
Studies that rely on collecting data from Interimértility websites have selection
problems because they are asking people to repathehavior that they are already
engaged in. Additionally, data collected this wagkes it impossible to compare those
use the Internet for infertility related purposeshose who do not.

The present study seeks to overcome the limitatath the existing body of
research by using data from the National Surveyeofility Barriers. This data set is a
random, nationally representative sample of wongas 25-45. Women who met the
medical definition of infertility, and households high minority census tracts were
oversampled. Using a subsample of infertile wortnem this dataset | compare four
groups: (a) women who have not done any help sgdér infertility, (b) women who
have only gone online to seek information and suppc women who have only sought
in person help from a medical doctor, and (d) wonveo have both gone online and
seen a doctor.

My first goal is to develop a profile of Internatormation seekers among the
infertile. In addition, among those who go onlihexplore what types of activities they
are engaging in and how this information impactesirtthinking about infertility.

Next, | will draw upon the General Help Seeking Mb@/\hite, et al. 2006) to

investigate the factors that are associated wilhtiing or impeding in-person and



internet help seeking. These help seeking modets @eveloped with the intent to
predict seeking help in a face-to-face encounitelis unclear whether the key elements of
need, enabling, and predisposing factors in hedging models (Anderson, 1968; White,
et al. 2006) will similarly predict Internet use ang women meeting the criteria for
infertility. Factors that predict in-person helputd be different from factors that predict
on-line help for those with infertility because finéernet provides privacy for those
embarrassed by an often stigmatized condition.

Finally, I will investigate the association betwd®lp seeking activities (none,
internet only, medical only, both) and social suppdt has been suggested that Internet
support groups can offer necessary support in twhashealth crisis (Wright and Bell
2003), however, it is unclear whether this suposubstituting for other supportive
relationships that would occur in a face-to-facetegt, or if those who already have high

general support are also the ones that are maly likk seek additional support online.



Chapter Two: Literature Review

Advantages of Seeking Infertility Related Infornositiand Social Support Online

We live in a world rife with time constraints. Baese of the intense time
pressure people are under, they seek to spenditheias efficiently as possible.
Pandey, Hart, and Tiwary (2003) have suggestedtthah ‘cost’ a lot to obtain health
information from traditional sources, both in terofgime and money. The Internet is an
efficient way to find health information and sdgapport for chronic or stigmatizing
conditions, though there is some concern over tiadityy of information available
(Epstein and Rosenberg 2005; Huang, et al. 2005 adal Barbieri 2005).

The sheer number of health related activities dnandividual can undertake
online is astounding: people can seek informatilbout a specific condition, investigate
a prescription drug and research possible intenagtireview different treatment options
available, give and receive social support, ang Kamily members apprised of ongoing
health conditions (Fox & Fallows 2003). The coneeane of conducting health related
activities on line is at the core of its popularitiyor those who can read and have internet
access at home, health information is availableerdt any time, day or night (Fox
2008). Individuals can search for information bait own, or seek out more interactive
methods of obtaining information and support susklet rooms, list serves, and
discussion boards.

Scholars have suggested that the increased acckesalth information on the
Internet holds the potential to be particularly &rial for those with stigmatizing
conditions (Berger, Wagner, and Baker 2005; Kahftat Mackert 2008; Powell, Darvell,

and Gray 2003). People often make an effort te hidtigmatized condition from others,



and these attempts at concealment may result ayslét seeking care (Berger, Wagner,
and Baker 2005). The Internet limits the amoumersonal information revealed and
personal interaction necessary to get informatlwoutia specific health topic.

Social support has been conceptualized as a ‘siocidl from which individuals
can draw when they are experiencing a crisis (BH#95). For those who are suffering
from a stigmatized or chronic condition, the Intgrallows people to interact with and
garner social support for themselves. Not onlytb@ninternet bring together people
who are geographically separated (Im and Chee Z8a@&]ey, Hart, and Tiwary 2003),
which may be particularly useful for those residingural areas (Shaw, et al. 2000), it
also allows for easier location of others suffetting same condition and/or going
through the same types of treatment that they thl@s are experiencing (Kalichman, et
al. 2003; Kirschning and von Kardorff 2008; Powe&lgrvell, and Gray 2003). Porter
and Bhattacharya (2008) have referred to this emfaccess to “experienced based”
information that people may not otherwise havelabé. Using the example of
infertility, Kahlor and Mackert (2008) have argubdt having specialized support
available online benefits those experiencing infgrt Additionally, online sources of
support allow support groups to be more specific.xample, women suffering from
primary (no children) and secondary infertility@de who have had at least on child) can
get information that fits their specific situation.

The Internet is characterized by both synchronowlsasynchronous
communication (Im and Chee 2008). Synchronous conication refers to real time
chatting that takes place online. In contrasthwagynchronous communication people

do not necessarily have to be online at the same tio exchange information and



support. Asynchronous communication allows foistheho have different schedules to
interact and support one another. In their stfdye@ast cancer patients, Shaw, et al.
(2000) found that women felt that asynchronous camuoation provided an advantage
because it facilitated more thoughtful interactibesause people could think about what
they are writing prior to posting it for all to see

The Internet is better than face-to-face meetingpéople with debilitating
conditions that prevent them from leaving their lesm Studies of cancer patients have
highlighted how therapies often drain energy resgrthus making it difficult to attend
face-to-face support meetings (Shaw, et al. 2000paddition, in the case of breast
cancer, women have reported being hindered by wirey their appearance (Shaw, et al.
2000).

Greater accessibility also adds to the potentiahathge of internet sources of
social support. This resource is available in thddhe of the night, a time in which other
sources of social support may not be readily adales&Shaw, et al. 2000). In their
analysis of the Comprehensive Health Enhancemgm@uSystem (CHESS), an
interactive computer system that provides supmorbfeast cancer patients, Gustafson,
et al. (1993) found that 40 percent of participatb@curs between the hours of 9 p.m. and
7 a.m. Similarly, in their analysis of CHESS, Shatval. (2000) discovered women
appreciated being able to receive support in thaghaiof the night.

Finally, the Internet has the potential for moreetise groups of people to interact
with one another because social cues of differaneeninimized compared to face-to-
face interactions (Kahlor and Mackert 2008). Cotapmediated communication

(CMC) lacks the “elements in the physical and doamaironment that define the nature



of the social situation as well as cues such asathn, dress, or profession that may
influence individual status perceptions within aiabsetting” (Shaw, et al. 2000: p. 40).
The removal of social cues of difference meansykaple interact with one another on
the basis of what is said and not preconceivednstbased on how people appear. In
this way, the Internet holds the possibility of aliging participation (Gooden and
Winefield 2007; Powell, Darvell, and Gray 2003)d#ital divide still exists, however,
because internet health information and suppardisqually accessible for socially
disadvantaged and advantaged groups (Kalichmah, 2003).

Infertility as a Stigmatized Condition

The concept of stigma has been defined in a yanietvays depending on the
discipline and topic under investigation (Link aPldelan 2001). Crocker, et al. (1998, p.
505) argue that, “stigmatized individuals possess(e believed to possess) some
attribute, or characteristic, that conveys a sadetity that is developed in a particular
social context.” Building on Goffman’s (1963) dngl work on stigma, Link and Phelan
(2001) have expanded the discussion of stigmadade five components — labeling,
stereotyping, separation, status loss, and discatain. Briefly, Link and Phelan (2001)
note that labeling occurs when there is a recagnitif difference on a socially salient
characteristic. Labels are then linked to (tygicakgative) stereotypes. Feelings of
separation are a result of the labeled individaealihg as though they are not part of the
dominate group. When an individual is unable tdip@ate in social and/or economic
life, this indicates that status loss and discration have occurred (Green, et al. 2005).

The above conceptualizations of stigma are udefildxamining the experience

of infertility in the United States. Crocker et @998) also describe the importance of
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social context for understanding stigma. The WhBé¢ates is a generally pronatalist
social context (Ulrich and Weatherall 2000). Thevalence of pronatalist ideology
contributes to women reporting feeling pressureawee children (Dyer, et al. 2004;
Franco Jr. et al. 2002; Remennick 2000) and dasgribfertility as an unanticipated life
course disruption (Ulrich and Weatherall 2000).alseries of in-depth interviews, Parry
(2005) found that infertile women felt that proresta was manifested through
insensitive comments that people made and unsdicitivice on how to get pregnant.
The expectation revealed in these interviews isghegnancy and motherhood are
desirable, easy, and natural to achieve for worRanry 2005; Remennick 2000).

Attention to the historical context in which inféity is occurring is important as
well. Letherby (2002b) argues that as new techmetowere developed cultural
perceptions of infertility shifted. Itis now thght that physicians can “cure” infertility.
As a result, decisions not to pursue treatment @emck 2000), or ambivalent attitudes
towards motherhood may be stigmatized (Letherby2BRO

It is common for individuals experiencing infeitiilwho are seeking treatment to
report feeling incomplete because they cannot bhaskald (Letherby 2002a; Redshaw,
Hockley, and Davidson 2007). Trying to have adtbiiten becomes an all consuming
guest, at least for a particular time in their §{@ohansson and Berg 2005; Parry and
Shinew 2004). Those who are having difficulty cenog often report a high degree of
secrecy from others (Letherby 1999; Miall 1986hisTsecrecy stems not only from the
fact that it is difficult to talk about one’s intdity with others (Exely and Letherby

2001), but also for fear of being negatively stéyped or stigmatized (Greil 1991).
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Childless women report experiencing various ne@atharacterizations, for
example, others treat them as if they were despérvdtave a baby (Letherby 2002a) or
pitied them for not having children (Letherby 1999hey also reported that others
assume that because they are childless, they aldeuto interact with, or have no
knowledge of, children (Letherby 2002b). Fearba&ihg stereotyped contribute to
infertile women using information management styege (Exley and Letherby 2001,
Miall, 1986; Remennick, 2000), or in some casescagtories (DeOllos and Kapinus
2002). This secrecy can have negative consequehediserby’s (1999) participants felt
that keeping infertility a secret contributed tother negative opinions, such as the
presumption that the infertile woman/couple wasptynioo selfish to have children (see
Bulcroft and Teachman 2003; Gillespie 2003 for miesults).

Consistent with Link and Phelan’s (2001) modeltafrea, there is evidence that
infertility has implications for status as a wonaard as a worker. Miall (1986) found
that women perceived their infertility as a failsoe"work normally” and felt that this
meant that they had a discreditable attribute. €&wmck (2000) found that the women
working in the caring professions (i.e. teachingrsmg) worried that their infertility
would hurt their professional status. People fieelneed to put their infertility in a
“legitimate” context in order to avoid discriminati and negative perceptions
(Remennick 2000).

Women experiencing infertility have reported fegllike “outsiders” because of
their difficulties reproducing (Exley and LetherB01). Moreover, some individuals
report engaging in “strategic avoidance” and trgty away from situations in which

their fertility would be discussed (Remennick 2008¥ a result of trying to avoid
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situations in which one’s fertility will be questi@nd/or they would come into contact
with children, women experiencing infertility repdeeling socially isolated (Parry and
Shinew 2004; Remennick 2000).

Taken together, the research on infertility ingrahand stigma in particular
strongly suggests that people who are experienaofedility feel as though it is a
stigmatized condition, and that it hurts their sboelationships. Because the internet has
been useful for individuals experiencing stigmaiizconditions (Berger, Wagner, and
Baker 2005), | expect that the internet will algdn important source of social support
for women who experience infertility as a stigmigiizcondition.

Portrait of Online Activities Related to Infertyit

The Internet holds huge potential for the dissetionaof health information and
social support for patients. Scholars have tuthed attention to how women and
couples experiencing fertility difficulties utilizbis resource. A number of studies have
sought to establish prevalence rates for peoptegubie Internet for infertility related
purposes; however, these rates are greatly infeeeby the samples used. It is not
surprising that participant recruitment from Intermvebsites yields extremely high rates
of using the Internet for infertility informatioK@hlor and Mackert 2008). Kahlor and
Mackert (2008) posted their survey on the RESOLVIEe National Fertility
Organization website and found that 99 percenegbondents had used the Internet to
seek fertility information. Samples drawn fromartlity clinics yield more modest
results ranging from 42 to 54 percent of patierguations using the Internet for
infertility related purposes (Haagen, et al. 2088ang, Al-Fozan, and Tulandi 2003;

Weissman, et al. 2000). Samples that examinetboke individuals who have access to
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the Internet find a higher prevalence of onlinevatgs; between 56 and 66 percent of
patients who have Internet access use the Intlngtfertility related activities (Haagen,
et al. 2003; Weissman, et al. 2000).

There are mixed reports of how involved peopléwnfertility become with
online activities. In qualitative interviews withfertility patients, Porter and
Bhattacharya (2008) found that couples reporteddipg “hours” online seeking
infertility information. In contrast, Haagen, &t @003) find that Internet use for
infertility was quite sporadic, with 67 percentaafuples seeking treatment going online
less than once a month for infertility. Some @ thscrepant results reported may have
to do with the use of patient populations and stadke treatment process. There is
evidence that seeking online information is moshewn in the period after being
referred for treatment at an infertility clinic (Bigen, et al. 2003; Rawal and Haddad
2006).

Compared to men, women are more likely to seedtitify information online.
Weissman, et al. (2000) found that in 76 percemooiples, women were the primary
seekers of online infertility information. In 14% @ouples both partners sought
information, and in just 10 percent of couples, memne the main gatherers of
information (for similar results see also Haagerle2003). Because women are often
the primary focus of infertility treatment, it isderstandable that they are the principal
seekers of information. There is, however, soméece that the infertility related
activities that men and women engage in onlineddferent. Huang, et al. (2003) found

that women were more likely to seek informationpamticular medical conditions
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whereas men were more likely than women to utilieeinternet as a mechanism to gain
a second opinion.

Much of the information that individuals and coegpkeek is available in a variety
of formats, but Kahlor and Mackert (2008) foundtttine infertile in their study ranked
websites as the most helpful source of informatieailable. Most people begin
searching for information (91 percent) by usingarsh engine to identify sites to visit
(Huang, et al. 2003).

The internet can be used for multiple types ofiimfation. By far the most
common activity reported was seeking informatiooudta specific diagnosis or
treatment (Huang, et al. 2003; Weissman, et alOR0Qther activities that are frequently
reported include searching for information on thases of infertility (Haagen, et al.
2003), information to evaluate clinics (Weissmargle2000), or alternative treatments
that could be pursued (Porter and Bhattacharya)2008

Recent studies have documented how common intesees and what people
with infertility use the internet for. Less is kmo about the behavioral implications of
finding information on the internet. The consequenaf internet searches need to be
better understood. Kahlor and Mackert (2008) fotlrad as a result of their information
seeking activities respondents felt better inforrard reported that the knowledge
gained assisted them in talking to their physiciamg partners (for comparable results
see Epstein, et al. 2002). Weissman, et al. (2fa00)d the Internet to be similarly
influential on medical and partner communicatidmtheir study the information found
online facilitated treatment seeking in 17 peragrdouples and influenced the treatment

decision making in another 20 percent of resporsdenhe Internet had an even greater
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influence on the participants in Haagen, et aD0@® study with 64 percent citing
improved knowledge and 39 percent of participaaporting that information helped in
their decision-making processes.

Physicians have expressed concern over individiggking health information
online (Silberg, Lundberg, and Musacchio 1997).th&t same time the literature
suggests that individuals and couples currentlyewyaing treatment for fertility
difficulties feel that they are not given enougformation about their fertility problem
and treatments. Perceptions of information defifatilitate the use of the Internet for
infertility information seeking (Huang, et al. 2Q03After their first visit at a fertility
clinic, couples report disappointment with the amtoaf information they received; in
general they feel that the information providedspgcialists was no better than that
which they could find themselves (Porter and Blehidaya 2008). Haagen, et al. (2003)
found that the motivating factor for seeking inf@atmon online was dissatisfaction with
the information received from their fertility spatist. Particularly troubling is that only
17 percent of the couples in their study actuakbgulssed what they found online with
their physicians (Haagen, et al. 2003). In sonsesgait is the language used by
specialists that spurs couples to seek more kn@sledhe Internet provides a venue in
which people can get information at a non-technmaiprehensible level after visiting
their physicians (Rawal and Haddad 2006). A migaf couples report that they are
encouraged to seek information online by theiilfgrispecialists (Haagen, et al. 2003)
and having doctors support use of the Interneitnflarmation is associated with

perceiving this information source as being morful{Kahlor and Mackert 2008).
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Research to date provides insights regarding thestpf infertile individuals who
are more likely to use the internet and what theythe internet for. What we know is
limited, however, by the types of samples thatenity dominate research in this area.
All existing studies of infertility and the internleave relied on either women/couples
who are already seeking treatment or are Intelarapses. Therefore little is known
about those who are not seeking medical treatneemnfertility, nor about those who are
not part of infertility web based support groups; §bal is to help fill these gaps in
knowledge about the use of the internet for a stiirad health condition, infertility.

The research to date cannot be generalized toojnaadion of infertile women as a
whole, and moreover, this body of literature caly apeak to specific groups of infertile
women — those who are seeking treatment and thbeeave using the Internet.
Additional information is needed on those women whty go online, as well as those
women who neither go online, nor seek treatmerpitkefitting the medical definition of
infertility.

Models of Help Seeking Behavior

The decision to seek treatment for a medical cardis a complex process that
has interested social scientists for decades. Bsndés (1968) Behavioral Model of
Health Services Utilization was one of the firstdhies to attempt to explain how people
made the decision to seek medical care. Accordirgnderson (1968), there were three
components that went into decisions to seek hflp:need for help, predisposing and
enabling factors. Predisposing factors (healtief®lgender) refer to attributes that
reside within the individual that encourage helpkseg while enabling factors

(availability of care, income) are those thingd flaailitate or prevent people from
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accessing the care that they wish for. More régétdgscosolido (1992) has proposed a
framework that extends earlier help seeking molglemphasizing the role psychosocial
variables such as network support and coping plaecisions to seek help. Andersen
(1995) revisited his own model and acknowledgedithigations raised by Pescosolido
(1992) and argues that social network variableslaviiunicely into his Behavioral

Model of Health Services Utilization as enablingndbions. Based on these earlier
models, White, et al. (2006) developed the Gendefp Seeking Model that specifically
examines infertility help seeking.

General theories on help seeking and White, éaheralized Help Seeking
Model have been developed to predict the likelihobd person to seek help in a face-to-
face context. Itis unclear whether or not helpksgg frameworks will be useful for
classifying those who are going online to find tle@formation and support. A graph of
my theoretical model is in Appendix A.

Research to date suggests that treatment seekingédrtility may be lower than
what is expected given the high distress assocuitbdnvoluntary childlessness (Greil
1991; McQuillan, et al. 2003). In a study of womerthe United States, White, et al.
(2006) found that just 40 percent of infertile wonsmught help. To date few studies
have examined why women seek help and what bak&sg them from the treatment
they desire (see Bunting and Boivin 2007; McQuilard Greil 2004; White, et al. 2006
for exceptions). More importantly, to my knowlegdge studies have used the four
categories of infertile women that | will be usitogpredict both medical and Internet

help seeking.
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Need: Recognition of a Problem and Severity of Symoms

Central to theories of help seeking is the ide&pleaple must first recognize that
they have some type of medical problem (Shaw 208&Ealizing there is a problem with
one’s fertility may be more difficult than symptaecognition for other chronic
conditions because the first ‘'symptom’ is actualiyntinuing to have a normal menstrual
cycle (White, McQuillan, and Greil 2006). Peopiperiencing fertility problems can
attribute failure to conceive to a number of fastimcluding mistiming intercourse,
stress, and aging (White, McQuillan, and Greil 2006

Research on help seeking for infertility suppahnis hotion that realizing one has
a problem is a crucial component to the help seggiocess. White, et al. (2006) found
infertile women that sought help were more likeyperceive themselves as having a
fertility problem. Another issue that is relevamiproblem recognition is whether or not
one intends to have a baby. Couples may have tegbea sex for over a year without
getting pregnant, but if they are not trying to getgnant they might not perceive a
fertility problem despite meeting medical definit®d Greil and McQuillan (2004) found
that women who reported trying to conceive wereeaniely to seek treatment than
those who were not actively pursuing a pregnancy.

Literature examining other health conditions sugg#sat symptom severity or
how much impact a disease is having on an indiVislgaality of life also play a role in
the decision to seek treatment. For example,tarwrews with people suffering from
urinary incontinence, Shaw, et al. (2001) found treaticipants sought help when
symptoms started to interfere with their qualitylitd. Sheppard, et al. (2008) found

similar results for individuals diagnosed with rh@atoid arthritis. Facione and Dodd
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(1995) conducted qualitative interviews with wonserffering from breast cancer and
found that the women who sought help immediatelyeviieose who had definite
symptoms (i.e. a lump) or perceived their symptposed a malignant threat. In
contrast, women who had more benign symptoms tetadetbnitor their condition until
a definitive symptom such as a lump were found.

What is important about these studies of othermbroonditions is that they
highlight the necessity of examining the significaror interpretations that people attach
to their symptoms. In the context of infertilityjs likely that there are factors that will
be associated with women viewing their fertilityrasre problematic and therefore make
them likely to seek help. | expect that those @hocurrently trying or intend to have
more children or have a spouse who wants anothmr il perceive the inability to
conceive as a problem will be more likely to selph&imilarly, | anticipate that women
with a high importance of motherhood will be makely to seek help. Finally, women
who experience social pressure to have childrenb&imore likely to seek help than
those who do not experience pressure from theinpaand parents to have children.
Enabling Factors

Enabling factors are those features that helpifatgior impede seeking help.
There are three categories of enabling circumstatie are relevant for help seeking
among the infertile: life course cues (age, mesii@us, and parity), network
communication, and socioeconomic conditions (edoaincome, health insurance, and
the digital divide). The relevant literature reldtto each of these enabling factors will be

discussed.



20

Life Course Cues

The context in which health decisions are madebsaimportant (Pescosolido
1992), and this is highlighted when you considerithpact that life course cues can have
on seeking treatment for infertility. If a youngymarried woman were to have
unprotected intercourse and not conceive she ney not getting pregnant as a positive
thing as opposed to a fertility problem (White, Malan, and Greil 2006).

Age will be included with the expectation that olemen will be more likely to
seek medical help for infertility than those whe gounger. Similarly, marriage often
acts as a normative cue to start a family (Geo8$31Marini 1984; White, et al. 2006).
Therefore, | anticipate that married women willrbere likely to seek help than will
those who are unmarried. The final life course toulee included is parity. Previous
research suggests that those who are experiengmgry infertility are more likely to
seek help than are those who already have atdeasthild (Schmidt, Munster, and
Helm 1995). White, et al. (2006) found that eadtitonal child that a woman had
decreased perceptions of a fertility problem byrapinately one-half.

Network Communication

People within an individual's social network caayhn important role in urging
a person experiencing symptoms to seek help (Vegal, 2007; Zola 1973). For
example, Bish, et al. (2005) found that women wWitisast cancer symptoms were less
likely to delay seeking help if they discussed itlsgmptoms within the first week with
someone close to them. Friends and family givecadabout coping with symptoms
and/or encourage medical help seeking (Sheppaadl, 2008). Sheppard, et al. (2008)

found that spouses were a main confidant for tmds® had rheumatoid arthritis. For
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some respondents in this study, particularly malesas only after the spouses constant
urging that someone sought help for their symptomgheir study of women trying to
get pregnant, Bunting and Boivin (2007) found tinaise who did not seek help were less
likely to perceive that their close family and frés wanted them to seek help than did
their counterparts who had seen a medical doctardeng their fertility. | expect those
people who have talked about their infertility wathers, who have had a family member
undergo infertility treatment, and those who hawpause and family members who
encouraged them to see a doctor will be more likelyave sought medical treatment.
Socioeconomic Factors: Education, Income, Healdutance, and the Digital Divide

Link and Phelan (1995) claimed that socioecondnequalities were a
fundamental cause of disease. Socioeconomic fastmh as education, income, and
health insurance are critical to understandingtheisparities because these factors can
help people avoid exposure to conditions or, omeelas a condition, can be used to
help manage or minimize the effects of a diseas& (&nd Phelan 1995). They are
important factors to investigate when one considdng someone seeks help for chronic
conditions like infertility (Facione, et al 1997;\te, et al. 2006).

These same socioeconomic factors (education, incantehealth insurance)
have been linked to using the Internet for healtbrimation (Ayers and Kronenfeld
2007; Cotton and Gupta 2004; Kalichman, et al. 20@&cess to the Internet is not
equal; this disparity in Internet access is reféteeas the digital divide (Powell, Darvell,
and Gray 2003). While previous research has fahatthose that have health insurance
are also more likely to seek online health infoioatthis may not be as straightforward

for the context of infertility. Many insurance cpanies do not cover infertility services,
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or if coverage is offered, there are often a nunabeestrictions applied to the use of
services (Angard 2000). Therefore, if health iasge is unavailable or infertility
treatments are not covered but the Internet issadale, this may be an option for
medical information seeking.

Race/Ethnicity

To my knowledge no previous study has examinei@dlfathnic differences in the
likelihood of using the Internet for infertility farmation. There is evidence of a digital
divide in both access to the internet (Brodie,|e2@00; Fox 2011; Wilson, Wallin and
Rieser, 2003) and using the internet to seek hedbhmation (Fox 2010). Racial
disparities in health have been well documentescc@fia, Franks, and Gold 2000;
Weinick, Zuvekas, and Cohen 2000; Williams and i@sll995). Differences in the
chances of experiencing infertility have been foemdn after controlling for
sociodemographic variables such as income, educatia marital status (Stephen and
Chandra, 2006; Wellons, et al. 2008).

Previous research finds evidence of racial/ethispatities in seeking help for
infertility (Stephen and Chandra 2000). Jain (9Gfygests that African Americans and
Hispanics are disadvantaged relative to whitesusexaf the high cost of treatment in the
United States. Even in states with mandated ihifgrtoverage Blacks and Hispanics
are under represented among those who use irtiettdatments, while Asian Americans
are over represented (Jain and Hornstein 2005addiition, Jain (2005) found that
African American women waited longer to seek treattthan their white counterparts.

Chandra and Stephen (2010) find that racial/ettiifferences in help seeking disappear
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once income and health insurance status are clautfolr. This suggests that resources
might be an important factor in racial/ethnic disfi@s for seeking help.
Predisposing Factors

Predisposing factor are individual aspects thakeeitacilitate or hinder treatment
seeking. Four such factors are important to takeaccount when investigating help
seeking for fertility problems. These include: dival locus of control, religiosity, prior
experiences of and attitudes towards treatmenttl@ngerceived stigma of infertility.
Each of these predisposing factors will be reviewed
Medical Locus of Control

Medical locus of control refers to the tendencynalividuals to either perceive
their health as either being controlled by theinanfluence (internal locus of control) or
by external forces (external locus of control) sastphysicians (Kiviruusu, Huurre, and
Aro 2007; Mirowsky and Ross 1990). Those who feete in control of their own
health should be less likely to seek professioredical help. For example, Halter
(2004) found that those people who felt that deppoeswas under individual control
were less receptive to the idea of seeking metielpl. Greil and McQuillan (2004)
found that women who had high internal medical foaticontrol were less likely to seek
help for infertility. White, et al. (2006) alsodnd that conceptualizing medical problems
as outside of one’s control was associated withgkess likely to seek treatment, but
only for those women who perceived that they hé&ettdity problem. These studies
suggest that an internal locus of control will deseeking medical help; however, the
ability to gain health information online shouldpajal to those who feel that they control

their health rather than seeing their health agutieeir doctor’s control. It is expected
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that high internal medical locus of control will Besociated with only using the Internet
for infertility instead of also seeking in-persordncal help.
Religiosity

Religiosity is associated with better well beindn(ifie-Boyle, et al. 2006; Yi, et
al. 2006). In part, the benefits of religion ariaction of the access to social networks
that it provides (Levkoff, Levy, and Weitzman 1999hurch members can offer support
and advice in times of a health crisis (Mayerale2007). Help seeking among religious
individuals may be less likely because they feghasigh their faith is the most
efficacious way of coping with an illness (Abe-Ki@png, and Takeuchi 2004).
Loewenthal, et al. (2001) have suggested thatioelggcoping (i.e. prayer) may be less
stigmatizing than seeking professional help. Birtqualitative study of seeking help
from a mental health professional, Mayers, et2007) found that the religious
respondents felt that seeking secular help coulddweed as a rejection of the belief in
God’s healing ability. Based on these studieseekthat those who are more religious
will be less likely to seek medical help and makelly to use the Internet for infertility
than those who are less religious.
Prior Experiences and Attitudes towards Treatment

The help seeking literature suggests that an irapbstep in seeking treatments is
an awareness that treatments for a given condit@st (Shaw, et al. 2001; Sheppard, et
al. 2008). In their study of people with urinangontinence, Shaw, et al. (2008) found
that when people were unaware treatments weresdailhey were less likely to consult
a physician about their symptoms. The Internettedp people identify both symptoms

of and potential treatments for chronic conditions.
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Prior interactions with physicians also may plagle in help seeking. Many
people will avoid going to a doctor until the sympis become unbearable and/or impact
quality of life, but those that have prior expedes with medical professions are more
likely to seek help than those who do not (Shava).€2008; Sheppard, et al. 2008).
Moreover, Shaw, et al. (2001) indicate that hovoetor approaches someone revealing
symptoms can either encourage or discourage psiiem discussing sensitive or
stigmatized conditions. Shaw, et al. (2008) exednoh this finding and discovered that
previous aversive experiences with physicians \eeseciated with later reluctance to
seek medical help.

Research indicates that one barrier to seekingibégar of medical examinations
and treatments (Shaw, et al. 2001). Van Balenvarduremn (1999) found that the
women who opted out of infertility treatments sabhégher on a general medical anxiety
scale than their counterparts who underwent treatsndn contrast, Frank (1990) found
that when making decisions about pursing a treatmemen paid little attention to the
potential side effects of treatments. Insteadghieg heavily into women'’s decision-
making was whether or not the treatment was likelye effective.

These studies of medical help seeking suggesthiaiten who have positive
attitudes towards medical science will be morelyike seek treatment than their
counterparts with more negative attitudes. In taidi these findings highlight the role
that physicians can play in influencing whethenot someone discusses their symptoms
and undergo treatment. Women who have regulanighgs and who feel as if their
physicians care about them will be less likelydeksout information and support from

other sources such as the Internet.
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Stigma of Infertility

The literature on help seeking for stigmatized ctowls generally posits that
fears of stigma will deter people from acknowledgihere is a problem, seeking help,
and adhering to recommended treatments (Barney, 2006; Golberstein, Eisenberg,
and Gollust 2008; Komiti, Judd, and Jackson 20@&search has found that people are
less likely to discuss stigmatized conditions vifteir health care providers (Shaw, et al.
2008). Shaw, et al. (2008) make the important efag®n that embarrassment needs to
be viewed as a ‘cost’ of treatment; people will segk help unless the discomfort of the
symptoms outweigh the perceived costs of seekiig he

It is important to remember that stigmatized candg may not be discussed as
readily with friends and family. Shaw, et al. (20@®und that urinary incontinence was
rarely discussed with other people. Failure tawhs health conditions with network
members can have important implications becauspl@eften draw information and
create causal attributions about symptoms fromudisiag them with others (Shaw, et al.
2008; Sheppard, et al. 2008). In situations wipeaple are uncomfortable discussing a
symptom or condition, the Internet may be a paldity useful informational tool.

There is evidence that people will delay seekiegtment if they fear being given
a stigmatizing label. Bunting and Boivin (2007uifal that there is a sub-sample of
infertile women who do not seek treatment despitetmg the medical definition for
infertility. The authors coined the term ‘delayduosrefer to this group. Delayers appear
to avoid treatment because they are significaesg likely to want to know if they have

a fertility problem, and moreover, fear getting thieel of ‘infertile.” Based on these
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findings it is expected that high perceived infaytistigma will be associated with going
online for infertility information only, as opposeal seeing a doctor in person.
Social Support and Infertility

The association between social support and heatttclronic conditions has
been widely studied for decades (Berkman 1984; Eldusmberson, and Landis 1988;
Thoits 1995). Research has examined social supptiitas a coping resource (Meijer, et
al. 2002; Thoits 1995) and as a protective buffeemvstressful situations arise (Gorman
and Sivaganesan 2007; Henrich and Shahar 2008;adeyvDay, Alegria, and Sribrey
2007; Turagabeci, et al. 2007). Thoits (1995)defned social support as “a social
“fund” from which people may draw from when handlistressors” (p. 64). Support
from network members can come in the form of imsgntal, emotional, and
informational support, and financial aid (Berkm&84; Thoits 1995). Social support
has been associated with numerous positive heattomes including, but not limited to,
reductions in morbidity (Berkman 1984) and moryatisks (Birditt and Antonucci
2008), pregnancy outcomes (Hoffman and Hatch 192&jey, Rajan, and Grant 1990),
hypertension (Strogatz, et al. 1997; Uchino 1986y self-rated health (Walen and
Lachman 2000).

Supportive relationships provide a number of thitigat mitigate iliness effects,
including intimacy, a sense of belonging, and reaswe of one’s self worth,
instrumental assistance, and guidance and advexdiian 1984). Previous literature
suggests that people may be less inclined to seeél support if they have a stigmatized

condition (Link, et al. 1989; Perlick, et al. 200Most qualitative studies, as discussed
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above, find that women and couples who recognizethiey are infertile experience
infertility is a stigmatized condition.

Slade, et al. (2007) have proposed a model linggrgeptions of infertility
stigma to high emotional distress due to loweraasipport. Briefly, their model
suggested that perceptions of stigma would resuhe infertile being less likely to
disclose their fertility problems. Those who dd disclose their infertility may be
subject to joking remarks and insensitive comm#rds potentially result in reduced
feelings of support (Slade, et al. 2007). Defioitperceived support can result in higher
emotional distress. Using a sample of new feytpitients, Slade, et al. (2007) found
that stigma was not related to likelihood of disciee of a fertility problem for women.

In contrast, men in the study behaved as their inmeeicted; infertility stigma was
associated with lower disclosure of fertility prebis to others. For both men and
women, stigma was associated with lower rates @dbsupport. Importantly, in this
study social support was associated with loweretgxdepression, and infertility related
distress (Slade, et al. 2007).

Infertility and Support within Marital Relationshsp

In her review of the literature on social supp®ftipits (1995) argues that the
most basic and powerful measure of social supparhiether or not an individual has a
close relationship with someone in whom they carfide. This intimate confidant is
typically a partner or spouse, though close friegmus other family are thought to have
similar, though less powerful protective functi@mmsphysical and mental health in times

of stress (Thoits 1995).



29

In the case of infertility, an intimate partneryrze a critical source of support,
particularly for those individuals who do not wighdivulge their reproductive
difficulties to others in their network (Slade,at2007). The research to date has
found inconsistent results with regards to the iohjéd infertility on the marital
relationship. Some research studies find thastlesses of infertility and treatment have
a negative impact on marriage (Folkvord, Odegaamnd,Sundby 2005); whereas other
studies find that participants feel that their slalgoroblem of infertility has brought them
closer together (Daniluk 2001; Leiblum, Kemmanrd &ane 1987; Webb and Daniluk
1999). Even more common are studies which repodrisistent results within the same
sample, with some respondents feeling as thoughtilitfyy has strengthened their
relationship while others feel as if it has causedsflict, or has not changed their
relationship at all (Greil 1991; Hjelmstedt, et H99; Imeson and McMurray 1996;
Oddens, den Tonkelaar, and Nieuwenhuyse 1999).

Couples that indicate that infertility changedithelationships for the better
report that their emotional intimacy and communarabhave increased and they feel
closer to their partner (Hjelmstedt, et al. 1998e$on and McMurray 1996). The vast
majority of couples do not appear to have a proldesoussing fertility difficulties with
their partners (Holter, et al. 2006), though Oddensl. (1999) did find that relative to
fertile couples, infertile couples in treatment @il it harder to communicate with their
partners about their difficulty realizing their \wigor a child. A spouse or partner is an
important source of support when making the degitioseek treatment, and a significant
minority of women (32 percent) discuss treatmenty with their husbands and

physicians (Onnen-lsemann 2000). Johnson and doH{@809) found that couple
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agreement about the importance of parenthood isedethhe odds of seeking treatment
compared to only talking to a doctor about infextil

Couples report a number of strategies used tostippe another including
taking turns providing support, using positive #ing in regards to their fertility
problem, creating plans of action, and indulgingntiselves between treatments (Imeson
and McMurray 1996). Because the site of infeytilreatments is typically the woman,
men have to find ways to be involved and supportiVerosby and Gill (2004) found
that men showed their wives support by giving thermone injections and keeping
track of when the next dose needed to occur, makimgand providing moral support.
Interestingly, the men in this study conformedrémlitional gendered scripts to
conceptualize support; they felt they needed tarbemotional rock for their partners
(Throsby and Gill 2004).

The impact of infertility on the couple relationgimay influenced by the coping
strategies used by spouses. Using a sample ofesorgeeiving IVF treatment, Peterson,
et al. (2006) found that wives levels of infertilgtress and depression were higher when
their husbands used a distancing coping stratéggontrast, support seeking as a coping
mechanism appears help marital satisfaction reth&@isame or increase among those
seeking treatment (Peterson, et al. 2006). McEwastello, and Taylor (1987) found
that distress was lower for those couples who shidu@ problem of infertility within
their relationship compared to those who soughpstgdrom other network members.

The stresses associated with infertility can paaéigtcause conflict for couples.
Holter, et al. (2006) found that, compared to woymean were more likely to feel that

their inability to have a child had caused problemtheir marriage. Similarly, Imeson
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and McMurray (1996) found that the number of argatséncreased for some infertile
couples. In situations in which the cause of tiertility is known, some couples report
feelings of blame towards the infertile partnerrda 1980; Imeson and McMurray
1996). These negative feelings partners haverferamother may translate into lack of
support. Twenty percent of couples undergoing thrsit [VF treatment reported that
either they did not feel like their spouse provi@gaaotional support or understood their
feelings, or conversely, felt that they did not\pde the support that their partner needed
while going through treatment (Holter, et al. 2Q06)

Taken together, the research suggests that thargresat deal of variety in terms
of how couples can respond to a fertility crisis.some cases couples appear to come
together and support one another, whereas in otinéegtility is a stressor that damages
the relationship. To some degree, the impactfértlity problems have may be
associated with how stable the relationship wasr ppoi encountering the challenge of
having a child. Infertility may only have positiveupportive side effects when the
marital relationship was positive to begin with (@olly, et al. 1992). [ include a
measure of whether or not the partner encouraggdngetreatment as a factor that
enables help seeking, though not all women includeéde sample have partners.
Infertility and Support from Family and Friends

The evidence to date is mixed on what role fanmlgt &iends have in supporting
people experiencing fertility difficulties. As digssed above, a common theme in the
infertility literature is one of secrecy. Infeityl is often viewed as a private problem that
is hidden from friends and family (Johansson andy2€05; Miall 1986; Remennick

2000). Not only do the infertile have to deal witieir own emotional reactions to their
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fertility problems, additional distress may be exgeced if they have to deal with other
people’s disappointment in their failed attemptbaoe a child (Imeson and McMurray
1999).

Some individuals do decide to share their infiégytivith others. When asked to
identify sources of support, Gibson and Myers (336and that 92 percent of women
mentioned female peers. Hjelmstedt, et al. (1999d that friends were the most
common source of social support for both gendémsnen-Isemann (2000) found that
friends were often asked for advice when peopleewensidering seeking treatment for
their fertility problem.

The support women gain from their social netwonk bave important
implications for psychological well-being. The re@upport that infertile women can
mobilize, the less distress they experience (Stambal. 1992). Similarly, Gibson and
Myers (2002) found that partner and family supporitributed to predicting infertility
stress. Woods, Olshansky, and Draye (1991) fomadperceptions of support from
social networks increased infertile women’s setees and mastery.

Social network members do not always responddclasure of a fertility
problem in a positive way. Mindes, et al. (200R)rid infertility specific unsupportive
interactions were positively associated with defixessymptoms and overall distress.
Infertile women report that their network memberns@y do not understand what they
are going through (Imeson and McMurray 1999). €Heglings are enhanced when the
women are the recipients of insensitive commenth a8 “you are not doing it right,”
“just relax,” “you are trying too hard,” and “yoweanot trying hard enough” (Imeson and

McMurray 1999; Ulrich and Weatherall 2000). Inithaterviews with infertile men,



33

Throsby and Gill (2004) found that respondents @ger female disclosures as receiving
more sympathy. In contrast, when men disclosdditeproblems they experienced
jokes about their potency and/or virility regardled whether the infertility problem
resided with them. Because of the social ridithkse men experienced, they either
implicitly or explicitly blamed their partners faie infertility (Throsby and Gill 2004).

Finally, social network members may intentionallyunintentionally exclude the
infertile, particularly women. Oddens, et al. (29%und that over half (53.4 percent) of
infertile women in their sample had experiencedvoet members reluctance to discuss
children in their presence. Similarly, women régbat friends and family are hesitant to
discuss pregnancy around them (Imeson and McMW®89). The unwillingness of
others to discuss pregnancy and children aroundtsas infertile women feeling
isolated and excluded.
Infertility and Support from Health Care Professids

Health care professionals interact with inferti®iples that seek treatment and
hold the potential to be a source of support fon @ed women experiencing problems
with their fertility. The literature to date suggg, however, that providers are not
offering support to couples coming in for treatme¥Women are often dissatisfied with
the relationship they have with their fertility sjpaist (Malin, et al. 2001). Studies find
that women feel rushed during their appointmentayB, Woods, and Mitchell 1988)
and that the care that they receive is impersamhlacking sympathy and compassion
(Imeson and McMurray 1996; Redshaw, et al. 200bbeY2000). Another often
mentioned criticism is that the infertile do noteese as much informational support as

they would like during their appointment times (soa and McMurray 1996; Porter and
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Bhattacharya 2008). Interestingly, dissatisfactatin care is common even when
fertility treatments are successful. Using a sangblwomen who successfully gave
birth, Reshaw, et al. (2007) found that half of veamwere critical of their providers.
Those women who do report positive experiences thgir infertility care are the ones
who had supportive and individualized treatmenbenters (Malin, et al. 2001)

Brucker and McKenry (2004) examined gender diffees in perceptions of
support from health care providers and their asgiocis with psychological outcomes.
While no significant differences in perceptionssapport were found for men and
women, perceived support predicted stress and tyrfoiethe men in the sample. No
such associations were found for women.
Online Support Groups

The research reviewed above indicates that seskicigl support is an important
coping mechanism among people seeking help fortilifig Difficulties in accessing
social support due to the isolating nature of iifgr can potentially be overcome by
online support groups. Scholars from diverse §id¢ldve examined support group use for
a variety of conditions including, but not limitéal infertility (Epstein, et al. 2002;
Kahlor and Mackert 2008; Malik and Coulson 2010jikland Coulson 2008), breast
cancer (Shaw, et al. 2000), prostate cancer (Br2ad®), HIV/AIDS (Kalichman, et al.
2003), endometriosis (Whitney 1998), and fiboromyalgan Uden-Kraan, et al. 2008a).
It is striking that this body of literature on améi support groups reveal similar
advantages and disadvantages to support groupsikeggof the type of chronic
condition being studied. Because of this conserisudl be discussing the online

support group literature as a whole, unless otlssrwpecified.
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As described, there are a number of conveniencatahble online that may make
the information and support available on the Intémore advantageous than face-to-
face help. The convenience aspect of online sugpoups is a consistent theme in these
studies. Briefly, online support allows for contieas with similar others any time of the
day or night, from the privacy of their own homeyéceive access the specific type of
support (informational, emotional, or both) thatymeed (Hinton, Kurinczuk, and
Ziebland 2010; Malik and Coulson 2008). Support ba received quickly, and
information garnered from similar others that isspoehensible and situation specific
(van Uden-Kraan, et al. 2008b). The ability tocteaut to a large, diverse set of people
is particularly beneficial for those who are isethtlue to stigmatized conditions.

Perhaps one of the most important and consistediniys to date is that the
Internet social support groups facilitate a serdfssngpowerment for their users (van
Uden-Kraan, et al. 2008b; Malik and Coulson 20088, et al. 2000). The only study
to date to examine empowerment specifically is &y Wden-Kraan, et al. (2008b). They
found a number of outcomes from online support gnoarticipation that they think
contribute to empowerment. Empowered patientsherge individuals that are
“considered to be successful in managing their tmmd collaborating with their
healthcare providers, maintaining their health fioming, and accessing appropriate and
high quality care” (van Uden-Kraan, et al. 200804@6). As a result of the exchange of
information, users of Internet support groups fikel they are better informed about their
condition and that this information results in moosfidence when interacting with
physicians. Moreover, being able to gain informatirom experienced others about

treatments and medications helps Internet suppoupgusers, including infertile women,
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make more informed decisions about treatments adiaations (Malik and Coulson
2008; van Uden-Kraan, et al. 2008b). The exchangkse appear to help facilitate
greater acceptance of chronic conditions, and iatdilly, are likely to facilitate being
able to disclose information of a disease to otlremne’s network (van Uden-Kraan, et
al. 2008b). Support groups allow people to not sabeive support, but also to give
support and advice to others who are distressedngssimilar others advice about their
health problem has been found to be rewarding chadiitself (Whitney 1998).

Reports of social comparisons occurring as a redulsing online social support
groups are common (Dibb and Yardley 2006; Malik @aadilson 2008; Shaw, et al.
2000; van Uden-Kraan, et al. 2008b). Support gsaxgntain similar others and/or others
with similar conditions which make comparisons IlfkeThe comparisons that people
make can be downward or upward. Downward compasisar comparisons with others
who are worse off than you are, in online self-hgipups have been found to be
associated with better functional quality of lifgilfb and Yardley 2006). Bane,
Haymaker, and Zinehuk (2005) have argued that erdupport groups allow people to
bias the information that they take in to avoid pamsons that would be distressing.

In a unique study of infertile women using an itifey website, Epstein, et al.
(2002) compared those who only used the Internttlkcabout infertility (only outlet)
and those who used the Internet in addition taradté/e sources to discuss infertility
(alternative outlet). Those who only used theriméé¢to talk about infertility had lower
educational attainments and incomes, and werdiketg to have insurance coverage. In
addition, these individuals spent more hours pgradine engaged in infertility related

activities compared to those women who also hatradtive outlets to discuss the
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stresses of infertility. Those who only used thieinet also appeared to be
disadvantaged in terms of psychological outcometernet only participants were found
to be more depressed, perceive less social sugpatysed less effective coping
strategies for dealing with infertility. The autedound that those who only went online
felt like they received validation from other sitembers to withdraw from real-world
interactions that could be potentially distresqiBgstein, et al. 2002). Although the
internet has the potential to connect people witértility to each other, this study
suggests that the internet also can contributedaaed face-to-face interactions, and the
in person interactions are important to reducdrigslof isolation.

Participants of online support groups have voiaatterns over the quality of
information provided online and the possibilityreteiving bad advice (Hinton,
Kurinczuk, and Ziebland 2010; van Uden-Kraan, eR@08b). The potential exists for
the amount of information and exchanges to ovemwheders of online support. In
discussing conditions with others, Internet supgosup users may be confronted with
the very worst aspects of a condition (van Udenaliraet al. 2008b). Specifically in the
case of the infertile, news of others reachingrtgeal of having a child could be
distressing (Hinton, Kurinczuk, and Ziebland 201Malik and Coulson (2008) noted
that, “over time for certain individuals, partictiathose couples who had been through
repeated treatment attempts, messages reportiitypdgeatment outcomes appeared to
compound the psychological distress they were éxpeng and in some instances
resulted in individuals withdrawing active partiatpn in the community” (p. 110).

Finally, users of infertility boards have mentiortsztoming ‘obsessed’ with reading



38

online discussions at the expense of real worldiies (Hinton, Kurinczuk, and
Ziebland 2010; Malik & Coulson, 2008).
The Present Study

In this dissertation | will contribute to socioloegl understanding of the potential
of the Internet to assist individuals with a stigimed health condition, infertility, by
obtaining information and social support. Muchloé existing research on the infertile is
based on samples drawn from those who are alresekyrg) fertility treatment. This is a
problem because prior research suggests that abtudf the women who meet the
medical definition of infertility yet do not seeteaitment (Bunting and Boivin 2007;
Greil and McQuillan 2004). Data that include otlipse who have sought help means
that we know little about those who opt out of seghkn-person medical help, and in
particular, the barriers that keep them from mddisaistance for their infertility.

Similar data limitations are evident in the studiest specifically examine the use
of the Internet by the infertile. Research to dateased on samples exclusively drawn
from those who are already online or those whacareently accessing in-person medical
help for their fertility problem. This is an imgant limitation, particularly in the case of
the samples drawn from Internet sites on infeytilitecause those predisposed to the
internet self-select into the sample. Online sysvef internet users are likely to present
distorted portraits of the importance of the in&ro those with infertility. Moreover,
this means that the existing body of literature fleascomparisons between those who do
and do not engage in infertility related activit@sthe Internet. The few studies that do

make these comparisons consist entirely of people ave already in treatment. Those



39

neither seeking treatment nor using the interrenat represented in research on
infertility help seeking.

The data set for the present investigations oveesamese limitations. | will be
using a sub-sample of women from the National Suofd-ertility Barriers (NSFB), a
random, nationally representative sample of wongad&5-45 with an oversample of
women meeting the medical criteria for subfecuntbtielp better understand women
who do and do not use the Internet for informatiad support. | will make comparisons
between four groups of women: (1) those who dcengige in any help seeking
activities (2) those who only go online for infétyi related purposes (3) those who only
seek in person help from a medical professional(dhthose who both go online and see
a medical doctor.

My first goal is to assess if people who use theriret for infertility help and
information are different from those who do nat. order to gain a better understanding
of this, | will first characterize the four groupased on responses to items measuring
need, enabling and predisposing factors. Amongehusing the internet for infertility
help, | will describe the frequencies of activitteat people engage in online (i.e. found
information about a doctor or fertility clinic, fad information about a specific
treatment, used an Internet support group) andthewnformation found online
impacted thinking about infertility.

Next, | will examine factors that facilitate andpede in-person and Internet help
seeking among infertile women. Theories of hekksey examine variables that are
associated with seeking help in a face-to-face @emew (Anderson 1968; White, et al.

2006). It remains unclear whether the same fat¢hatshave been associated with
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seeking professional medical help will also be asded with looking for information

and support online. This is a question this stuidlyaddress. Following the basic
structure of White, et al. (2006) General Help Ssglodel | will use variables
measuring need, enabling, and predisposing conditio predict the odds of being in one
of the four categories of help/information seeking.

The research reviewed above suggests that usirigtdreet for infertility related
purposes has the potential to be distinctive foerdhreasons. First is the issue of stigma.
The Internet offers those with stigmatized condisi@ means of accessing information
and support that they otherwise might not accesgalthe desire to keep a health
condition hidden. It is expected that those whly ase the Internet for help seeking will
have higher infertility stigma than those who seweddical help, those who seek medical
and use the Internet, and those who do neithdreskt things.

Second, to my knowledge no one has examined if caklticus of control is
associated with use of the Internet for healthrimftion. This study offers an
opportunity to examine this question. People itiigh internal locus of control feel as
though they, not a doctor, are in charge of thein diealth (Wallston, Wallson, and
DeVellis 1978). The Internet offers an exceptios@bortunity for those people who
have high internal medical locus of control to takeactive role in maintaining or
improving their health. | expect that those whgeha low internal medical locus of
control to be in one of the two treatment seekimaugs. Further, of the two groups who
did not seek treatment, | expect that individualkh\a high internal medical locus of

control will be more likely to have used the Intetronly than done nothing.
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The third reason the Internet may be distinctivehielp seeking is related to the
resources that an individual has available to thé&s discussed above, there is still
evidence of a digital divide; those who are mor@aEconomically disadvantaged are
less likely to have Internet access than thoseh@ve better economic circumstances
(Powell, Darvell, and Gray 2003). At the same tithe United States has no national
health insurance coverage and the majority of ersce plans fail to cover infertility
treatments (Angard 2000). The high cost of treatsacts as a barrier to the infertile
that experience economic hardship. | expect thapfe with higher incomes will be
more likely to seek formal help from a doctor.

Additionally, the literature reviewed above suggedhktt often women are
dissatisfied with the treatment they receive (Inmeand McMurray 1996; Redshaw, et al.
2007; Yebei 2000). Those that are satisfied widdizal encounters are the women who
perceived their care to be individualized and sujpyg® (Malin, et al. 2001). Literature
examining motivations of infertility patients fosing the Internet suggest that
dissatisfaction with the information received dgrthe treatment encounter may
facilitate seeking additional knowledge online (IHgaet al. 2003). Therefore, those that
feel less cared for by their doctor should be nli&edy to go online.

Finally I will test the association between helpldag activities (none, internet
only, medical only, and both) and social suppditiere is evidence that the internet can
be a mechanism through which people gain socigi@tin times of a health crisis
(Shaw, et al. 2000). Literature examining onba@port seeking for a variety of medical
conditions suggests that this activity should hawesitive benefits for individuals

(Hinton, Kurinczuk, and Ziebland 2010; Malik andulzon 2008; Shaw, et al. 2000; van
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Uden-Kraan, et al. 2008b). When looking at literatthat specifically focuses on
infertility, however, existing research also poiatg that only going online compared to
going online and discussing infertility in anotloertlet as well is associated with lower
perceived social support (Epstein, et al. 2002)s uinclear how type of help seeking
(none, internet only, medical only, both) will b&saciated with social support. | expect
that those who engage in multiple types of helkisgg(both seeking in person help and
going online) will report more social support theamy of my other groups of infertile
women. Further, | expect that those who only segderson help and those who only go
online will perceive more social support than tha$® do none of these things.

Studies suggest that online social support mayacplarly helpful for those
who are suffering from stigmatized conditions (BetgVagner, and Baker 2005). |
expect that those who have high infertility stigm perceive less social support from
their networks. If the Internet facilitates pertteps of support among those who have
stigmatized conditions, | expect that the negatalationship between stigma and social
support will either be reduced or disappear ondmesupport seeking is entered into the
model. In this chapter | have provided a briefrmiew of my current study. Next, in

chapter three | will describe my sample and thdyasmastrategy in more depth.
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Chapter 3: Methods
Data Source

Data for this study were drawn from the Nationah&®y of Fertility Barriers, a
national probability sample of women ages 25 to Wfierviews were conducted with
4,712 women and some of their partners. The ressprate for this data set was 53%,
and while low, this response rate is consistertt wéclines in telephone survey
participation (Curtin, Presser, and Singer 200%his data set oversampled women from
census tracks in which over 40 percent of residerte African American or Hispanic
and offered a Spanish language interview. The hte@ysample is representative of
reproductive aged women living in the 48 contigustages in households with a
telephone.

The sampling frame of potential participants wasagated using random digit
dialing. Interviews were conducted with the helg@mputer-assisted telephone
interviews (CATI). This is a software program thdiows for the development of skip
patterns; as participants respond to questionprtigram determines the direction of the
skip patterns, or which questions will be askedt igbcQuillan and Greil 2004). The
telephone interviews were conducted by the Buré&ooiological Research at the
University of Nebraska-Lincoln and at the Surveg&ach Center at Penn State
University.

The sample design attempted to match telephonéersmvith addresses to send
out a pre-notification letter and a one or two dolhcentive for participation. Upon
contacting a household, interviewers conductedo# sicreening interview to determine

whether there were any women in the householdoddidor participation. If there were
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not, the interview was concluded. If there welhe, woman became the study
respondent. Women were selected randomly in haldethat had more than one
eligible female for inclusion in the study. Fultérviews were conducted with women
who reported a fertility barrier and approximat&y percent of women who had
children, had no desire for future children, and ha fertility barrier. Interviews were
ended with remaining eligible respondents afterayxmately 10 minutes of baseline
guestions. A “planned missing” design was utilizsda mechanism to minimize
respondent burden while still incorporating all s@&s that were theoretically relevant.

Analytic Sample

The current study is based on a subsample oftbnse women who meet the
medical definition of infertility and were askedegtions about their Internet information
seeking behaviors. This subsample includes wontenake actively trying to conceive
(infertile with intent), infertile but are not attgting to have a baby (infertile without
intent) and who were okay either way about pregpdmt were not doing anything
explicit about getting pregnant.

There were 2,363 women who met the medical dedimitor infertility in the
NSFB. Unfortunately, the subsample used in théyaaa presented here is somewhat
smaller due to complex skip patterns designed tormize respondent burden and
distress. All of the women were asked whetherabitieey had ever gone to a doctor or
clinic to discuss ways to have a baby. Two wonlepped out of this question because
they refused to answer. Subfecund women who regadintat they had not gone to a
doctor or clinic to discuss ways of getting pregnaere skipped to a subsequent

guestion, “When you did not get pregnant right adwagpite having sex without birth
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control, did you ever wonder about a medical proidle Women who answered ‘no’ to
this question were skipped out of being asked am@gtipns about seeking infertility
information online (n=987). This reduced the sasrgite to 1,374 cases.

Fourteen cases were removed due to missing dateeomputed scales. As
discussed above, a planned missing design wastoaiseithimize respondent burden.
Imputation was used to estimate responses thatwe¢r@vailable due to the planned
missing design. Further exploration of these pgudints revealed that they were part of a
small group of cases that were added to the datatee Eight lesbian women were
removed from the sample; unfortunately there weoeféw women to analyze this group
independently. The final sample size includes 2 \86men.

At present this data set is only cross sectioiiile data allow for examination of
experiences with infertility, internet use, helgls@g, and social support measured at one
point in time, but includes both retrospective andent reports. Because of this, |
cannot establish the causal ordering of internetamnsl seeking medical help actions, or
to assess perceived social support before andueileg the internet.

The Current Investigation

As discussed above, decisions to seek medicalfbelealth problems involve a
complex decision making process. Help seekingribedave been used to examine
factors associated with seeking help from a medioafiessional in a face-to-face
context. In this first study, | seek to test then@ral Help Seeking theory (White, et al.
2006) to see if factors that are typically assedatith seeking in person help will also

predict whether a person goes online to seek irdton about infertility.
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In order to explore the differences between the gpaups of women, | preform
chi-square tests for categorical variables and AR®Yor continuous variables. As
describe above, | compare infertile women who @hdt do any type of help seeking (2)
only go online for infertility related activitieS) only see a doctor in person, and (4) both
go online and seek medical help for infertilityn dddition to the overall F test produced
by the ANOVA, to assess specific mean differenads/ben groups | use the Tukey’s
Honestly Significant Differences (HSD) test to adjtor multiple comparisons.

Next, | will use a multinomial logistic regressitmpredict the odds of category
membership (i.e. no help seeking, internet onlydiced only, and both) based on their
need, enabling conditions and predisposing factbogjistic regression is an appropriate
method of analysis when you have a dependent Varildt is categorical (DeMaris
1995). A multinomial logistic regression is ne@ydecause the dependent variable,
type of help seeking, has four categories thahaterdered. This method of analysis
will allow me to compare the coefficients across ¢fnoups to see whether they vary by
types of help seeking activities.

| enter the variables for the multinomial logistegression in stages, starting first
with variables measuring predisposing charactesstNext variables that measure need
will be added, followed by enabling conditions. sBd on the literature reviewed, there
are a few key associations that | will be payingipalar attention to. First, prior
research suggests that people with stigmatizedrheahditions may be more likely to
seek information about their condition online rattian in person (Berger, Wagner, and
Baker 2005). Based on this, | expect that astififgrstigma increases, women will be

more likely to go online for infertility informatimthan only seek medical help.
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Second, existing studies indicate that people welebthat they are in control of
their own health, or in other words have a higlerinal medical locus of control, will be
less likely to seek help (Greil and McQuillan 206#slter 2004). Moreover, the ability
to gain personal access to health information shappeal to those who feel as though
they are in control of their health. | believetthagher internal medical locus of control
will be associated with being more likely to goiaelfor infertility information rather
than going to a health care provider.

The second part of the project focuses on sog@b@rt. Social support can help
people cope with infertility (Gibson and Myers 20&2anton, et al. 1992; Woods,
Olshansky, and Draye 1991). Research on inteupgtast groups suggests that
interacting with others online can offer positiveniefits including support during a health
crisis (Hinton, Kurinczuk, and Ziebland 2010; Ma#ikd Coulson 2008; van Uden-
Kraan, et al. 2008). What is unclear is whetherdghpport received online substitutes for
other supportive relationships that would occua fiace-to-face context, or whether those
who have high social support in general are alssdlwho would be most likely to seek
additional support online.

| use ordinary least squares regression to inastithe relationship between
social support and the four types of help seekingxpect that those that do the most
help seeking (both go online and see a doctor)haMe the most social support, followed
by those who only go online or only seek in-perBelp. Those who do nothing are
expected to have the lowest social support. Alterely, those who already have high

levels of social support may not need to pursueradlienues. Therefore, past research



48

and the help seeking theoretical model do not plieeixplicit guidance for predicting
social support.

Variables for the regression will be entered iges starting first with those
items that measure predisposing factofsext variables that measure need will be
added, followed by enabling conditions. | will theclude dummy variables for the type
of help sought. By entering these dummies lastll lbe able to determine whether the
type of help seeking mediates the relationshipaéen predisposing, need, and enabling
conditions and social support. In addition, | Vol able to assess which of these four
groups has the highest levels of social support.

| expect two relationships in particular to be nag¢eld by type of help seeking —
having a friend or family member who has experidnogertility and having talked to
someone who has experienced a similar situati6inally, because | expect that stigma
will be negatively associated with social supportthose who do not use the internet,
but that stigma will have no association with sbsigport for those who use the
internet, | include interaction terms or type olpghgeeking and the stigma scale. If there
IS a stronger negative association between pertatigma and perceived social support
for those who get help on line, then this suggeststhose who have high infertility
stigma are compensating for the social supportttieat are not getting from their face-

to-face networks with support online.

!| continue to include predisposing, need, and enabling indicators in my models of social support. | am
not testing a theory of social support, but instead, am interested in continuing to learn more about what
differentiates the different types of help seeking.

> This variable talked to someone who experienced a similar situation does not specify where the
communications occurred. The interactions with someone who experienced a similar situation could have
occurred in person or online.
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It is unclear whether the activities that peopigage in online will be associated
with their perceived social support. Due to thgp glatterns the data set, few women
were actually asked about the activities that #n@yaged in online (n=291). Only
women who had gone online for infertility informati and reported that the internet
information seeking occurred in the previous threars were asked about what types of
activities they did with regards to their infetlinformation seeking. The strength of
this sample is that recall should be more accuhate if women who had had their
episode further in the past were included, andsscteethe internet should be relatively
similar for this group. Additionally, although fairsmall, that this is a group selected
through a random digit dialing approach, it is md@m sample. | will run an additional
ordinary least squares regression that includesiessof dummies for online activities to
see if the things people actually do online aratesl to social support. | expect that the
activities that are related to interactions witlople (i.e. used email or a website to
communicate with a doctor or other health caregesibnal about infertility; participated
in an online support group) will be associated vhigher perceived social support.

Measures

Throughout the description of my measures | wila&e the percentages and
means for each of the variables in the study. &abh Appendix B provides the
descriptive statistics for the dependent variabled variables associated with
predisposing, need, and enabling conditions. TAlgmvides an overview of the

variables related to online activities.
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Dependent Variable — Predicting Help Seeking
Type of Help Seeking for Infertility

The dependent variabigpe of help seeking for infertilitg a constructed help
seeking classification for infertile women. Womaere classified as having sought
medical help if they reported consulting a doctoow getting pregnant. Not all women
who consulted a doctor about their fertility problevent on to undergo tests and
treatments.

As described above, in order to assess Intermegtpasticipants were asked if they
had ever looked for information about getting pigron the Internet (1 = yes, 0 = no).
Answers to the previous two questions were use@dmstruct a variable categorizing all
women by thaype of help seeking for infertility that they eggd in. Infertile women
were placed into one of the following four categsrusing the variables mentioned: (1)
those that did not seek help, (2) only used thermat for infertility activities, (3) only
saw a medical doctor, (4) both went online and aal@ctor. Approximately 34% of
women did not do any type of help seeking, just ®% went online only, 32% only saw
a medical doctor, and 25% saw a doctor and weimenl
Dependent Variable — Social Support
Social Support

Social support was measured by a 4 item scaleattéatmeasure medically
relevant suppott This scale was part of a larger 20 item scaleldped by the

Canadian Community Health Survey (Sherbourne aed&t 1991). Respondents were

*Social support could conceptually be related to type of help seeking, however, | do not include it in my
multinomial logistic models for analytical clarity. Instead, | include several other indicators of social
support (i.e. talked to others about fertility problems; talked to others who had experienced a similar
situation; know someone who has had treatment; partner, family and friends encouraged treatment).
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asked how often the following kinds of support wavailable if they needed it:

“someone to give you advice about a crisis”, “songeto give you information to help

you understand a situation”, “someone whose adyacereally want”, and “someone to
share your most private fears with”. The scads wreated by estimating the mean score
for available responses to these 4 items. Alhefitems use the following response
categories: (1) = often, (2) = occasionally, (3etdom, and (4) = never. Items were
coded so that higher numbers represent more sagiort. The mean score was 3.54
Independent Variables

Activities Engaged in Online

Respondents who had used the Internet to lookaformation about infertility were
asked a number of follow up questions about theities they had engaged in online.
Five activities were included: “Looked for medieaticles on getting pregnant”,

“Looked for information about treatments”, “Usedahor a website to communicate
with a doctor or other health care professionauabertility treatments”, “Used online
information to select or evaluate the qualificatiai a reproductive doctor or clinic”, and
“Participated in an online support group for woneercouples who are experiencing
delays in getting pregnant.” Response categonigdaded (1) often, (2) seldom, (3)
occasionally, and (4) never.

The majority of women who were asked about theivdies online had used the
internet to look for information about a treatmahsome point often (19%), occasionally
(24%), seldom (16%) or never (41%). For the mali@te analyses, | created a series of
indicator variables to compare those who reportadggonline for information about a

treatment occasionally, seldom, or never comparelddse who did so often.

4 . . . . .
This and all other continuous variables were mean centered for the multivariate analyses.
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A large proportion of women who have gone onlingréthat they have looked for
medical articles often (25%) or at least occasigr(d{L%). A substantial minority looked
“seldom” (25%) and only 9% never looked for mediadicles on infertility. | created
dummy indicator variables for the responsesrtiine articlesand compared women who
indicated that they did this occasionally, seldompever to those who reported going
online for medical articles often. One woman angg€édon’t know” to this question,
and this response was included with those who"saider”.

The remaining three online activities, “Used enoail website to communicate with
a doctor or other health care professional abatitifie treatments”, “Used online
information to select or evaluate the qualificatiai a reproductive doctor or clinic”, and
“Participated in an online support group for woneercouples who are experiencing
delays in getting pregnant” were much less comnféor. each of these variables |
collapsed those who reported having often, occafligror seldom done that activity
compared to those who responded “never” due tanlgeati least one cell that had fewer
than five respondents. One participant responded’t know” to the question regarding
having ever used an internet support group. Tdspaonse was included with those who
said “never”.

Twenty percent of women indicate that they had &dair contacted a website to
communicate with a doctor or other health profassi@about infertility. Thirty-four
percent of women report going online to evaluat®etor or a clinic. Finally, 21 percent
of women mention utilizing an online support grdappeople with reproductive

difficulties.
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How Internet Information Affected Thinking

Participants were asked to respond to a seriemt@sents regarding how the
Internet had affected their thinking about thertifiéy problem. The statements
included: “The information I got online encouraged to see a doctor about help or
advice getting pregnant,” “The information | gotliae led me to ask a doctor new
guestions about getting pregnant,” “The informatigot online provided me with a
better understanding of health issues that affeifityato get pregnant,” “The information
| got online made it easier to work with my doategarding treatments to get pregnant,”
and “The information | got online discouraged manirseeking treatment.” Respondents
could (1) strongly agree, (2) agree, (3) disagre€4) strongly disagree.

Sixteen percent of women strongly agreed thairtfeemation they received
online encouraged them to see a doctor, 48% ags@étl disagreed, and 4% strongly
disagreed. Online information encourages askidgakor new questions: 20% strongly
agreed, 48% agreed, 28% disagreed, and just 4¥%gbgrdisagreed. The internet users
overwhelmingly indicate that the internet helpeenthbetter understand the health issues
that impact pregnancy: 25% strongly agreed, 65kéemty 9% disagreed, and just 1%
strongly disagreed. In response to the followitaggesnent, “The information | got online
made it easier to work with my doctor regardingtneents”, 12% strongly agreed, 51%
agreed, 33% disagreed, and 4% strongly disagremlly, the information received
online does not appear to discourage treatmentrsgek% strongly agreed, 7% agreed,

71% disagreed, and 21% strongly disagreed.
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Non-Internet Self Education

Women in the sample were also asked about théiedatation activities that
they engaged in. Almost half of the women (46%préed that they had “Read articles
on getting pregnant in technical or scientific joais”. Forty-one percent of participants
reported that they had “Read a book about gettragrant.” Far fewer women indicated
that they had contacted a support group (11%).s& lgeiestions were asked of all women
included in my sample. The interview did not speaihether these activities were
things that were done online or offline. Theseenat (1) yes or (0) no responses.
Most Helpful Source of Information

Respondents who went online were asked the fatigwjuestion, “You have used
several sources for information. Overall, what Wesmost helpful source of
information?” There were nine possible responsegmaies: (1) articles in popular
magazines, (2) articles in tech (paper) journ&sbpoks, (4) face-to-face support
groups, (5) Internet, (6) Internet support groyjgs professionals on the Internet, (8)
information from family and friends, (9) professabrin person), and (10) other or don’t
know. Over half of the women (52.5 percent) intkdethat the internet was the most
helpful source of information. Please see Taldtar & full list of the percentages of most
helpful source of information.
Variables Measuring Need
Perception of a Fertility Problem

Respondents were asked the following two questitis:you think of yourself
as someone who has, has had, or might have trgeliiag pregnant?” and “Do you

think of yourself as someone who has, or has héettiaty problem?” Responding ‘yes’
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to either of these questions resulted in the diaasion of perceiving oneself as having a
fertility problem (1= yes, 0 = no). Sixty-nine pent of women perceived that they had a
fertility problem.
Fertility Intentions

Intent to have a baby was assessed by the folloiteng “Do you intend to have
a baby?” Participants could respond “yes” or “n@&ased on this response a follow up
guestion was asked, “Of course sometimes thingstivork out exactly as we intend
them to or something makes us change our mindgouncase, how sure are you that
you will have (or not have) a child?” Responsegaties are (2) very sure intend, (1)
probably intend, (0) don’t know, not sure, andgetl decide, (-1) probably no intent (-2)
very sure, no intent. The mean response to tgriiltentions was -.60 (SD = 1.29).
Desire for a Baby

Respondents were asked to report on their desire haby (or another child) by
answer the following question, “Would you yourséKe to have a(nother) baby? Would
you say definitely yes, probably yes, probablyarodefinitely no?” A series of
indicator variables for each of these responsegoates (definitely yes, probably yes,
probably no, definitely no) were created with womro report that they would

definitely like to have a(nother) baby as the refiee categofry

> There are three strategies that | could have pursued to deal with these Likert scale variables. | could
have dummied them into smaller categories, but clear cut points were missing for some variables (i.e.
often, occasionally, seldom, and never). Another alternative that | could have used would be to treat the
variables as ordinal continuous; however, some variables did not have a neutral category. | could not
safely assume that the jump from “strongly agree” to “agree” was the same as going from “agree” to
“disagree”. Therefore, | determined that the best strategy would be to create indicators for the
categories which also allowed me to learn more about the differences between the response categories,
and | do find many significant associations.
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Twenty-five women in the sample responded “dontiwhto this question. It
did not seem appropriate to put people who saitthiey “don’t know” in with those
respondents who gave a firm definitely do not wanbther) child response. | explored
this variable with a crosstab and the overall rasp@atterns suggest that those who
responded with “don’t know” are most similar to skeowvho said that they probably did
not wish to have a(nother) child. The “don’t knok@sponses were collapsed with
women who reported that they probably did not vicshave a(nother) baby. One-third
of women (33%) indicated that they would definitkke to have a(nother) baby, 19%
said probably yes, 16% said probably no, and 32faitkdy did not want to have
a(nother) child.
Partner Wants a Baby

Respondents were asked to share what they perabigegartners feelings were
towards having a(nother) baby by answering thevalg question, “How about your
husband/partner? Would he like to have a(nothelny® Would you say definitely yes,
probably yes, probably no, or definitely no?” Dugnwariables for probably yes (17%),
probably no (11%), definitely no (24%), and notedkompared to women who reported
that their partners would definitely like a(nothbgby (25%). The “not asked” category
(23%) includes women who the computer skipped bthis question because the
respondent had no partner. Fifteen women repdinigdhey did not know whether their
partner would like to have a(nother) baby. Thelsmanber of cases made it impossible
to analyze this group independently. | includessth15 cases in the “not asked”
category in order to avoid making assumptions aldnatt a “don’t know” response

means.
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Subfecund With and Without Intent, Other FertiByrriers

Construction of the subfecund variable is complEist, all women were asked
the following questions, “Currently, are you preghdrying to get pregnant, trying not to
get pregnant, or are you okay either way?” “Wasdlever a time when you were trying
to get pregnant but did not conceive within 12 rhefit and “Was there ever a time
when you regularly had sex without using birth cohtor a year or more without getting
pregnant?” In addition, women who had been prepwanre asked a series of questions
about each pregnancy including, “When you got paegthis time were you trying to get
pregnant, trying not to get pregnant, or you wekayceither way?” and “How long did
you have sex without using birth control before got pregnant?” Finally, women who
experienced two or more pregnancies were askechehtitey were breastfeeding at all
during the time that they were trying to conceive.

The subfecund with intent variable includes wom#ro are experiencing both
primary (no prior pregnancies) and secondary (pregnancy) infertility. Women who
reported having tried to get pregnant but did motoeive within 12 months and/or
reported that there was a time that they had regutad sex without using birth control
for a year or more without getting pregnant, orstnavho had tried a long time (12
months or more) to get pregnant were classifieslidgecund. Next, variables related to
whether or not a woman had been trying to get @egat the time the subfecundity
occurred were examined to further classify respotsdas either being “subfecund with
intent” or “subfecund without intent”. If the womaeported that she was trying to get
pregnant, she was classified as “subfecund winift(64%). Those that reported that

they were not trying to get pregnant or that theyenokay either way were classified as
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“subfecund without intent” (20%). Breastfeeding ckelay conception. Women who
were subfecund without intent and who had no otidication of subfecundity were
excluded if they were breastfeeding at the tim#heir long interval without conception.
The remaining 17 % of the subfecund women met tiberia for the category of “other
fertility barrier”. Women in this category havepmted a history of medical problems,
complications, or surgeries that would make iticifit or impossible to get pregnant and
they did not meet the criteria for infertility withr without intent.
Importance of Motherhood

The importance of motherhood was assessed usingea4cale that taps the
value of being a parent. Participants were aseddpond to the following five
guestions: “Having children is important to mylfieg complete as a woman,” “I always
thought | would be a parent,” “I think my life witle or is more fulfilling with children,”
and “It is important to me to have children.” Res@ents could (1) strongly agree, (2)
agree, (3) disagree, or (4) strongly disagree thighfirst four statements. Answers were
recoded so that higher values indicated higher mapoe of motherhood. On average
the mean was above the midpoint of the scale (M35,35D = .51).
Important to Partner to Have Children, ImportantRarents to Have Children

Participants in the study were asked a seriesmtérments about children and
families and were asked to indicate whether theyngly agreed, agreed, disagreed, or
strongly disagreed with them. Included were ttatesnents regarding the importance of
children to an individual’'s partner and their pdsefor in other words, the grandparents

to any children that the respondent might havé)e Jtatements were, “It is important to
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my partner that we have children” and “It is immrt to my parents that | have
children.”

| created a series of indicator variablesifioportant to partner to have children
that included those who agreed, disagreed andgdyrdisagreed, and those who were
not asked. The reference category is those whaogll agreed that it was important to
their partner that they have children. | collapdezicategories disagree and strongly
disagree into one group due to the small numbearoofien who strongly disagreed that it
was important to their partner to have children24)= | was unable to leave the
“strongly disagree” women separate because thiddAmave resulted in extremely small
cell sizes. For example, just two women who stipdgsagreed that it was important to
their partner to have children went online onlyomén who fall into the “not asked”
category (23%) are those women who do not havetagraas well as the 10 women who
indicated that they did not know whether their partfelt that it was important that the
couple have children. Overall, respondents sedm#dnk it was important to their
partner to have children: 35% strongly agreed, aifteed, and just 11% disagreed with
this statement.

The same strategy was used to dummy answers giatement assessing parents’
feelings about the respondent having childrenonhgare women who reported that they
agree, disagree or strongly disagree, have decgasents or don’t know their parents
opinion to those who strongly agreed with the stegiet, “It is important to my parents
that | have children”. | collapsed categoriesiider to address the problem of extremely
small cell sizes. The majority of women stronglyeed (28%) or agreed (42%) that it

was important to their parents that they have obild Twenty-two percent of women
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disagreed with this statement and the remaining®%omen either had deceased
parents or indicated that they did not know howrtharents felt about this issue.
Enabling Factors
Age

Participants were asked to report their age asedf kast birthday. Recall that the
sample only includes women between the ages ob25F4e variable is continuous, and
the average age of women included in the analysss3@ years (SD = 5.91).
In a Relationship

Marital status was measured by the following questi“What is your current
marital status? Are you currently married, divorosalowed, separated, or never
married?” Seven response categories were avail@ptaarried, (2) divorced, (3)
widowed, (4) separated, (5) never married, (6)i&spartnership, and (7) cohabiting. A
follow up question asked whether participants wiereg with a partner. Those that
reported being married or cohabiting (70%) were ohiea as being in a relationship (1 =
in relationship, 0 = no relationship).
Parity

The interviewers collected detailed information a@ach woman’s pregnancy
histories. | use a constructed continuous variabte number of live births to measure
parity. The women had an average of 1.63 livéhbi(ED = 1.31).
Talked to Others about Infertility

Talked to others about infertility was measurechwite following question, “Did
you talk about your concern with family or friend$?ould you say never, seldom,

occasionally, or often?” The ‘concern’ this questrefers to is a difficulty getting
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pregnant. A series of dummy variables were conttdi | compare women who said
never (29%), seldom (17%), and occasionally (31®thé reference category of women
who report that they often (23%) talked to theierids and family about their difficulties
getting pregnant. There were 26 women who respbtigs this question “did not
apply” to them. These women were included in thev/er” category because if this does
not apply to them it seems unlikely that they dssad this issue with others. Two
women responded that they did not know if they tadiced to others about their fertility
problems and two women refused to answer. Thegp®nelents were also included with
the women who never discussed their infertilityhafrtiends and family.
Similar Others

The variableSimilar othersvas assessed by the following question, “Did you
discuss getting pregnant with others who had egpe&d a similar situation? Would you
say never, seldom, occasionally, or often?” |e@andictor variables for each of these
responses and compared all categories to the neeategory of “often”. In my
subsample, 18 women responded that this questtbnadiapply to them. These women
were collapsed into with the “never” responsesllokong the same logic used above, |
do not expect participants who report “does not\ydgp be discussing getting pregnant
with someone else who has had fertility problemao women refused and 3 women
reported that they did not know if they had disedsgetting pregnant with someone who
had gone through a similar situation. These cases also added to those that said that
they “never” discussed getting pregnant with otkemen who had gone through a
similar situation. Women report that they talkedsdomeone who had experienced a

similar problem often (15%), occasionally (30%)dsen (21%), and never (34%).
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Know Someone Who Had Treatment

The variableknow someone who had treatmeats assessed through the
following yes/no question. “Do you have family oiehds who have pursued medical
help in order to help them get pregnant?” A dunwartable was created (1 = yes, 0 =
no). Just over half of the women (52%) had a famiémber or friend who had pursued
infertility treatments.

Partner/Family and Friends Encourage Treatment

During the interviews, participants were asked Wwaetheir social networks
supported treatment seeking. The exact questiens, ®Did your spouse/partner
strongly encourage, encourage, discourage, strahgtpurage seeking medical help or
was it mixed” and “Did your family or friends strghy encourage, encourage,
discourage, strongly discourage seeking medical tievas it mixed?”

For the first variablepartner encouraged treatmentsreated the indicator
variables discouraged (6%), it was mixed (23%), tdamow (11%), and not asked (23%)
which will be compared to the reference categorgrafouraged (37%). Women who
indicated that their partners strongly encourageeghocouraged seeking medical help
were collapsed into a single category. Many woiiher 198) selected “strongly agree”
but only four had only sought help online. Simijabecause of small cell sizes |
collapsed those who disagreed and strongly disdgnée a single category. The “not
asked” category includes women who were not askiscdjuestion because they did not
have a partner and 10 additional women who reftsetswer this question.

| constructed dummies out fa&mily/friends encouraged treatmeartd compared

women who were encouraged (23%), discouraged (Be6prid that it was mixed (24%),
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and those who were not asked (36%) to women whe steongly encouraged (12%) to
seek medical help. | collapsed the response caésgaliscouraged” and “strongly
discouraged” into a single category to manage ttiadIsyumber of cases. The “not
asked” category contains women who were not adkisdjtiestion because they
responded “never” to the previous question in therview, “Did you talk about your
concern with family or friends.” Also included this category were women who
reported that the question did not apply and thadse said that they did not know
whether their family and friends encouraged mediefp seeking.
Education

Education was measured by the following questislaw many years of
schooling have you completed?” The variable isnaicand potential responses ranged
from (0) no schooling to (22) sixth year of gracguathool. The mean level of education
for the sample was 13.60 years (SD = 2.89).
Income

Participants were asked to report their annual élooisl income. This is an
ordinal variable ranging from (1) under $5,00018)($100,000 or more. | use dollar
equivalents of the midpoint of each category to entdle coefficients easier to interpret
for the descriptives table and the original val(ie42) to make the multivariate
coefficients easier to interpret. The average @bakl income of women in the analytic
sample is approximately $54,000 (SD = 32.22).
Health Insurance

Participants were asked about their current hea¢tlvance. Health insurance

status was measured by the following question, ‘YAne covered by private health
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insurance, by public health insurance such as Meétlior some other kind of health care
plan or by no health insurance?” Responses werargucoded into the variabf@ivate
insurance(1= private insurance, 0 = all else). Public Healsurance is appropriately
coded as no insurance because Medicaid does net icdertility treatments (Bittler and
Schmidt 2006). The majority of women (66%) wergered by private health insurance.
Have a Regular Doctor and Doctor Cares

Respondents were asked the following question,y@ohave a regular doctor,
that is a specific doctor that you consult for mafsyour health care needs?” | created a
dummy indicator variablbave regular docto(l = yes, 0 = no). The vast majority of
women report that they have a regular doctor (85%).

Women who indicated that they had a regular dostre asked a follow up
guestion: “Overall, does your doctor seem to edn@ut how you're really doing?
Would you say cares a lot, cares a little, doesamt very much” Using dummy
variables | compare women who feel that their docéwes a lot about them (67%) to
those who feel that their doctors care a little%20do not care very much (5%), and
those who were not asked this question (6%). Tio¢ &sked” category contains women
that the computer skipped out of the question bez#uwey indicated that they did not
have a regular doctor. Eighteen women in my subtaof infertile women responded
that they did not know if their physician reallyred how they were doing. | collapsed
these “don’t know” responses with those women withiciated that they felt their doctor
did not care very much because both categoriestia@ extremely small cells. |
thought collapsing these categories together wapsoppate because if people do not

know whether their doctor cares about how theydareg, | do not believe they are
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likely to fall into the other categories that ingfie higher levels of feeling cared for.
Because this question asks generally about feelingd for by a doctor it will be a loose
approximation of feeling cared for by infertilitpacialists.
Race/Ethnicity

Respondents were asked the following two questioaan from the Census:
“What race or races do you consider yourself td bed “Do you consider yourself to be
either Hispanic or Latino or neither one?” In thescriptive analyses and bivariate
analyses | use a single variable that has sepeaitdgories for the five race/ethnicity
categories in the study. In the multiple regrassinalyses | use indicator variables and
“white, non-Hispanic” is the omitted reference g¢aigy. Sixty two percent of women are
white, 15% African American, 16% Hispanic, 7% Asiand less than one percent are
some “other” race. The small percentage of womehe Asian and “other” racial/ethnic
categories makes race/ethnicity specific analybaenging. Because for this study
race/ethnicity is a control variable, | collaps¢egaries and compare white women to
non-white women. This approach allows me to foqushe primary questions of this
dissertation. In the future | will examine specijiwups because | anticipate that there
are race/ethnicity specific differences that welimportant for understanding behavioral
responses to infertility.
Predisposing Variables
Internal Medical Locus of Control

Respondents were asked a series of six quest@assess internal medical locus
of control, “If | get sick, it is my own behaviorhich determines how soon | get well

again, ” “l am in control of my health,” “When | gsick | am to blame,” “If | take care
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of myself | can avoid illness,” “If | take the righctions | can stay healthy”, and “The
main thing which affects my health is what | mys#df” People could respond to each
statement with (1) strongly agree, (2) agree, (&gtee, or (4) strongly disagree. Items
were reverse coded so that higher values are assdavith higher levels of internal
medical locus of control. The mean of the intemabical locus of control scale was
2.97 (SD = .50).
Religiosity

Religiosity was measured by a four item scale tithfollowing questions: “How
often do you attend religious services? Would sayi never, less than once a year, about
once or twice a year, about once a month, neadyyaweek, every week, or several
times a week?” “About how often do you pray? SalBmes a day, once a day, several
times a week, once a week, or less than once aAveglow close do you feel to god
most of the time? Extremely close, somewhat clostyery close, or not at all close?”
and “In general, how much would you say your religs beliefs influence your daily
life? Would you say very much, quite a bit, soaéitle, none?” | use the mean of the
four standardized items as a measure of religiodityis is coded so that higher values
indicate greater religiosity. The mean standardaae for the analytic sample is .05
(SD = .66).
Attitudes towards Medical Science

Attitudes towards medical science were measurealthyee item scale that
tapped women'’s attitudes towards infertility treatts. The following questions were
included: “Medical science can be a big help to warwho are having trouble getting

pregnant,” “Women who have trouble getting pregvemtild benefit from consulting a
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doctor,” and “With the medical advances availablgaty, women can wait to have a baby
until their late 30s and still have a good charideawing a baby.” Response categories
ranged from (1) strongly agree to (4) strongly disa. Items were reverse coded so that
higher values indicate a more positive attitudeamamedical science. On average,
women in this sample have a positive attitude tdwanedical science; the mean of
responses of participants in the analytic sampBe36 (SD = .41).
Stigma of Infertility

Participants were asked about the public’s opimibwomen experiencing
fertility problems. The response categories rarfgad (1) strongly agree to (4) strongly
disagree. The following questions were includethia stigma scale: “People who have
difficulty getting pregnant find it embarrassingPeople who can’t get pregnant without
medical help often feel inadequate,” and “People wkperience infertility often feel that
their family and friends look down on them.” Item® reverse coded so that higher
values equal higher stigma of infertility. The eage score on this scale for the analytic
sample is 2.73 (SD = .52).

Multicollinearity Diagnostics and Normality

| regressed the respondent’s identification nunapethe independent variable to
test for multicollinearity as suggested by Tabackmind Fidell (2001). These analyses
suggest that the variables related to partneuddés are highly correlated (igartner
wants a(nother) baby, important to partner to hatddren, partner encouraged
treatment). Despite the fact that these variables are highifyetated, I still find
significant associations. The analyses do notasigipat the inclusion of the varialite

a relationshipis a cause for concern even though | have incluldedmy indicators of
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“not asked” which are equivalent to not having émper. To further ensure that this was
not a cause for concern, | ran my analyses exddia partnerand find no differences
in the patterns of significant associations.

| identified several independent variables that pablems with normality
(fertility intentions, importance of motherhood, phgrincomeandage) My dependent
variable in Chapter Sixocial supporhad a negative skew. Tabachnick and Fidell
(2001) note that issues of skewness and kurtosiedse as sample sizes increase. My
sample of 1,352 is large. | performed transfororaion all of these variables to correct
for skew. | ran all analyses with the transformeedsions of the variables and found that
the transformed variables made no difference irottegall patterns of results and
significant associations. Because | found no §icant differences, | used the original

variables in the analysis.
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Chapter Four: Differences Between Infertile Womerby Type of Help Seeking —
The Bivariate Relationships
Appendix B contains all tables for the dissertatids mentioned previously,

Table 1 provides the descriptive statistics forwhgables associated with traditional help
seeking models. Table 2 contains descriptive médron for variables measuring self-
education and internet activities, as well as Hosvibternet impacted women'’s thinking
about their fertility problems. Table 3 gives tleader the distribution of participant’s
reports of the most helpful source of informatitroat infertility that they used.

Table 4 — Descriptive Statistics by Help Seekinte@ary for Infertile Women

Table 4 presents the descriptive statistics byythe of help seeking that infertile
women engaged in. | preformed chi-square testsaN@VAs to determine whether
there are any significant differences between tidewomen who do (1) nothing, (2)
only go online, (3) only seek medical help, andiddh go online and seek medical help.
For ANOVA's, Tukey's Honestly Significant Differees (HSD) test for specific mean
differences while adjusting for the multiple compans.

| find no significant differences by type of hapeking at the bivariate level for
the following variables: importance of motherhooklildren important to parents, social
support, internal medical locus of control, andsia. All other relationships discussed
below are statistically significant.

Table 4 suggests that there are clear differeneggden women who both go
online and seek in person help and those who deelpseeking. Perception of a fertility
problem increases as involvement in type of hegkisg increases. Though infertility

episodes were in the past and desire for a chitteigsured at the time of data collection,
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| find an association between type of help seekimdjwanting to have a baby. Women
who engaged in both types of help seeking werenibgt likely to report wanting a baby
and the proportion was lowest for women who dichalp seeking. There is a similar
pattern for fertility intentions. Women who am®re involved with help seeking
(medical only, both) are more likely to be infeativith intent than no intent. A partner’s
desire for a child is greatest for women who ddligpes of help seeking and lowest for
those who do none. The pattern is similar for womwéo talk to others about their
fertility concerns and have friends or family whargue treatment. Women in the “both”
group had the highest family incomes, educatiottalranents, had the most positive
attitudes towards medical science and were maslyltio have private insurance and a
regular doctor. Women who did not do any help sgplwere the lowest on all of these
variables. Non-Hispanic white women were most imgdlin the help seeking process.
The encouragement to seek help from a partneasssciated with medical help
seeking. A little over half of the women in thedraal only and both medical and
internet group were encouraged to seek help. dstieigly, women who were in the
internet only group received the least encouragéinem partners to see a doctor. The
medical only group had the largest proportion omea who were encouraged by family
and friends to seek medical help. Those in thbelp seeking group received the least
encouragement. Feeling cared for by a doctor wsscated with type of help seeking.
| find that those who only sought medical help htheehighest proportion of women and
those who do no help seeking have the lowest ptergerof women who feel as though
their doctor cares. | was surprised that the womehe medical only group had the

highest mean religiosity scores and women who @it online and saw a doctor had
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the lowest religiosity scores. Consistent with dlge restrictions on fertility and cohort
familiarity with the internet, average age was leigtin the medical only group and
lowest in the internet only group.

Engaging in any type of help seeking was relatdaking in a relationship.
Previous research suggests that those who expengimsary infertility are more likely
to engage in medical help seeking than those wiea@dy have one or more children
(Schmidt, Munster, and Helm 1995). | find that weamn the no help seeking group
have the highest average number of live birthsvamchen who both sought help from a
medical doctor and went online had the lowest ayeegarity.

Internet only women had the largest proportion ofmen who said that having
children was important to their partners and wonvln did not do any help seeking had
the lowest. Women who both went online and sawaait were the most likely to talk
to others who had experienced a similar situatdfmen in the medical only group
were the least likely to have talked to similaresth It is possible that women who only
see a doctor and do not talk to others are th@gesitperience infertility as a private
situation only appropriate for discussions witlphgsician.

Taken together, Table 4 suggests that there aze diferences between women
who do nothing with regards to their fertility dd@lties and women who are highly
engaged in the help seeking process (both goirigeahd seeking help in person).
What is less certain is how women who only go anland women who only see a doctor
vary. No clear pattern emerges in the bivariageeaiations to distinguish these two

groups except age.
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Table 5 — Self Education Activities by Help Seek®ategory for Infertilie Women

Table 5 provides information on self-education\atés by type of help seeking.
Recall that these questions were asked of all wamére sample and did not specify
whether these activities were specific to onlineffline behaviors. In all cases, women
who reported both going online and seeking a ddwdrthe highest proportions of
women indicating that they had engaged in eachvwahaVomen who did no help
seeking were also least likely to do other typemfairmation seeking. Also interesting,
however, is how similar the women who did both s/péhelp seeking and the women
who only went online were in the likelihood of hagiread scientific articles and read a
book. In general, few women reported contactisg@port group specific to
reproductive difficulties, but women who engagedtbath types of help seeking were
much more likely to seek a support group.

Table 6 — Type of Online Activities by Type of Imet Help Seeking

Table 6 provides descriptive statistics of thevéas that people engage in online
by type of internet help seeking (internet onlypoth). 1 find no significant differences
between women who go online only and women who gotbnline and seek medical
help for the following variables: looked for medieaticles, used email or a website to
communicate with a doctor, and participated in alme support group. There was a
statistically significant difference between thewps for having looked for information
about treatment online and using the internet &duate a doctor or clinic. As | would
expect, women who sought treatment and went omiare more likely to report

engaging in both of these internet behaviors.
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Table 7 — How Online Information Affected Thinkibg Type of Internet Help Seeking

Table 7 provides information on how the activitegaged in online actually
impacted internet users thinking about their inligyt | find that there are no significant
differences between the groups in terms of howfhikthe internet was to helping
participants better understand health issues tiyaact pregnancy. Women who both
went online and sought in person help were sigafily more likely to report that the
information they received encouraged them to sdector, to ask a doctor new questions
about getting pregnant, and that it made it easierork with a doctor regarding
treatments. This group of women who engaged ih tygtes of help seeking was also
more likely to strongly disagree that the inforratthey received online discouraged

them from seeking treatment.

Table 8 — Most Helpful Source of Information by Eypf Internet Help Seeking

Table 8 provides the distribution of responsegasticipant reports of the most
helpful source of information. There is no statety significant difference between my
two groups of internet users. Among women who beght online and saw a doctor and
those who only went online, over half (52%) indezhthat the internet was the most

helpful source of information.
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Chapter Five: Multinomial Logistic Regression — The Four Help Seeking
Categories

In this chapter, | employ a series of multinonhgistic regression models to
determine whether predisposing, need, and enatalcigrs included in The General Help
Seeking Model that have been associated with sgdéce-to-face medical care are also
associated with seeking information or help onliran only in-person, both online and
in person, or neither of these help seeking actit

In model one, | enter in predisposing conditioAs. discussed above, there are
two predisposing conditions, infertility stigma amedical locus of control, that might be
particularly relevant for differentiating betweemmven who go online compared to
women who see a doctor in person or do nothingdétwo adds the need variables
controlling for the predisposing conditions. | arterested to see how these variables
measuring the perception of need for medical heddiate the predisposing factors.
Finally, in model three | include the variablesttheeasure enabling factors and control
for measures of both predisposing factors and need.

| report the standard errors, significance levahgl odds ratios. The odds ratios
are interpreted as a one unit change in a predictdhe odds of being in the dependent
variable category being analyzed (Long and Fre®86)2 Odds ratios over one represent
increased odds of being in the dependent categaigriconsideration as compared to the
dependent reference category, whereas odds raittes one indicated decreased odds.

For each model | will test model fit in three waylsnclude chi-square values and
degrees of freedom for each model in its respetéible. Using these chi-square values,
| calculate tests of model refinement to assessaugment of fit between models.

Finally, I include Cragg and Uhler’s pseulto assess the proportion of variance
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explained. Iinclude this information in the tabde each model. Cragg and Uhler’'s
pseuddR? approximates aR® of an ordinary least squares regression whilesaidjgy to
ensure the values range from 0 to 1 (Long 1997gland Freese 2006). Caution must
be used in interpreting pseultbbecause different measures can result in varyahges.
The pseudd?’ is useful for interpreting the changes betweenegesodels (Long and
Freese 2006).
Model One

In model one (Table 9) | predict the odds of catggnembership based on
predisposing conditions. The variables includethis group are those that reside within
an individual and would predispose a person toaysarticular method of help seeking
for infertility. 1 am particularly interested irolv internal medical locus of control and
stigma are related to help seeking because to rowlkalge no one has examined how
this may influence going online for health informeat Prior research using The General
Help Seeking Model (White, et al. 2006) suggests tihose with high internal medical
locus of control are less likely to seek help imsp@. Theoretically, it is possible that
people who have high internal medical locus of mamhight find the ability to gain
health information online appealing.

| find no significant associations between intemmaldical locus of control and the
help seeking comparison categories. The overaljiare for this model is low;
therefore, there is little association between wedocus of control and medical help
seeking. Higher attitudes towards medical sciameeassociated with higher odds of
going on line compared to doing nothing (OR=1.722imilarly, more positive attitudes

towards medical science are associated with ineckadds of having done both types of
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help seeking compared to doing nothing (OR=1.968)@mpared to only seeking face-
to-face medical help (OR=1.598).

| expected that as religiosity increased the addseeking in person medical help
would decrease and this is what | find. Each ameincrease in religiosity is associated
with 37% lower odds of only seeking medical helmpared to only going online.
Women with higher infertility stigma have lower adadf both seeing a doctor and going
online compared to those who did not do any heffkisg (OR= .582) and of doing both
types of help seeking compared to only go onlinR£®36). Unexpectedly, higher
infertility stigma is associated with decreasedsdfidoing both compared to only
seeking medical help (OR = .644).
Model Two

Model two includes the variables associated wipeeption of need for medical
help while controlling for predisposing factorss Aiscussed above, | am particularly
interested in how two predisposing variables, iifgr stigma and internal medical locus
of control, are related to type of help seekingml reporting the associations only for
predisposing variables in this model, althoughabsociations for all variables included
are available in Table 10. | will discuss the assions between help seeking category
and variables assessing need in the full theotetiodel (model three).

The overall model fit is significant (chi-squaret#7.01, df = 66, p< .001). The
improvement of fit between the models was alsoiagmt (chi-square = 425.19, df =
54, p< .001). The pseudRs in model two increased substantially and suggasisl am

explaining approximately 32 percent of the variance
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Similar to model one, | continue to find no asation between internal medical
locus of control and type of help seeking. Attis towards medical science are
associated with type of help seeking, and the exhddf need variables increases the
strength of these associations in model two. eagoh unit increase in religiosity, women
have higher odds of going online versus doing mgtfOR= 2.113), of both going online
and seeing a doctor than doing nothing (OR=2.&&&]},0f doing both compared to only
seeking medical help (OR=1.923).

After including need variables into the model,es@l new associations between
religiosity and type of help seeking emerge. tfthat higher religiosity scores decrease
the odds of women doing both types of help see&orgpared to doing none (OR=.613),
internet only (OR=.647), and only seeing a doc@R£.646). The association between
religiosity and only seeing a doctor compared tdelp seeking is no longer significant
in model two.

All of the initial associations between infertlistigma and type of help seeking
(both versus none, both versus internet only, aitl bersus medical only) are no longer
statistically significant in model two. Two nevgaificant relationships emerge with the
inclusion of need variables. | find that for eaxtit increase in infertility stigma women
are 26% lower odds of only seeing a doctor verstisloing any help seeking and have
44% lower odds of only seeing a doctor comparezhtyg going online. This indicates
that the associations were suppressed until the veaeables were included in the model.
Model Three

Model three contains measures for the full thecaetmodel (Table 11). A

primary goal of this chapter was to test whetheiabdes associated with The General
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Help Seeking Model (White, et al. 2006) that iscusepredict in person help seeking for
infertility are also useful for predicting whethafertile women go online for infertility
help, and in fact, these variables do matter fpetyf help seeking.

The goodness of fit test (chi-square= 922.35,1df4, p, .001) and model
refinement tests (chi-square= 515.33, df=78, p4)0&re both significant. The pseudo
R? also increased between model 2 and model 3. &ftdwding enabling factors, | now
explain approximately 56% of the variance. Duéhcomplexity of all of the
comparisons in Table 11, | will explain each set@iparison groups individually,
working down the model.

Internet, Medical, and Both Versus None

As attitudes towards medical science become masiiy®women have two
times greater odds (OR= 2.229) of going online wexoing no help seeking and almost
two times greater odds (OR= 1.818) of both goinlgnerand seeing a doctor compared
to doing nothing. Women are 28% less likely toagegin both types of help seeking
compared to do doing nothing for each increaseligiosity score.

Perception of a fertility problem is associatethvihe type of help seeking. As
expected, women who perceive a fertility problem raore likely to see a doctor (OR=
2.361) and to do both (OR= 3.383) compared to ngaging in any help seeking.
Fertility intentions are associated with type olphgeeking for each comparison. As
expected, higher intentions to have a baby arecaged with greater odds of going
online (OR=1.577), seeing a doctor (OR=1.327), laoith going online and seeking in
person help (OR=1.578) versus doing nothing. Wowlen indicate that they probably

would like to have a(nother) baby have lower oddgaing to a doctor (OR=.533) and
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doing both types of help seeking (OR=.434) versasginothing compared to women
the reference category of women who would defipiié&e to have a(nother) baby.

Relative to women who are subfecund with interdmen who have no intent and
women who have some other fertility barrier arengigantly lower odds of seeing a
doctor or both going online and seeing a doctorpmamed to women who do none of
these things. Interestingly, | find that women weel that their partners would probably
not like to have a(nother) baby are more likelyptdh go online and see a doctor versus
doing nothing when compared to the reference cayegfovomen who said that their
partner definitely wanted a(nother) baby (OR= 2)804

Unexpectedly | find that each unit increase inithportance of motherhood
decreases the odds of going online only (OR=.58d)amly seeking medical help (OR=
.574) compared to engaging in no help seekingeBoh additional year in age, women
are 9% less likely to go online and 4% less likelylo both types of help seeking
compared to doing nothing.

Women in a relationship have greater odds of sgekiedical help versus doing
nothing (OR= 2.238). | expected that people wdaddess likely to see help as parity
increased, this was only true for women who bothtvealine and sought in person help
compared to women who did nothing (OR=.776).

Relative to women who talk to their friends anchiig about their fertility
difficulties often, women who report that they distoccasionally have significantly

lower odds of seeking in person help (OR= .55@)aih going online and seeking help

® This finding was unexpected; therefore | preformed some supplementary analyses. Cross tabulations
reveal that approximately 30% of women who would definitely or probably like to have a(nother) child
have partners that probably do not want to have a(nother) baby. Potentially, these women who think
they might like to have children or desire more children are seeking help to gather information to present
to a reluctant partner.
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(OR=.418) versus not engaging in any help seebaiviors. Women who seldom talk
to others compared to the omitted category of odlen have lower odds of seeing a
doctor compared to doing nothing (OR= .449).

Interestingly, talking to individuals who have expaced a similar situation
occasionally (OR= 1.868) and never (OR=2.686) lgreater odds of seeking in-person
help versus doing nothing compared to the omitegdgory of women who talk to people
who have experience a similar situation oftencdntrast, women who had seldom
talked about their fertility problems with otherfiovhad experienced a similar situation
had significantly lower odds of going online onky@posed to doing nothing
(OR=.439).

Compared to women who were encouraged by theingarto seek medical help,
women who were discouraged, mixed, don’'t know, &wothen who were not asked had
significantly lower odds of seeking medical helpdoing both versus not engaging in
help seeking. Participants who did not know ifitipartners encouraged medical help
seeking had three and a half times greater odds @%38) of going online versus doing
nothing compared women who had partners that eagedrthem to seek medical help.
Women who were not asked about whether a partreeueaged treatment had lower
odds of only going online opposed to doing nothielgtive to the reference category
encouraged.

Women who were not asked about their family arehfts encouragement of
medical help seeking had lower odds of going on{dB= .164), going to a doctor
(OR=.174), or doing both (OR=.230) versus doindhimaj relative to women who were

in the omitted category of people who were strorgglgouraged to seek medical help by
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family and friends. Participants who indicatedt ey were encouraged (OR= .405) or
mixed (OR=.319) were less likely to see a doctwsus no help seeking compared to
women who were strongly encouraged by family arehits.

| expected women who had higher incomes and edoehiattainment would be
more likely to see help. This is true for womenovwdmly go online and both go online
and seek medical help compared to those who dongptWomen who were not asked if
their doctor cares (in other words, women who hadactor) for them had lower odds of
going online, seeing a doctor, or doing both vedniag no help seeking compared to
the omitted category of doctor really cares for me.

Medical Only and Both Versus Internet Only

Each unit increase in religiosity is associatedhwoeiver odds of women only
seeking medical help compared to only going on{iDB= .489). Previous literature
suggests that the internet might be a particukgplyealing source of health information
for people with stigmatized conditions. As | exigek | find that for each increase in
infertility stigma women are 38% less likely to pislee a doctor and 34% less likely to
both see a doctor and go online compared to wonienomly use the internet.

Perception of a fertility problem predicts helglkieg. Women who perceive that
there is a problem with their ability to get preghare significantly more likely to seek in
person help (OR= 1.856) and both go online anchsector (OR= 2.659) compared to
women who do nothing. Compared to women who repetttheir partner would
definitely like to have a(nother) baby, women whg that their partners probably want
a(nother) child (OR=.475) and definitely do notniva baby (OR= .382) are less likely

to both go online and seek medical help versus wonte only go online.
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Women who are subfecund without intent have lowggts of only going to a
doctor (OR=.345) and of doing both types of hapking (OR=.225) versus only going
online compared to the omitted category of subfdauith intent. Similarly, relative to
subfecund women with intent, women with other figytbarriers are less likely to only
see a doctor (OR=.439) versus only go online.

As women age they have higher odds (OR= 1.125geking medical help than
only going online. Compared to women who say thitgn talked to others about their
fertility difficulties, women who occasionally ditiis were less likely to see a doctor
(OR=.373) and less likely to both see a doctorgmadnline (OR=.279) versus only go
online. Interestingly, women who reported talkiogpthers who had experienced similar
situations occasionally (OR= 4.561), seldom (OR5¥8), and never (OR= 2.676) had
significantly greater odds of seeing a doctor irspa versus only going online compared
to those who said they talked to people who hadaiproblems often. This finding is
counterintuitive. It is possible that talking tondar others often increases treatment
anxiety and makes people more hesitant to see&rsop help.

A partner’s encouragement of medical help seekredipted the type of help
women sought. Compared to women who said theinper encouraged them to seek
help, women who were discouraged, or said it wasedjior do not know about their
partner’s encouragement all had lower odds ofiegeakedical help or both seeking
medical help or going online than only using theetinet. Similarly, relative to women
who were strongly encouraged to seek medical hefpdnds and family, women who

indicate that it was mixed are 62% less likely ¢totg a doctor versus going online.
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Some interesting associations for variables meaguesources emerged as well.
Contrary to what | expected, as income and edutat@ttainment increase, the odds of
going to seek medical help compared to only gomigne decrease. Private health
insurance is associated with differentiating betwseeking some type of medical help
(in person only or both) compared to only goingmmal Women with private health
insurance have higher odds of seeing a doctor (22B39) and doing both types of help
seeking (OR= 2.558) compared to women who onlyrgme. Infertile women who
have a regular doctor have higher odds of doing bgtes of help seeking than only
going online (OR= 2461).

Both Online and Medical Help Seeking Versus Faegaoe Medical Help Seeking Only

In the final comparison in Table 11 | explore thikedences between the two
groups that sought in-person help. Each unit ssxen attitudes towards medical
science increases the odds of both going onlinesaaking medical help compared to
only seeing a doctor (OR= 1.668). Religiosityssaciated with lower odds of doing
both types of help seeking versus only seeking oa¢tielp (OR=.765). | expected
women who have greater infertility stigma to be enlikkely to go online than to seek
face-to-face medical care. This comparison of wombo only saw a doctor in person
and who both went online and saw a doctor is pa#ity interesting because both
groups of women have sought medical help at sorm. pbstill find an association with
the internet; as infertility stigma increases worhame higher odds of having both gone
online and sought medical help compared to onlinges doctor.

| find no association between perception of alfigrproblem or fertility

intentions and type of help seeking, though respoteddesire for a baby is associated
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with type of help seeking. Compared to women wéiingtely would like to have
a(nother) baby, women who probably do not want ta@r child (OR= .499) and
definitely do not wish to have a baby (OR= .434ehbpwer odds of doing both types of
help seeking versus only going to a doctor. | s@prised to find that women who say
that their partners probably do not want a(nothab)y are more likely than women
whose partners want a child to both go online a®k snedical help versus only seeing a
doctor.

For each additional year older a woman is, sifé&adess likely to both go online
and see a doctor compared to only seeking medatpl This finding is interesting
because on one hand, | would expect that the alderen get, the more activities that
they would engage in to seek help for infertiligchuse fertility is limited by time. On
the other hand, research on the internet demoesttiaat internet use for medical
information is related to age, and younger peomen@ore likely to do this than those
who are older (Fox 2010). This finding suggesé thhen considering online help
seeking, age might be an important factor thakediffitiates the type of help sought.

Women who are in a relationship are 60% less likelgo both types of help
seeking versus only seeing a doctor. | was swaptis find that each additional child a
woman has decreases the odds of women both golimg @md seeking medical help
compared to only seeing a doctor (OR=.801). ketgd that having more children
would lower the odds of help seeking generallym@ared to women who say that they
talk to others who have gone through similar situret often, women who indicated that
they did this seldom (OR=.496) or never (OR= .4%4)e significantly lower odds of

engaging in both types of help seeking comparexhty going to a doctor.
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Relative to women with family and friends thabsigly encouraged them to see
medical help, women who were encouraged (OR= 1.8@8)indicated that it was mixed
(OR= 2.589) were more likely to both go online @eek in person help versus only go to
a doctor. Each unit increase in income (OR= 1.H3@) educational attainment (OR=
1.237) was associated with greater odds of goilige@and seeing a doctor compared to
only seeking in person help.

In summary, | find that predisposing, need, anabéing conditions that have
been used in the General Help Seeking Model toigredhether people seek in-person
help for infertility are useful for determining wiher people do nothing, only go online,
only see a doctor, and both go online and seeleisgm help. Contrary to my
expectations, | find no association between intemedical locus of control and type of
help seeking. | do however, find that infertilityggna is associated with infertility help
seeking as | expected. The results of this arabsygest that as infertility stigma
increases, the odds of doing some type of medalal $eeking (medical only or both
going online and seeing a doctor) compared to gailgg online decrease. Particularly
interesting is the finding that each unit incregsmfertility stigma increases the odds of
doing both types of help seeking compared to onlpgonline.

| expected that my variables that measure ressinceome, education, health
insurance) would differentiate those who did soype tof medical help seeking (medical
only or both) from those who either did no helpkseg or only went online. The
analyses suggest a different story. The resudtsgmted in this chapter seem to imply

that income and education differentiate people dtngome type of online help seeking
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(online only or both online and medical) from peoplho do nothing, or only see a
doctor. In contrast, health insurance is assatmith doing medical help seeking.

In the next chapter, | explore whether perceiverat support is associated with
these four types of help seeking. In additiomst wwvhether the types of activities that

people do online impact their perceived support.
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Chapter Six: Social Support and Type of Help Sought

Previous research suggests that going online faltthanformation and support
should be helpful for coping with illness (Hintd€urinczuk, and Ziebland 2010; Malik
and Coulson 2008; van Uden-Kraan, et al. 2008) pendaps particularly useful for
those who have a stigmatized condition (Berger, Méagand Baker 2005). Epstein, et
al. (2002), however, find that women who only gdirnto talk about infertility
compared to women who both go online and discusstility in person perceive less
social support and report more psychological déstreTherefore it is unclear if using the
internet in response to infertility should increaselecrease perceived social support. It
is also not clear if only using the internet and seeking in-person medical help is
different from using the internet in addition tekag medical care. Therefore | explore
if the type of help seeking (internet or in-persmassociated with perceived social
support. In model one | regress social suppogredisposing, need, and enabling
variables. In model two | add the indicators qfeyof help seeking to explore whether or
not type of help seeking mediates the relationbkigveen infertility stigma, talking to
someone who has gone through a similar experiemceknowing someone who has had
treatment and social support. Because | was péatlg interested in the possible
benefits of the internet for people who perceiveritility as stigmatizing, | include a set
of interaction terms for infertility stigma and g/pf help seeking.

Next, | run a separate OLS regression to invesgtigdiether or not particular
types of online activities (i.e. looking for aresl about fertility, evaluating a doctor or
clinic, or using an online support group) are d#éf&ially associated with perceived

social support. The gquestions about the typestofities that people engage in online
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were only asked of women who indicated that thed/d@ne online for infertility within
the last three years. Therefore the sample dexzs¢a291 women. | also include an
indicator of also seeking medical help in persoaddition to going online. In addition,
this model controls for predisposing, need, andkmg variables from The General Help
Seeking Model.

Table 12 presents the results of the associagbmnden type of help seeking in
response to infertility and social support. Modeé of Table 12 includes the
predisposing, need, and enabling variables fromGéeeral Help Seeking Model.
Before assessing the focal question about typelpf $eeking and social support, | first
investigate how the theoretically implied variabdées associated with social support.
These variables are important in this model begaassthe descriptive table showed,
women in the four help seeking type categorieedidh many variables, but they do not
differ on average social support. Therefore if tgpdelp seeking is associated with
social support in this multiple regression analysvgill be because the association was
suppressed until the additional variables are geduin the analysis.

Several variables in The General Help Seeking Madehssociated with social
support. Internal medical locus of control (B €80 and religiosity (B = .070) are both
significantly, positively related to social suppoitherefore higher internal medical locus
of control and higher religiosity are associatethvimigher perceived social support.
Women who perceived that they had a fertility peoblhad lower perceived social
support than women who did not perceive a probBm {.073). Compared to women

who strongly agreed that it was important to tipairtner that they have children, women
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who just agreed that this was important to thertrea reported lower levels of social
support (B = -.068).

| was surprised that higher parity is associatéd lwwer social support
(B =-.084). Because this finding was unexpeckéarther explored the association to
assess non-linearity. The association, howevdéingar and negative. Women who
indicate that they occasionally talk to others dlibair fertility problems also perceive
more social support than women who say they dodtftes (B = .066). Women who
seldom (B =-.119) and never (B = -.136) talk tmsone who has gone through a similar
situation report less social support than women indaate that they often talk to
similar others. As expected, women who say thait fiends and family discouraged
treatment seeking have lower social support thamevowhose friends and family
strongly encouraged medical help seeking (B = J.071

Higher income and education are both associatddhgher social support.
Doctors can be an important source of support famen experiencing infertility. Prior
research suggests that women who are most satgiiedheir treatments had supportive
and individualized experiences (Malin, et al. 2000y results are consistent with this. |
find that women who indicate that their doctor caadittle (B = -.065) or that their
doctor does not seem to care very much (B = -.086) have lower social support
compared to women who say that their doctor catesabout how they are doing.
Racial and ethnic minority women report lower levet social support than white
women (B =-132). Contrary to my expectationseitifity stigma is not associated with

lower perceived social support for women who meetrhedical criteria for infertility.
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Additionally, knowing someone who has pursued tneait for infertility is not
associated with social support.

In model two | add the focal variable indicatoggé of help seeking. In addition
to assessing the association between type of kelgrgy and social support adjusted for
the variables in The General Help Seeking Modeljragithe indicators for type of help
seeking after the measures of the concepts inghergl help seeking model provides a
way to assess mediation. If the coefficients ofghexlisposing, need, and enabling
indicators included in the General Help Seeking Matkcrease after adding the types of
help seeking, this suggests that type of help sgekiediates associations these
associations.

| do not find that type of help seeking is ass@dawith social support. The
indicator variables have small and non-significasgociations with social support, and
the change in R-square is non-signifi¢arithe main effects were not significant.
Therefore, | did not run my proposed interactiohmfertility stigma by type of help
seeking.

In Table 13 | show the results of the relationshipsveen social support and the
actual activities for women who went online in thst three years. Recall, my sample
size decreases because this analysis only include®n who have gone online in the
prior three years. | find no association betweentyipes of things that people do online

and their perceived social support

’ In additional analyses that are not show | changed the omitted category for the type of help seeking to

test all potential comparisons. | did not find any significant associations with social support.

8 . . . . . .
The sample is small, and | include many variables in the model. | ran supplementary analyses with just

type of help seeking and online activities as independent variables and found no significant association

with social support.
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Overall, my analyses suggest that social supp@s$ dot vary by type of help
seeking. Furthermore, | find no associations betwée types of activities that people
do and their perceived social support. In the aextfinal chapter | discuss the results in
relation to The General Help Seeking Model for @ngmn medical help seeking, and
situate these findings relative to other researcthe relevance of the interment for
medical help seeking for chronic health conditionwhich medical treatment is

optional.



92

Chapter Seven: Discussion and Conclusions

Individuals in the U.S. and across the globe acesasingly going online to find
out more information about conditions that imp&etit health. Infertility is one of these
conditions that people have utilized the Interodetarn more and seek support for
themselves. Existing research on using the intéanenfertility related purposes has
relied on sampling strategies that draw participdr@m clinic populations, those already
online, or individuals who are doing both of thés@gs. This limits our understandings
of women who meet medical definitions of inferfillbut have not sought help, and who
may not self-identify as infertile.

The current investigation overcomes many of thesgdtions. Using the NSFB,
a random, nationally representative sample of wobetween 25 and 45 years of age |
am able to compare four groups of infertile woméhr Women who have not done any
help seeking activities, (2) women who have onlgeggonline, (3) women who have only
sought in-person help, and (4) women who both wahhe and saw a doctor.

In the first part of this study | focus on explaiwhether indicators that have
been associated with in-person medical help seeli@@lso related to using the internet
for seeking help. | find support for many of thencepts in the general help seeking
model for medical only, internet only, and mediglais internet help seeking.

Tests of The General Help Seeking Model (Whitele2006) find that women
who have high internal medical locus of control less likely to seek in-person help. To
my knowledge, no research studies to date havetigated the relationship between
internal medical locus of control and internet hadeking. Internal medical locus of

control measures an individual's perception of oardf their own health (Kiviruusu,
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Huurre, and Aro 2007; Mirowsky and Ross 1990). @reater autonomy of internet help
seeking should be more appealing to those with imgnnal locus of control. Contrary
to this expectation, | do not find an associatietw®en internal medical locus of control
and type of help seeking at the bivariate or thétiwvauwiate level. The first wave of
NSFB data utilized was collected between 2004 & 2 Internet access and the
number of people going online for health informatias increased substantially over
this time period (Fox 2010), therefore, this paedrdssociation warrants further
investigation.

A common theme in the infertility research is ttiag inability to have a child
results in a stigmatized identity (Inhorn 2002; idarg, et al. 2007). Scholars studying
online health behaviors find that people with stgired health conditions prefer the
anonymity of the internet for gaining informatiddefger, Wagner, and Baker 2005;
Kahlor and Mackert 2008; Powell, Darvell, and G2&03). | expected to find that
women with higher infertility stigma would be mdiikely to go online for information
than to meet with a medical professional face ¢te faThe results support this
expectation. Relative to women who only go on,lgech unit increase in infertility
stigma is associated with a 38 percent lower pritibabf going online and 34 percent
lower probability of seeking in person help. Eautrease in the perception of infertility
stigma increases the odds of both going onlinesaethg a doctor relative to only seeing
a doctor by about 1.5 times. | am unable to dategroausal ordering with these cross
sectional data. It is possible, however, that womvéh high stigma who do both types
of help seeking started by going online first ament later sought help because the

information they found increased the perceptiothefneed for help enough to overcome
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their infertility stigma. Prior research finds tivelhen symptoms start interfering with
daily life, or are perceived as severe, peoplevaee likely to seek help (Facione and
Dodd 1995; Shaw, et al. 2001).

| expected that more positive attitudes towardsioa¢dcience would be
associated with higher likelihood of seeking meldinedp. Instead, | find that each unit
increase in attitudes towards medical science asa®the odds of doing some type of
internet help seeking. For each increase in de#guoward medical science women are
more likely to go online and to have both gonermmknd sought medical help relative to
those who did no help seeking. Similarly, moreifpgs attitudes towards medical
science are associated with over 1.5 times gredtds of doing both types of help
seeking compared to doing medical help seeking. oRlythermore, for each unit
increase in attitudes towards medical science waanemalf as likely to only seek a
doctor relative to only going online. These resskkem to suggest that women who have
more positive attitudes towards medical science atdyally have a more positive
attitude towards or are more comfortable with tetbgy use in general. Alternatively,
my inability to determine causal ordering doesallmw me to rule out that it is actually
going online and learning more about infertilitydguotential treatments that increases
positive attitudes towards medical science. Thsomething to explore in future
research with the wave two data.

Consistent with the General Help Seeking Modelcg@emg a fertility problem
appears to encourage people to seek medical bk results suggest that women who
perceive a fertility problem are more likely to bloth types of medical help seeking than

do nothing or to only go online. | find no asséicas between perception of a fertility
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problem and the likelihood of going online only sxes doing nothing. This is interesting
because theoretically information about pregnamcyiafertility could help women self-
identify as having a fertility problem. Insteadese results suggest that it is people who
have already identified as having a problem wh& $edp. | cannot definitively draw

this conclusion with this cross sectional data.

Each unit increase in strength of fertility intemts is associated with higher odds
of doing some type of help seeking (internet omgdical only, both) compared to no
help seeking. The General Help Seeking Model waskexpected in terms of predicting
who does any help seeking versus no help seeking.

Consistent with the General Help Seeking Mode§tiet to women who are
subfecund with intent, women who are subfecund withntent and women with fertility
barriers have lower odds of seeking medical hellpadin going online and seeking
medical help than doing nothing. Similarly, theuks suggest that women who are
subfecund without intent have lower odds of onlgkseg medical help or engaging in
both types of help seeking relative to women whly go online compared to the omitted
category of women who are subfecund with intent.

An unexpected finding was that compared to womea inticate that their
partner would definitely like to have a(nother) palwvomen who indicate that their
partners would probably not like to have a(notlebild have 2.5 times greater odds to do
both types of help seeking than do nothing and laéwest 2.5 times greater odds of
doing both versus medical only help seeking. fdssible that women who report that
their partners probably do not want to have a abilchore children may utilize multiple

resources to help change their partners’ mindstatening children. Infertility is
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something that is not just experienced as an iddadi but also (typically) as a couple
(Greill, Leitko, and Porter 1988; Johnson and Johr28®9). Further research on the
types of infertility help seeking when couples ifgytintentions are incongruent is
warranted. It would also be beneficial to havelitgtave data on couples that meet the
medical definition for infertility but do not seekedical help. Griel and McQuillan
(2010) find that these might be the couples whd'@kay either way”, so they may have
lower or neutral fertility intentions.

| expected that higher importance of motherhoodld/oesult in women being
more involved in help seeking. Contrary to thipeostation, | find that each unit increase
in importance of motherhood decreases the oddswvibvaien will only go online or only
seek medical help relative to women who do nothiBgnting and Boivin (2007) discuss
a group of “delayers” or women who delay or aveahtment for fear of being labeled
infertile. Similar processes could be at work héteose women who have a high
importance of motherhood avoid engaging in helisgeactivities that might confirm
that they have a fertility problem.

Previous research has found that age can be antampbfe course cue for
seeking medical help (White, et al. 2006). As warage their fertility declines which
may impress a sense of urgency that would encoumagical help seeking. | find for
each additional year women are more likely to saeKical help than do nothing. In
contrast, | find that each year lowers the oddsndy going online or both going online
and seeking in person help relative to women whaathing. | also find that for each
additional year, women are about 7% less likelgtddoth types of help seeking

compared to only seeing a doctor. These findihgsseem somewhat contradictory are
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likely explained by comfort levels in using theamet. Fox and Jones (2009) find that
using the internet for health information is mastnenon people who are between the
ages of 18 and 29 and the likelihood of going antiecreases as individuals’ age.

Women in a relationship are more likely to seek iwedchelp than do nothing. In
contrast, women with partners have lower odds ¢ going online and seeking medical
help relative to women who only see a doctor. €Haglings highlight the need to study
infertility at the level of the couple (Greil, Lkd, and Porter 1988; Johnson and Johnson,
2009). Itis possible that women with partnerslass likely to go online (a solitary help
seeking activity) in addition to seeing a doctocdugse they view infertility activities as
something that should be done as a couple. @rpitssible that these are women who
have partners that go online to gather informattorthe couple. Research does suggest
that men do go online for infertility informatiothough their use of the internet does not
appear to be as extensive as women'’s informatiekirsg (Weissman, et al. 2001). An
alternative possibility is that women in relatiompshare likely to take their partners with
them to appointments. Research suggests thatfthreniation needs of women seeking
medical help may be particularly high (Chiba, etl&l97; Oddens, den Tonkelaar, and
Nieuwenhuyse 1999). To the extent that this igtergperson to ask questions and
record information, women in couples may have lowtarmation needs than their
counterparts who are single.

For each additional live birth, women are lessljike both go online and seek in
person help relative to doing nothing and comp#éoezhly seeing a doctor. It is possible

that the people who are doing both help seekingiaes are those who are really
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worried about having a child (or more children)s parity increases, you may be less
concerned over your fertility difficulties.

When looking at whether or not a partner encouragstment a general pattern
emerges in which women who were not encouragedddraged, mixed, don’t know
partner’s feelings) had lower odds of seeking maddhelp or doing both types of help
seeking relative to doing nothing. It makes sehaewomen who are not receiving
positive messages about going to a doctor wouldd=elikely to actually seek medical
help. A similar, though less distinctive pattemezges for women who occasionally or
seldom talked to others about their fertility peils compared to those who did this
often.

As | expected, women who have private insurancenane likely to see a doctor
or both see a doctor and go online compared to wosi® just go online. Private health
insurance along with educational attainment andrme are all measures of resources,
and | expected them all to work in a similar mann@ontrary to this expectation, | found
that for each increase in income and educatiotahatent women have greater odds of
going online or both going to a doctor and goingrenthan doing nothing. Similarly,
increases in these two variables are associatédgneater odds of doing both types of
help seeking relative to those who only seek métiielp. Finally, each increase in
education and income levels is associated withedsed odds of only going to a doctor
compared to only going online. That women arealtunore likely to do some type of
internet help seeking as income and educationaseemay be indicative of mastery of
technology use and using one’s education to uraleighe health information that is

available online.
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Overall, the results presented in this dissertagigggest that the General Help
Seeking Model might need some added dimensionsderatand seeking help online. In
particular, attitudes towards medical sciencenstigage, income, and education seem to
differentiate those who go online from those tlesgtksmedical help. These differences
are consistent with findings on going online foalie information generally. National
surveys of American’s use of the internet for Healformation indicate that women,
younger individuals, and those who have highernme® and educational attainments are
more likely to go online for health information ¢Fand Jones 2009). As | mentioned
above, | believe that the associations betweetud¢s towards medical science need
further investigation with longitudinal data. Atet present time it is unclear whether this
association is a result of more positive attituegards technology generally or if it is
that going online and finding more information abtveatments results in more positive
attitudes towards medical science.

Models examining factors associated with onlinglseleking would also benefit
from an inclusion of access variables. A limitatadfrthe current investigation is that |
have no measure of where people have access ittte¢heet (i.e. home, office, public
library, etc) and what type of connection that thaye. Prior research suggests that an
important factor in who goes online for health imi@tion is where people have access,
and what type of connections they have (Fox aneésl@009).

In the present investigation, age is entered imonodels as a continuous
variable. Age was a key factor in differentiatiugmen who went online from those
who did not use the internet. Because age is ededavith going online, it might be

useful to examine this association in more depthrbgting categories of age groups so
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that differences between type of help sought amctatggorycould be explored. These
measures could also capture different cohorts eh&owho have more or less exposure
to and experience with the internet. The challemgle this strategy will be determining
what the specific cohorts should be.

In this study, | do not differentiate between womeéro just talk to a doctor about
infertility and women who actually go on to seekatiment. In the future, research
should further specify the types of help seekiAg.mentioned above, studies of women
seeking treatment find that their information neadsquite high (Chiba, et al. 1997;
Oddens, den Tonkelaar, and Nieuwenhuyse 199@pult be that the women who are
engaging in both types of help seeking are realywtomen who souglteatmentand
went online.

An important direction for future research will t.eeexamine how women move
through the types of help seeking and what factdferentiate the different paths
women can take (i.e. what factors are associatdtdwomen moving from doing nothing
to internet only, medical only, or both; what pigmbsing, need, and enabling indicators
are associated with moving from only going onlioelbing both online and medical help
seeking). This is something that | plan to expleith the second wave of the NSFB.

In the second part of this study | turn my attemtio the relationship between
social support and types of help seeking. In st et of models, | explored the
relationship between type of help sought and satipport. | expected infertile women
who know someone who has sought treatment and paiedo other people who had
gone through similar experiences to have higheiakeupport. Previous research

suggests that the appeal of online informationsamgport is that people can find
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“experienced based” information (Porter and Bh&iaga 2008) or information from
“someone like me” (Fox and Jones 2009). Conversafgrtility is viewed as a
stigmatized condition, and because of this, womay avoid talking about this with
network members resulting in less social supp¥@rith this in mind, | explored whether
the type of help seeking acts as a mediator betweeial support and these three
variables (talking to similar others, know somewri® has had treatment, and infertility
stigma).

| find no evidence that type of help seeking mestidhe relationship between
social support and any of my predisposing, need emabling indicators. Even after
testing for mediation | do find a direct relationsbetween having talked to someone
who experienced a similar situation and social supp/Nomen who say that they
seldom or never talk to similar others have lowsma support than women in the
reference category of individuals who report thatyttalk to similar others often.

| find a positive relationship between internal neadllocus of control and social
support; women with higher internal medical locfisantrol have more social support.
This was an unexpected finding. It is possible th& internal locus of control helps
women seek out social support to help cope wittsstul health situations such as
infertility. Another unexpected finding was that @arity increased, social support
decreased. It is possible that as the numberilofreh increases, women have less time
to spend interacting with their social network memsowhich reduces their perceptions
of social support.

As | expected, | find significant, positive assdicias between religiosity,

educational attainment, and income and social stipptacial and ethnic minority
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women report less social support than white wonmEnincome and educational
attainment increase, perceived social supportiatseases.

Doctors and other health care professionals ha@gtitential to be important
sources of support for women experiencing infeytiliPrevious research suggests that
the women who are most satisfied with treatmerggtarse that had supportive and
individualized experiences (Malin, et al. 2001). nmy study, | find that women who
reported that their doctor cares a little or doatscare very much had significantly lower
levels of social support than women who indicatd they feel as though their physician
really cares about how they are doing. ThougHdbetor’ that women are asked about
may not be a fertility specialist, these resultsdggest that it is important to explore the
doctor-patient interactions of infertile women.isl{possible that negative treatment
experiences may reduce perceptions of social stippor

In my second set of models related to social sudpxplore if the types of
activities that people engage in online are relédexbcial support levels. This model
focuses on just those women who have gone onlinkeefalth information and did this
online help seeking in the previous three yeatse dverall patterns of associations are
similar to the social support models described abdvind no association between the
type of internet activity and social support.

The findings presented here suggest that neitleetytie of help seeking that
people engage in (none, internet only, medical,amyoth) nor the types of activities
that people actually do online (information abogpacific treatment, articles about
getting pregnant, email communication with doctohealth professional, evaluating a

doctor or clinic, and using an online social supjgooup) have any association with
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perceptions of social support. The sample fomtloelels examining relationships
between type of internet activities and social sup[s unique because is represents a
random sample of the population, but it is alsdyfamall. One advantage of this sample
is the recent time frame (the last three yearsjdporting online activities.

This relationship between internet help seekingiafatmation gathering
requires further exploration. The lack of a stat#ly significant association in the
present study may be a result of data limitatiddata for the NSFB was collected over a
three year period from 2004 to 2007. The inteuseige questions were asked of women
who had gone online in the past three years, whatantially could have women
reporting about internet usage that was occurringaaly as 2001. Growth in internet
access in the U.S. changed quite dramatically duhis time frame. For example, while
just 46% of Americans had internet access in tlae 600, by 2008, 74% of people had
access (Fox and Jones 2009). Moreover, reseaggests that during this time going
online for health information became more likelg.2000, just one-quarter of
Americans had gone online for health informati@y. 2008, this proportion of the U.S.
population using the internet for health informatltad increased to 61% (Fox and Jones
20009).

The type of internet access one has matters as Wekr this same period the use
of broadband internet access, which is associatidoging more likely to go online for
heath information also increased (Smith 2010). ehalogether, recent research on using
the internet for health information suggests th&gmet access has increased, people are
becoming more likely to seek health informationiog&| and faster access, which

facilities going online for health information, hbscome more widespread. The fast
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pace of change in internet access suggests thatmn@oid data collection (not three years
for wave 1) may be necessary to more accurategsasglationships between social
support and types of help seeking presented here.

| also have concerns about the measures of intaotietties. First, most of the
activities are related to information seeking rathen support seeking. The wording of
the question about online support groups is diffefl@m the wording of other items
because respondents were asked if they hadpavecipatedin an online support group
not if theysoughtan online group. It is common for Americans wottline access to go
online for health information; additionally, 41% thiose who go on line have read
someone else’'s commentary about a health exper@neebsites or blogs (Fox and
Jones 2009). Just 6% of internet users have &ctirahted their own health information
and shared it online (Fox and Jones 2009). lig@pants do not include viewing content
of personal accounts of infertility as “participagl’ in a support group, and interpret
“participating” instead as the actual act of pagtio a support group website, the data
may be underestimating the number of people whaetreally going online and
engaging in activities that might be related tacpptions of social support.

There are a few additional limitations that aréeemmrthy. The data for the
current investigation are cross-sectional and tbezd cannot make definitive
conclusions about temporal ordering. This is di@aar issue for my analyses involving
social support. Ideally, | would have a measursaafal support before women engaged
in any type of help seeking, and then a follow ugasure so that | could measure how
type of help seeking is actually influencing sosapport. The second wave of the

NSFB will be available soon and will make explorthgs question more feasible.
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Some of the key concepts included in my analysse weasured at the time of
interview while others asked women to reflect becihe time of infertility episode.
Therefore some items, for example no desire fdrila,cappear odd in an analysis of
women who qualify for infertility. For the analydisollapsed the race/ethnicity variable
into a dummy of white versus non-white respondehtid this to accommodate small
numbers of cases in particular cells, | am limitedhy ability to fully explore how types
of help seeking and social support differ by raarad ethnic groups.

The data set does not contain measures of whgpenmdents have internet access,
the type of connection speed, and whether or regt tlave mobile access to the internet.
As | mentioned above, the internet and how weagtiinternet technology is rapidly
changing, and these changes are likely to influéroee involved people are with the
internet. For example, people who have home coenpubroadband connections, and
mobile internet access are all more likely to dee&ith information (Fox and Jones 2009;
Fox 2010).

The current investigations raise some directionditure research. First, as |
mentioned previously, | plan to revisit the quessian this dissertation with the second
wave of data from the NSFB. | will be able to disengle some of the causal ordering
that was not clear in the current investigationr &ample, access to the second wave of
data will give me a baseline level of social supfparwomen who did not do any help
seeking. | can then investigate how this percesatal support changes with the type of
help seeking that women do.

Second, the findings related to social supporgesgthat infertile women'’s

perceptions of health care providers are assocwittdsocial support. Future research
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should investigate this issue to determine howatsdthrough behaviors, characteristics,
and types of information) help women feel suppodedng the stressful experience of
seeking medical help for infertility.

Third, recent research on the use of internehéalth information finds that it is
fairly common to go online to research a healthdtoon for someone else. For
example, Fox and Jones (2009) find that just oedfrdf all health inquiries online are
done on someone else’s behalf. Therefore it wbaldseful to learn more about men’s
online activities related to infertility. Weissmaet al. (2000) found that in 14% of
couples, both members went online for infertilapd in another 10% of couples, only
the male partners went online. It is possible simae of the women in my study are not
going online themselves, but may have partnersdbatmportantly, if partners share
what they found online, then their partners areljiko benefit without actually engaging
in the help seeking behavior.

Fourth, future research should investigate whaiassupport really means to
infertile women. The scale included in these asedyasks general questions about social
support such as do you have someone available¢oygu advice in a crisis. In the
context of infertility, a condition which is stigriized and often kept a secret (Inhorn
2002, Miall 1986, Wirtberg, et al. 2007), these swras of social support might not be
accurately capturing women’s true experiences. li@atige research could be used to
determine the types of interactions that make wofeehunderstood, accepted,
comforted, and emotionally supported. This typeestarch would also likely highlight

the interactions that are perceived to be unsumgoand distressing.
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Using the internet for infertility information arsdipport will continue to be an
important area of research. At the present tiriép df cell phone owners have used a
cellular telephone to look up health information¢ganoreover, 9% have used
applications to track and/or manage health (FOX020As access continues to become
more widespread the prevalence of people engagingline behaviors is likely to
continue to increase. Yet there still may be theke do not have access — and it is
likely to be those who have the greatest need \{@@gien who are minority or low SES)

Finally, the explosion in the use of social netwogksites is an exciting new
potential area in which to study how people aragisine internet for health information.
A search for “infertility” on facebook reveals astaunding variety of ways to interact
with people who are experiencing infertility fromrinal organization pages (i.e.
RESOLVE: The National Infertility Association), [gport groups, blogs, and common
interest groups. In light of the increasing popityeof internet health searches and the
vast array of sources and types of informationlatséa, it is critical that we understand
what causes people to go online and how this irdtion is actually affecting the
individuals reading it.

As growth in internet access and using the intefiorebealth information
continues to increase it is critical for socialestists to explore the implications of these
help seeking behaviors. This dissertation extendsinderstanding of help seeking for
infertility, a chronic health condition that is @gtal to treat. Using data from the NSFB |
examined the utility of the General Help Seekingdéldor explaining two new types of
infertility help seeking, only going online for igfility information and both going

online and seeking medical help. The results ssigat five variables in particular
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differentiate those who go online from those whanda attitudes towards medical
science, infertility stigma, age, income, and etioca In addition, | find no associations
between the type of help sought and infertile woperceived social support. Future
research must continue to explore how infertile warare utilizing the internet in
relation to fertility problems, and what implicat®these activities have on personal

identities, help seeking, and doctor patient irdgoas.



109

References

Abe-Kim, Jennifer, Fang Gong, and David Takeuc@04 “Religiosity, Spirituality, and
Help-Seeking Among Filipino Americans: Religioue@y or Mental Health
Professionals.Journal of Community Psycholo@:675-89.

Andersen, Ronald M. 1995. “Revisiting the Behaviddadel and Access to Medical
Care: Does it MatterJournal of Health and Social Behavig6:1-10.

Andersen, Ronald M. 1968 Behavioral Theory of Families’ Use of Health Segs.
Chicago: University of Chicago, Center for Heatiministration Studies.
Englewood Cliffs, NJ: Prentice Hall.

Angard, Nancy T. 2000. “Seeking Coverage for Inlfgyt Insurers Should Offer
Reasonable Services to Help Couples Achieve a Bnegtt AWHONN Lifelines
4:22-4.

Ayers, Stephanie L. and Jennie J. Kronenfeld. 200ftonic Illiness and Health-Seeking
Information on the Internet.Health11:327-47.

Bane, Cynthia M.H., Christopher M.B. Haymaker, dedsica Zinchuk. 2005. “Social
Support as a Moderator of the Big-Fish-in-a-Litdlend Effect in Online Self-
Help Support Groups.Journal of Applied Biobehavioral Researth:239-61.

Barney, Lisa J., Kathleen M. Griffiths, AnthonyJarm, and Helen Christensen. 2006.
“Stigma about Depression and Its Impact on HelpkBgelntentions.”

Australian and New Zealand Journal of Psychia#§;51-4.
Berger, David M. 1980.“Couples’ Reactions to Maléettility and Donor Insemination.”

American Journal of Psychiaty37:1047-9.



110

Berger, Magdalena, Todd H.Wagner, and LaurenceakeB 2005. “Internet Use and
Stigmatized lliness.Social Science and Medicigé:1821-7.

Berkman, Lisa F. 1984. “Assessing the Physical tHdatfects of Social Networks and
Social Support.Annual Review of Public Heal#$1413-32.

Beutel, M., Kupfer, J., Kirchmeyer, PIl, Kehde, Kohn, F.M., Schroeder-Printzen, 1.,
Gips, H., Herrero, H.J.G., and Weidner, W. 199%reatment-Related Stresses
and Depression in Couples Undergoing Assisted Rieatove Treatment by IVF
or ICSI.” Andrologia31:27-35.

Birditt, Kira and Toni C. Antonucci. 2008. “Life Staining Irritations? Relationship
Quality and Mortality in the Context of Chronicriélss.”Social Science and
Medicine67:1291-9.

Bish, Alison, Amanda Ramirez, Caroline Burgess, lstyda Hunter. 2005.
“Understanding Why Women Delay in Seeking HelpBoeast Cancer
Symptoms.” Journal of Psychosomatic Reseaf$1321-6.

Bitler, Marianne and Lucie Schmidt. 2006. “Healtlsjparities and Infertility: Impacts
of State-Level Insurance Mandates:ertility and Sterility85:858-65.

Brodie, Mollyann, Rebecca E. Flournoy, Drew E. Adim Robert J. Blendon, John M.
Benson, and Marcus D. Rosenbaum. 2000. “Healthrmtion, the Internet, and
the Digital Divide.” Health Affairs19:255-65.

Broom, Alex. 2005. “The eMale: Prostate Cancersdddinity, and Online Support as a

Challenge to Medical Expertiselournal of Sociology#1:87-104.



111

Brucker, Penny S. and Patrick C. McKenry. 2004upi$ort from Health Care Providers
and the Psychological Adjustment of Individuals Es@ncing Infertility.”
Journal of Obstetric, Gynecologic, and Neonatal $ilnig 33:597-603.

Bulcroft, R. and J. Teachman. 2004. “Ambiguous @masions: Development of a
Childless or Child Free Life Course.” Pp. 116-183. Coleman and L. Ganong
(eds.),Handbook of Contemporary Families: Considering FBrasst,
Contemplating the Future. Thousand Oaks, CA: Sage Publishing.

Bunting, Laura and Jacky Boivin. 2007. “Decisioniey about Seeking Medical
Advice in an Internet Sample of Women Trying to Betgnant.”Human
Reproduction22:1662-8.

Chiba, Hiroko, Emi Mori, Yukiko Morioka, Masaki Kasvakura, Toshihide Nadaoka,
Hidekazu Saito, and Massahiko Hiroi. 1997. “StreflsEemale Infertility:
Relations to Length of TreatmentGynecologic and Obstetric Investigation
43:171-7.

Connolly, Kevin J., Robert J. Edelmann, lan D. Gaand Jill Robson. 1992. “The
Impact of Infertility on Psychological FunctionirigJournal of Psychosomatic
Researcl86:459-68.

Cotton, Sheila R. and Sipi S. Gupta. 2004. “Charastics of Online and Offline Health
Information Seekers and Factors that DiscriminagvBen Them."Social
Science and Medicirg9:1795-1806.

Crocker, J., B. Major and C. Steele. 1998. “Sco8iegma.” Pp. 504-553 in Daniel T.
Gilbert, Susan T. Fiske, and Lindzey Gardner (ed$¢ Handbook of Social

PsychologyNew York: McGraw Hill.



112

Curtin, Richard, Stanley Presser, and Eleanor $j2§95. “Changes in Telephone
Survey Nonresponse Over the Past Quarter Centiyblic Opinion Quarterly
69:87- 98.

Daniluk, Judith C. 2001. “If We Had To Do It Ov&gain...: Couples’ Reflections on
Their Experiences of Infertility." The Family Journal: Counseling and Therapy
for Couples and Familie:122-33.

DeMaris, Alfred. 1995. “A Tutorial in Logistic Regssion.” Journal of Marriage and
Family 57:956-68.

DeOllos, lone Y. and Carolyn A. Kapinus. 2002. fAg Childless Individuals and
Couples: Suggestions for New Directions in Redear8ociological Inquiry
72:72-80.

Dibb, Bridget and Lucy Yardley. 2006. “How Doesct&d Comparison Within a Self-
Help Group Influence Adjustment to Chronic llines&7.ongitudinal Study.”
Social Science and Medicigd:1602-13.

Draye, Mary Ann, Nancy Fugate Woods, and Ellen Natt 1988. “Coping with
Infertility in Couples: Gender DifferencesHealthcare for Women International
9:163-75.

Dyer, S.J., N. Abrahams, N.E. Mokoena, and Z.M. danSpuy. 2004. “You Know
You Are a Man Because You Have Children: Experes) Reproductive Health
Knowledge, and Treatment Seeking Behavior Among Beffiering from Couple

Infertility in South Africa.” Human Reproductiof9:960-7.



113

Epstein, Yakov M. and Helane S. Rosenberg. 20@&séssing Infertility Information on
the Internet: Challenges and Possible SolutiofRgrtility and Sterility83:553-
5.

Epstein, Yakov M., Helane S. Rosenberg, Theres&Mérant, and Nancy Hemenway.
2002. “Use of the Internet as the Only Outlet fatking about Infertility.”
Fertility and Sterility78:507-14.

Exley, Catherine and Gayle Letherby. 2001. “Manga@ Disrupted Lifecourse: Issues
of Identity and Emotion Work."Health: An Intrerdisciplinary Journal for the
Social Study of Health, lliness, and Medicth&12-32.

Facione, Noreen C. and Marylin J. Dodd. 1995. “Waia Narratives of Helpseeking
for Breast Cancer.Cancer Practice3:219-225.

Facione, Noreen C., Marylin J. Dodd, William Holzemmand Afaf I. Meleis. 1997.
“Helpseeking for Self-Discovered Breast Symptormplications for Early
Detection.” Cancer Practice:220-7.

Fiscella, Kevin, Peter Franks, Marthe R. Gold, @adolyn M. Clancy. 2000.

“Inequality in Quality: Addressing Socioeconontacial, and Ethnic Disparities
in Health Care.”The Journal of the American Medical Associa®®3: 2579-88.

Folkvord, Sigurd, Oystein Andreas Odegaard, an@doé Sundby. 2005. “Male
Infertility in Zimbabwe.” Patient Education Counselirgp:239-43.

Fox, Susannah. 2010. “Mobile Health 2010.” Petermet and American Life Project.
Retrieved March 3, 2011.

(http://lwww.pewinternet.org/~/media//Files/Reportd@@PIP Mobile Health 20

10.pd}



114

Fox, Susannah. 2008. “The Engaged E-Patient PiguilaPeople Turn to the Internet
for Health Information When the Stakes Are High #mel Connection Fast.” Pew
Internet and American Life Project. Retrieved Nober 12, 2008

(http://www.pewinternet.org/pdfs/PIP_Health _Aug08)pd

Fox, Susannah, and Deborah Fallows. 2003. “Intéflealth Resources: Health
Searches and Email Have Become More Commonpladel e is Room for
Improvement in Searches and Overall Internet ActeBsw Internet and
American Life Project. Retrieved November 12, 2008

(http://lwww.pewinternet.org/pdfs/PIP Health RepautyJ2003.pdf.

Fox, Susannah and Sydney Jones. 2009. “The Sof@abf Health Information:
American’s Pursuit of Health Takes Place Within Adéhing Network of Both
Online and Offline Sources.” Pew Internet and Aigaar Life Project. Retrieved

March 3, 2011.

(http://lwww.pewinternet.org/~/media//Files/Report€2PIP Health 2009.pHf

Fox, Susannah and Lee Rainie. 2000. “Online Heéadtte Revolution: How the Web
Helps Americans Take Better Care of ThemselvegW iternet and American
Life Project. Retrieved November 12, 2008.

(http://www.pewinternet.org/pdfs/PIP_Health Repatt)p

Franco Jr., Jose Goncalves, Ricardo Luiz RazeraflBakna Lucia Mauri, Claudia G.
Petersen, Valeria Felipe, and Erika Garbellini.200Psychological Evaluation
Test for Infertile Couples.’Journal of Assisted Reproduction and Genelf@sb.

Frank, Deborah I. 1990. “Gender Differences in Bieti Making about Infertility

Treatment.” Applied Nursing Researc156-62.



115

George, Linda K. 1993. “Sociological Perspectigad.ife Transitions.” Annual Review
of Sociologyl9:353-73.

Gibson, Donna M and Jane E. Myers. 2002. “Thed&$f of Social Coping Resources
and Growth Fostering Relationships on InfertilityeSs in Women.”Journal of
Mental Health and Counselirigy}:68-80.

Gillespie, Rosemary. 2003. “Childfree and Feminitderstanding the Gender
Identity of Voluntary Childless Women.Gender and Societlj7:122-36.

Goffman, Erving. 1963Stigma: Notes on the Management of Spoiled Igentit
Englewood Cliffs, NJ: Prentice Hall.

Golberstein, Ezra, Daniel Eisenberg and Sarah Hu§02008. “Perceived Stigma and
Mental Health Care SeekingPsychiatric Service§9:392-9.

Gooden, Rebecca J. and Helen R. Winefield. 20@redst and Prostate Cancer Online
Discussion Boards.Journal of Health Psychology?2:103-14.

Gorman, Bridget K. and Ahilan Sivaganesan. 200he“Role of Social Support and
Integration for Understanding Socioeconomic Digpesiin Self-Rated Health
and Hypertension.’Social Science and Medicit&:958-75.

Green, Sara, Christine Davis, Elana Karshmer, Matsh, and Benjamin Straight.
2005) “Living Stigma: The Impact of Labeling, 8tetyping, Separation, Status
Loss, and Discrimination in the Lives of Individsatith Disabilities and Their
Families.” Sociological Inquiry75:197-215.

Greil, Arthur L. (1991).Not Yet Pregnant: Infertile Couples in Contempgramerica.

New Brunswick, NJ: Rutgers University Press.



116

Greil, Arthur L., Thomas A. Leitko, and Karen L.fRey. 1988. “Infertilty: His
and Hers.”Gender and Socie®.172-99.

Greil, Arthur L. and Julia McQuillan. 2010. “Trygi Times”. Medical Anthropology
Quarterly24:137-56.

Greil, Arthur L. and Julia McQuillan. 2004. “Helgsking Patterns among Subfecund
Women.” Reproductive and Infant Psycholo@2:305-319.

Gustafson, David H. Meg Wise, Fiona M. McTavish|l\afin Wolberg, James Stewart,
Richard V. Smalley, and Kris Bosworth. 1993. “Dieygnent and Pilot
Evaluation of a Computer-Based Support System foméh with Breast
Cancer.” Journal of Psychosocial Oncolody:69-93.

Haagen, E.C., W. Tuil, J. Hendriks, R.P. J. de jBri).D. M. Braat, and J.A.M. Kremer.
2003. “Current Internet Use and Preferences ofdwé ICSI Patients.’'Human
Reproductiorl8:2073-8.

Halter, Margaret J. 2004. “The Stigma of SeekirgeCand Depression Archives of
Psychiatric NursindL8:178-84.

Henrich, Christopher C. and Golan Shahar. 200&ci&é Support Buffers the Effects of
Terrorism on Adolescent Depression: Findings f@derot, Israel.”Journal of
the American Academy of Child and Adolescent Paygtd 7:1073-6.

Hinton, Lisa, Jennifer J. Kurinczuk, and Sue Ziella2010. “Infertility: Isolation and
the Internet A Qualitative Interview StudyPatient Education and Counselling

81:436-441.



117

Hjelmstedt, Anna, Lena Andersson, Agneta Skoog-B&ay) Trobjorn Bergh, Jacky
Boivin, and Alia Collin. 1999. “Gender DifferencesPsychological Reactions
to Infertility among Couples Seeking IVF- and IC3teatment.” Acta
Obstetricia Gynecoogicl Scandinavic8:42-8.

Hoffman, Susie and Maureen C. Hatch. 1996. “S&ig@port and Pregnancy Outcome:
A Reassement Based in Recent ResearPlaédiatric and Perinatal
Epidemiologyl18:380-405.

Holter, H., L. Anderheim, C. Bergh, and A. Mélléy, 2006. “First IVF Treatment —
Short Term Impact on Psychological Well-Being dmel Marital Relationship.”
Human Reproductiofd1:3295-3302.

House, J.S., D. Umberson, and K.R. Landis. 198&he“Structures and Processes of
Social Support.”Annual Review of Sociology:293-318.

Huang, Jacky Y.J., Haga Al-Fozan, and Togas Tul&@fi3. “Internet Use by Patients
Seeking Infertility Treatment.’International Journal of Gynecology and
Obstetrics83:75-6.

Huang, Jacky Y.J., Federico Discepola, Haga AlaRoand Togas Tulandi. 2005.
“Quality of Infertility Clinic Websites.” Fertility and Sterility83:538-44.

Im, Eun-Ok, and Wonshik Chee. 2008. The Use @rirgt Cancer Support Groups by
Ethnic Minorities.” Journal of Transcultural Nursin@9:74-82.

Imeson, Margaret and Anne McMurray. 1996. “Couptegeriences of Infertility: A

Phenomenological StudyJournal of Advanced Nursirft:1014-22.



118

Inhorn, Marcia C. 2002. “Sexuality, MasculinityydaInfertility in Egypt: Potent
Troubles in the Marital and Medical Encounter§fe Journal of Men’s Studies
10:343-59.

Jain, Tarun. 2006. “Socioeconomic and Racial Diparamong Infertility Patients
Seeking Care.Fertility and Sterility,85:876-881.

Jain, Tarun and Robert L. Barbieri. 2005. “Web8&telity Assessment: Mistaking
Apples for Oranges.Fertility and Sterility83:545-47.

Jain, Tarun and Mark D. Hornstein. 2005. “Dispastin Access to Infertility Services in
a State with Mandated Insurance Coveragdeettility and Sterility,84:221-223.

Johansson, Marianne and Marie Berg. 2005. “WomEérfseriences of Childlessness 2
Years After the End of In Vitro Fertilization Trea¢nt.” Scandinavian Journal
of Caring Science$9:58-63.

Johnson, Katherine M. and David R. Johnson. 20B@rtnered Decisions? Infertility
Help-Seeking in U.S. CouplesFamily Relation$8:431-44.

Jordan, Caren and Tracey A. Revenson. 1999. “Gdbifferences in Coping With
Infertility: A Meta-Analysis.” Journal oif Behavioral Medicin22:341-58.
Kahlor, LeeAnn and Michael Mackert. 2009. “Pergaps of Infertility Information and
Support Sources among Female Patients Who Accedsttrnet.” Fertility and

Sterility 91:83-90.

Kalichman, Seth C., Eric G. Benotsch, Lance Weidhalames Austin, Webster Luke,
Chauncey Cherry. 2003. “Health Related Internet, @sgping, Social Support,
and Health Indicators in People Living with HIV/AB Preliminary Results

From a Community Survey.Health Psycholog®2:111-6.



119

Kirschning, Silke and Ernst von Kardorff. 2008. &' Use of the Internet by Women
With Breast Cancer and Men with Prostate CancegsuRs of Online Research.”
Journal of Public Healtl16:133-43.

Kiviruusu, Olli, Taina Huurre, Hillevi Aro. 2007 P'sychosocial Resources and
Depression among Chronically Ill Young Adults: Aviales More Vulnerable?”
Social Science and Medicie&:173-86.

Komiti, Angela, Fiona Judd, and Henry Jackson. 2006e Influence of Stigma and
Attitudes on Seeking Help From a GP for Mental iHe&roblem: A Rural
Context.” Social Psychiatry and Psychiatric Epidemiolog¥,738-745.

Lalos, Ann, Othon Lalos, Lars Jacobsson, and BoSamultz. 1985. “Psychological
Reactions to the Medical Investigation and Surgicahtment of Infertility.”
Gynecologic and Obstetric Investigatigf:209-17.

Leiblum, Sandra R., Ekkehard Kemmann, and M.K. L48&7. “The Psychological
Concomitants of In Vitro Fertilization."Journal of Psychosomatic Obstetrics and
Gynecology6:165-7.

Letherby, Gayle. 1999. “Other Than Mother and Madhes Others: The Experience of
Motherhood and Nonmotherhood in Relation to ‘Infigyt and ‘Involuntary
Childlessness’.’Women'’s Studies International Forutf:359-372.

Letherby, Gayle. (2002a). “Challenging Dominamdaurses: Identity and Change and
the Experience of ‘Infertility’ and ‘Involuntary Gldlessness’.” Journal of

Gender Studie§1:277-288.



120

Letherby, Gayle. 2002b. “Childless and Bereftter&types and Realities in Relation to
‘Voluntary’ and ‘Involuntary’ Childlessness and Wanhood.” Sociological
Inquiry 72:7-20.

Levkoff, Sue, Becca Levy, and Patricia Flynn Weigam1999. “The Role of Religion
and Ethnicity in Help Seeking of Family Caregivef€lders with Alzheimer’s
Disease and Related Disordergdurnal of Cross-Cultural Gerontologhy4:335-
56.

Link, Bruce G., Frances T. Cullen, Elmer Struenidgtrick E. Shrout, and Bruce P.
Dohrenwend. 1989. “A Modified Labeling Theory Appch to Mental
Disorders: An Empirical Assessment&imerican Sociological Reviebd:400-
23.

Link, Bruce G. and Jo C. Phelan. 1995. “Social @oons as Fundamental Causes of
Disease.”Journal of Health and Social Behavig$:80-94.

Link, Bruce G. and Jo C. Phelan. 2001. “Concetirg Stigma.” Annual Review of
Sociology27:363-85.

Loewenthal, Kate Miriam, Marco Cinnirella, GeorgiBadoka, and Paula Murphy. 2001.
“Faith Conquers All? Beliefs about the Role ofiBielus Factors in Coping with
Depression among Different Cultural-Religious Greupthe UK.” British
Journal of Medical Psychologg4:293-303.

Long, J. Scott. 1997Regression Models for Categorical and Limited Dejsar
Variables. Thousand Oaks, CA: Sage Publications.

Long, J. Scott and Jeremy Freese. 260&yression Models for Categorical Dependent

Variables Using Stata™ edition. College Station, TX: Stata Press.



121

Malik, Sumaira H. and Neil S. Coulson. 2010. “Vh&ll Supported Me But Suddenly |
Didn’t Belong Anymore’: An Exploration of Perceiv&lsadvantages to Online
Support Seeking.’Journal of Psychosomatic Obstetrics and Gyneco8ig¢40-
9.

Malik, Sumaira H. and Neil S. Coulson. 2008. “Catgr-Mediated Infertility Support
Groups: An Exploratory Study of Online ExperienteBatient Education and
Counseling73:105-13.

Malin, Maili, Elina Hemmink, Outi Raikkdnen, SinikkSihvo, and M.L. Perala. 2001.
“What Do Women Want? Women’s Experiences of lifgriTreatment.”

Social Science and Medicis&:123-33.

Marini, Margaret Mooney. 1984. “Age and Sequendiltgms in the Transition to
Adulthood.” Social Force$3:229-44.

Martin-Matthews, Anne and Ralph Matthews. 2001iviihg in Time: Multiple
Timetables in Couples’ Experiences of Infertilitydalts Treatment.” Pp. 111-134
in Kerry J. Daly (Ed.)Minding the Time in Family Experienc@xford, UK:
Elsevier Science.

Mayers, Claire, Gerard Leavey, Christina Valliangtand Chris Barker. 2007. “How
Clients with Religious or Spiritual Beliefs Exparn@e Psychological Help-
Seeking and Therapy: A Qualitative Studlinical Psychology and
Psychotherapyl4:317-327.

McEwan, K.L., C.G. Costello, C.G., and P.J. Taylkd87. “Adjustment to Infertility.”

Journal of Abnormal Psycholo@6:108-16.



122

McQuillan, Julia, Arthur L. Greil, Lynn K.White, @Mary Casey Jacobs. 2003.
“Frustrated Fertility: Infertility and PsychologikDistress among Women.”
Journal of Marriage and Familg5:1007-18.

Meijer, Susan A.,Gerben Sinnema, Jan O. BijstrdeGn J. Mellenbergh, and Wim H.G.
Wolters. 2002. “Coping Styles and Locus of Cona®IPredictors for
Psychological Adjustment of Adolescents with Chealiiness.” Social Science
and Medicineb4:1453-61.

Miall, Charlene E. 1986. “The Stigma of Involunt&hildlessness.’Social Problems
33:268-82.

Mindes, Erica J., Kathleen M. Ingram, Wendy Kliewand Cathy A. James. 2003.
“Longitudinal Analyses of the Relationship Betwddémsupportive Social
Interactions and Psychological Adjustment among &omvith Fertility
Problems.Social Science and Medicis€:2165-80.

Mirowsky, Joh and Catherine E. Ross. 1990. “Cdmrdefense? Depression and the
Sense of Control Over Good and Bad Outcomdstirnal of Health and Social
Behavior31:71-86.

Mulvaney-Day, Norah E., Margarita Alegr and William Sribrey. 2007. “Social
Cohesion, Social Support, and Health among Latimdise United States.”
Social Science and Medicied:477-95.

Oakley, Ann, Lynda Rajan, and Adrian Grant. 199ocial Support and Pregnancy

Outcome.” British Journal of Obstetrics and Gynecolo@j.155-62.



123

Oddens, Bjorn J.,Isolde den Tonkelaar, and Hugoneahuyse. 1999. “Psychosocial
Experiences in Women Facing Fertility Problems Edmparative Survey.”
Human Reproductiofh4:255-61.

Onnen-lsemann, Corinna. 2000. “Involuntary Chiédlélarriages and the Effects of
Reproductive Technology: The Case of Germariotfum: Qualitative Social
Researchl. Retrieved October 22, 2008. (http://www.quéhex
research.net/fqs-texte/1-00/1-00onnen-isemann-g.htm

Pandey, Sanjay K., John J. Hart, and Sheela Tivg&@1. “Women’s Health and the
Internet: Understanding Emerging Trends and Inaglbms.” Social Science and
Medicine56:179-91.

Parry, Diana C. 2005. “Work, Leisure, and Sup@ndups: An Examination of the
Ways Women with Infertility Respond to a Pronatalieology.” Sex Roles
53:337-46.

Parry, Diana C. and Kimberly J. Shinew. 2004. “Tuanstraining Impact of Infertility
on Women'’s Leisure Lifestyles.leisure Science26:295-308.

Perlick, Deborah A, Robert A. Rosenheck, John BErikih, Jo Anne Sirey, Jamelah
Salahi, Elmer L. Struening, and Bruce G. Link. POOAdverse Affects of
Perceived Stigma on Social Adaptation of Persorginsed with Biopolar
Affective Disorder.” Psychiatric Service§2, 1627-1632.

Pescosolido, Bernice. 1992. “Beyond Rational Céoithe Social Dynamics of How

People Seek HelpAmerican Journal of Sociolog97:1096-1138.



124

Peterson, Brennan D., Christopher R. Newton, K&teRosen, and Robert S. Schulman.
2006. “Coping Processes of Couples Experiencifgytiity.” Family Relations
55:227-39.

Peterson, Brennan D., Christopher R. Newton, K&eRosen, and Gary E. Skaggs.
2006. “Gender Differences in How Men and Women Vdl®Referred for IVF
Cope with Infertility Stress."Human ReproductioA1:2443-9.

Porter, Maureen and Siladitya Bhattacharya. 206fIping Themselves to get
Pregnant: A Qualitative Longitudinal Study on théarmation-Seeking Behavior
of Infertile Couples.”Human ReproductioA3:567-72.

Powell, J.A., M. Darvell, and J.A.M. Gray. 2003helDoctor, the Patient and the World-
Wide Web: How the Internet is Changing Health¢adournal of the Royal
Society of Medicin86:74-6.

Rawal, N. and Haddad, N. 2006. “Use of the Intemménfertility Patients.” Internet
Journal of Gynecology & Obstetrié&s Retrieved November 12, 2008.

(http://lwww.ispub.com/ostia/index.php?xmlFilePath#juals/ijgo/vol5n2/interne

t.xml)

Redshaw, M., C. Hockley, and L.L. Davidson. 200&.Qualitative Study of the
Experience of Treatment for Infertility among Womaio Successfully Became
Pregnant.”Human Reproductiof2:295-304.

Remennick, Larissa. 2000. “Childless in the Landhgberative Motherhood: Stigma

and Coping Among Infertile Israeli WomenSex Roles}3:821-841.



125

Schmidt, Lone, Kirstine Munster, and Peter Helm@3.9"Infertility and the Seeking of
Infertility Treatment in a Representative PopulatioBritish Journal of
obstetrics and Gynaecolody2:978-84.

Schneider, Myra G. and Melinda S. Forthofer. 2008ssociations of Psychosocial
Factors with Stress of Infertility Treatmentiealth and Social WorR0:183-91.

Shaw, Chris. 2001. “A Review of the Psychosocraldittors of Help-Seeking Behavior
and Impact on Quality of Life in People with Urigdncontinence.”Journal of
Clinical Nursing10:15-24.

Shaw, C., K. Brittain, R. Tansey, and K. Willianks,2008. “How People Decide to
Seek Health Care: A Qualitative Studyriternational Journal of Nursing
StudiesA5:1516-24.

Shaw, Bret, Fiona McTavish, Robert Hawkins, David3tistafson, and Suzanne
Pingree. 2000. “Experiences of Women with Breasidc@r: Exchanging Social
Support Wver the CHESS Computer Networlddurnal of Health
Communicatiorb:135-59.

Shaw, C., R Tansey, C. Jackson, C. Hyde, and RnAR. 2001. “Barriers to Help
Seeking in People with Urinary Symptomd=amily Practicel8:48-52.

Sheppard, J., K. Kumar, C.D. Buckley, K.L. Shawl,.kand K. Raza. 2008. “I Just
Thought it was Normal Aches and Pains’: A Quak&&Study of Decision-
Making Processes in Patients with Early Rheumaeildritis.” Rheumatology
47:1577-82.

Sherbourne, Cathy D. and Anita L. Stewart. 199Iheé'MOS Social Support Survey.”

Social Science and MediciB2:705-14.



126

Silberg, William M., George O. Lundberg, and RoberMusacchio. 1997. “Assessing,
Controlling, and Assuring the Quality of Medicafdrmation on the Internet:
Caveant Lector et Viewor — Let the Reader and VidBeware.” Journal of the
American Medical Associatid?i’7:1244-5.

Sillence, Elizabeth, Pam Briggs, Peter Harris, laesley Fishwick. 2007. “Going Online
for Health Advice: Changes in Usage and Trusttitreg Over the Last Five
Years.” Interacting with Computer$9:397-406.

Slade, Pauline., C.O. O’'Neill, Adrian J. Simpsamg &lany Lashen. 2007. “The
Relationship Between Perceived Stigma, Disclosateehs, Support and
Distress in New Attendees at an Infertility Clifiidcduman Reproduction
22:2309-17.

Smith, Aaron. 2010. “Home Broadband 2010.” Pewernmét and American Life Project.
Retrieved March 3, 2010.

(http://lwww.pewinternet.org/~/media//Files/Reportd@MHome%20broadband%

202010.pdf

Stanton, Annette L., Howard Tennen, Glenn Afflemkd Richard Mendola. 1992.
“Coping and Adjustment to Infertility."Journal of Social and Clinical
Psychologyl1:1-13.

Stephen, Elizabeth Hervey and Anjani Chandra. 200&clining Estimates of Infertility
in the United States: 1982 — 200Rertility and Sterility86:516-23.

Strogatz, David S., Janet B. Croft, Sherman A. $aNera L. Keenan, Stephen R.
Browning, Joanne M. Garrett, and Amy B. Curtis. 1.99Social Support, Stress,

and Blood Pressure in Black AdultsEpidemiology8:482-487.



127

Tabachnick, Barbara G. and Linda S. Fidell. 200%ing Multivariate Statistics4™ ed.
Boston, MA: Allyn and Bacon.

Thoits, Peggy A. 1995. “Stress, Coping, and Sdsiadport Process: Where Are We?
What Next?” Journal of Health and Social Behavigb:53-79.

Throsby, Karen and Rosalind Gill. 2004. “lIt's Bafent for Men’: Masculinity and
IVF.” Men and Masculinitie§:275-9.

Thune-Boyle, Ingela C., Jan A. Stygall, MohammedKBshtgar, and Stanton P.
Newman. 2006. “Do Religious Coping Strategies Afilness Adjustment in
Patients with Cancer? A systematic review of tteedture.” Social Science and
Medicine63:151-64.

Turagabeci, Amelia R., Keiko Nakamura, Masashi ukizand TakehitoTakano. 2007.
“Family Structure and Health, How CompanionshipsAas a Buffer Against llI
Health.” Health and Quality of Life Outcom&%1-70.

Uchino, Bert N., John T. Caciopo, Janice K. Kiegslaser. 1996. “The Relationship
Between Social Support and Physiological Proces8eReview with Emphasis
Underlying Mechanisms and Implications for Healtl?8ychological Bulletin
119:488-531.

Ulrich, Miriam and AnnWeatherall. 2000. “Motherhtband Infertility: Viewing
Motherhood Through the Lens of Infertility Feminism and Psycholody:323-
36.

van Balen, Frank and Jacqueline Verdurmen. 1988dfcal Anxiety and the Choice for
Treatment: The Development of an Instrument to $vea Fear of Treatment.”

Psychology and Health4:927-35.



128

van Uden-Kraan, Cornelia F., Constance H.C. Dm$skrik Taal, Erwin R. Seydel,
and Mart A.F. J. van de Laar, M.A.F.J. 2008a. tiegmation in Online Patient
Support Groups Endorses Patients Empowermdtatient Education
Counselingr4:61-9.

van Uden-Kraan, Cornelia F., Constance H.C. Dm$skrik Taal, Erwin R. Seydel,
and Mart A.F. J. van de Laar, M.A.F.J. 2008b. “Emvpring Processes and
Outcomes of Participation in Online Support GrofgrPatients with Breast
Cancer, Arthritis, or Fibromyalgia.Qualitative Health ResearctB8:405-417.

Vogel, David L, Nathaniel G. Wade, Stephen R. Wedlisa Larson, and Ashley H.
Hackler. 2007. “Seeking Help From a Mental Healtbf€ssional: The Influence
of One’s Social Network.”Journal of Clinical Psycholog§3:233-45.

Walen, Heather R. and Margie E. Lachman. 2000.ci®&upport and Strain from
Partner, Family, and Friends: Costs and Beneditdffen and Women in
Adulthood.” Journal of Social and Personal Relationships5-30.

Wallston, Kenneth A., Barbara Strudler Wallson, &ubert DeVellis. 1978.
“Development of the Multidimensional Health LocusGontrol (MHLC)
Scales.” Health Education Monograpl&160-70.

Webb, Russell, E. and Judith C. Daniluk. 1999. ¢'Hnd of the Line: Infertile Men’s
Experiences of Being Unable to Produce a Childén and Masculinitie®:27-
36.

Weissman, Ariel , Lynda Gotlieb, Susan Ward, ElBneenblat, and Robert F. Casper.
2000. “Use of the Internet By Infertile Coupleg=értility and Sterility73:1179-

82.



129

Weinick, Robin M., Samuel H. Zuvekas, and Joel Whéh. 2000. “Racial and
Ethnic Differences in Access to and Use of HeakineCServices, 1977 to 1996.”
Medical Care Research and Review 36-54.

Wellons, Melissa F., Cora E. Schwartz, Erica Pnd&uson, Pamela J. Schreiner,
Barbara Sternfeld, Josh Richaman, Cynthia K. Séted,David S. Siscovick.
2008. “Racial Differences in Self-Reported Infiggtiand Risk Factors for
Infertility in a Cohort of Black and White WomefThe CARDIA Women'’s
Study.” Fertility and Sterility90:1640-8.

White, Lynn, Julia McQuillan, and Arthur L. Grid006. “Explaining Disparities in
Treatment Seeking: The Case of Infertilitfduman Reproductio85:853-7.

White, Lynn, Julia McQuillan, Arthur L. Griel, aridavid R. Johnson. 2006. “Infertility:
Testing a Helpseeking Model 3ocial Science and Medicig2:1031-41.

Whitney, Martha L. 1998. “Importance of Lay Orgaations for Coping with
Endometriosis.”Journal of Reproductive Medici3:331-4.

Williams, David R. and Chiquita Collins. 1995. “&cioeconomic and Racial
Differences in Health: Patterns and Explanatiosihual Review of Sociology
21:349-86.

Wilson, Kenneth R., Jennifer S. Wallin, and ChrRR&iser. 2003. “Social Stratification
and the Digital Divide.”Social Science Computer Revi2u133-43.

Wingert, Susan, Carol D.H. Harvey, Karen A. Duncarg Ruth E. Berry. 2005.
“Assessing the Needs of Assisted Reproductive Taolgy Users of an Online

Bulletin Board.” International Journal of Consumer Studiz%:468-78.



130

Wirtberg, 1., A. Miller, L. Hogstom, S.E. Tronstad, S.E. and A. Lalos. 2007. “Lige 2
Years After Unsuccessful Infertility Treatmentfuman Reproductio82:598-
604.

Woods, Nancy Fugate, Ellen Olshansky, and Mary Brayye. 1991. “Infertility:
Women'’s Experiences.Health Care for Women InternationaP:179-90.

Wright, Kevin B. and Sally B. Bell. 2003. “HealfRelated Support Groups on the
Internet: Linking Empirical Findings to Social Saget and Computer-Mediated
Communication Theory."Journal of Health Psycholod§.39-54.

Yebei, Violet Naanyu. 2000. Unmet Needs, Beliefd &reatment-Seeking for Infertility
among Migrant Ghanaian Women in the Netherlan@®eproductive Health
Matters8:134-41.

Yi, Michael S., Joseph M. Mrus, Terrance J. WadendlL. Ho, Richard W. Hornung,
Sian Cotton, Amy H. Peterman, Christina M. Puchakskd Joel Tsevat. 2006.
“Religion, Spirituality, and Depressive Symptomdiatients with HIV/AIDS.”
Journal of General Internal Medicir#&l:S21-27.

Zola, Irving Kenneth. 1973. “Pathways From the ©@oc From Person to Patient.”

Social Science and Medicie677-89.



Appendix A — Theoretical Model

Predisposing Conditions Need Enabling Factors
Income
Internal Med Loc Individual Health Insurance
Attitudes Med Sci Cues/Symptom
Religiosity Salience Regular Doctor
Infertility Stigma Fertility Intentions Doctor Cares
Subfecund Intent Education
Impt of Motherhood —
Perception of Fertility Race/Ethnicity
Problem (Forthcoming)?
Desire for Baby Life Course Cues
Partner Wants Baby Age
Impt to Partner Baby In Relationship
Impt to Parents Baby Parity
Social Cues
Talked with Others
Talked to Similar Others
Friends Pursued
Treatment
Family Encourg. Treat
Partner Encourg. Treat
Types of Help Seeking

None

Internet Only Medical Only

Both

Social Support

! Unless otherwise specified, predisposing, need, and enabling conditions in boxes are drawn from White, et al.
(2006a), White, et al. (2006b).
2 Greil, et al. (forthcoming)



Table 1. Descriptive statistics of type of help seeking and independent variables
% or M

Type of Help Seeking
No Seeking
Internet Only
Medical Only
Both Internet and Medical
Need Variables
Perception of fertility problem
Fertility Intentions
Desire for a Baby
Definitely yes
Probably yes
Probably no
Definitely no
Subfecund
Subfecund, intent
Subfecund, no intent
Other fertility barrier
Partner like a(nother) baby
Definitely yes
Probably yes
Probably no
Definitely no
Not asked
Importance of motherhood
Children impt to partner
Strongly agree
Agree
Disagree, strongly disagree
Not asked
Children impt to parents
Strongly agree
Agree
Disagree, strongly disagree
Parents deceased, don't know
Enabling Conditions
Age (25-45)
In a relationship
Parity

Appendix B — Tables

33.93
9.31
32.12
24.65

69.00
-0.60

33.32
19.30
15.61
31.77

63.54
19.82
16.64

24.60
17.40
10.99
23.78
23.24
3.35

34.85
31.46
10.83
22.85

27.68

41.74

21.90
8.68

36.06
70.24
1.63

SD

1.29

0.51

591
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Talked to others
Often
Occasionally
Seldom
Never
Talked to similar others
Often
Occasionally
Seldom
Never
Social support
Friends pursued treatment
Partner encouraged treat
Encouraged
Discouraged
It was mixed
Don't know
Not asked
Family/friends encouraged treat
Strongly encouraged
Encouraged
Discouraged
It was mixed
Not asked, does not apply, dk
Fam income (1k units)
Education (years)
Private health insurance
Has a regular doctor
Doctor Cares
Cares a lot
Cares a little
Does not seem to care
Not asked
Race/Ethnicity
White
African American
Hispanic
Asian
Other

22.81
30.75
17.10
29.35

15.00
29.67
21.33
33.99
3.54
51.55

37.24
6.31
22.49
11.09
22.87

12.15
22.96
4.60
2441
35.88
53.50
13.60
66.44
84.66

67.45
19.73
5.29
7.53

61.60
14.80
15.50
7.20
0.90

0.65

32.22
2.89
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Predisposing Conditions
Internal med loc of control
Attitude towards med sci
Religiosity

Infertility stigma

2.97
3.36
0.05
2.73

0.50
0.41
0.66
0.52

Note: N=1,352 Subsample of women ages 25-45 from the National Survey

of Fertility Barriers
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Table 2. Descriptive statistics of self-education and internet activities

% N
Self Education Activities 1352
Read a scientific article 46.08
Read a book 40.99
Contacted a support group 10.76
Activities Engaged in Online 291
Looked for information about treatment
Often 18.62
Occasionally 23.52
Seldom 16.13
Never 41.73
Looked for medical articles
Often 25.32
Occasionally 40.66
Seldom 2457
Never 9.44
Email communication with doctor (ever) 19.56
Evaluate a doctor or clinic (ever) 34.37
Participated in an online support group (ever) 21.07
How Internet Affected Thinking
Info encouraged to see doctor 286
Strongly agree 16.24
Agree 47.70
Disagree 32.08
Strongly disagree 3.98
Ask new questions about getting pregnant 286
Strongly agree 19.58
Agree 48.11
Disagree 28.42
Strongly disagree 3.89
Understand health issues that impact pregnancy 287
Strongly agree 25.35
Agree 65.12
Disagree 9.02

Strongly disagree 0.51



Easier to work with doctor regarding treatments 273
Strongly agree 12.49
Agree 50.80
Disagree 33.01
Strongly disagree 3.70
Info discouraged seeking treatment 285
Strongly agree 1.00
Agree 6.70
Disagree 70.99
Strongly disagree 21.31
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Note: Subsample of women ages 25-45 from the National Survey of Fertility Barriers.
N's change because of skip patterns in the data set.



Table 3. Descriptive statistics in response to the question about the most helpful source

of information about getting pregnant
%
Sources of Information

Articles in pop magazines 3.00
Articles in tech journals 2.85
Books 6.26
Support groups (not online) 1.75
Internet 52.54
Internet support groups 2.59
Professionals on the internet 1.06
Info from family and friends 5.00
Professionals (not internet) 8.66
Other/don't know 16.30

Note: N =291 Subsample of women ages 25-45 from the National Survey
of Fertility Barriers

137



Table 4. Descriptive statistics by helpseeking category for women who meet the medical criteria for

Infertility.

Independent Variables

Need Variables
Perception of fertility problem
Fertility Intentions
Desire for a Baby
Definitely yes
Probably yes
Probably no
Definitely no
Subfecund
Subfecund, intent
Subfecund, no intent
Other fertility barrier
Partner like a(nother) baby
Definitely yes
Probably yes
Probably no
Definitely no
Not asked
Importance of motherhood
Children impt to partner
Strongly agree
Agree
Disagree, strongly disagree
Not asked
Children impt to parents
Strongly agree
Agree
Disagree, strongly disagree
Parents deceased, don't know
Enabling Conditions
Age (25-45)
In a relationship
Parity
Talked to others
Often
Occasionally
Seldom
Never
Talked to similar others
Often
Occasionally
Seldom
Never
Social support
Friends pursued treatment
Partner encouraged treat
Encouraged
Discouraged
It was mixed
Don't know
Not asked

None
(N=460)

%orM SD

49.89
-0.86

25.11
22.49
18.34
34.06

46.41
32.90
20.70

16.78
17.21
10.02
24.18
31.81
3.34

29.04
27.95
12.01
31.00

25.27
40.74
23.53
10.46

36.13
60.13
1.99

12.64

22.88
9.39

45.10

12.17
23.26
24.35
40.22
3.52
42.05

18.74
7.84
23.31
17.43
32.68

1.14 a

0.50

6.30 a

1.32 a

0.66

Internet Only
(N=127)

%orM SD

59.52
-0.18

37.30
26.19
8.73
27.78

50.79
28.00
21.43

33.33
19.84
11.11
19.84
15.87
3.30

42.40
31.20
12.80
13.60

30.95

39.68

23.02
6.35

33.41
75.40
1.41

17.60
38.40
16.00
28.00

20.80
28.80
19.20
31.20
3.59
57.14

17.46
12.70
27.78
29.37
12.70

1.38 ab

0.55

551 ab

1.16 ab

0.56

Med Only
(N=436)

%orM SD

79.03
-0.83

28.05
13.65
16.09
42.30

76.27
12.21
11.49

22.81
14.98
9.68
31.11
21.43
3.33

35.25
34.33
8.29
22.12

26.67

44.60

20.46
8.28

37.46
75.35
1.74

27.36
36.90
16.32
20.23

11.75
32.49
20.28
35.48
3.51
52.30

51.61
3.44
19.50
4.36
21.10

1.234 bc

0.52

5.46 abc

1.30 abc

0.70

Both
(N=337)

%orM SD

85.89
-0.09

49.85
19.82
13.21
17.12

75.68
8.71
15.62

34.53
19.82
13.81
15.02
16.82
3.39

39.64
32.73
11.71
15.92

31.23

40.24

21.02
7.51

35.15
75.68
1.07

32.73
31.83
15.32
20.12

20.96
35.33
19.46
24.25
3.61
61.26

51.50
5.39

23.35
4.49

15.27

1.34 ac

0.50

5.57 bc

1.14 abc

0.60
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Family/friends encouraged treat
Strongly encouraged
Encouraged
Discouraged
It was mixed
Not asked, does not apply, dk

Fam income (1k units)

Education (years)

Private health insurance

Has a regular doctor

Doctor Cares

Cares a lot

Cares a little

Does not seem to care

Not asked
Race/Ethnicity

White

African American

Hispanic

Asian

Other

Predisposing Conditions

Internal med loc of control

Attitude towards med sci

Religiosity

Infertility stigma

4.36
14.16

4.58
20.92
55.99
43.00
12.81
55.12
78.21

61.87
18.52
6.10
13.57

56.43
18.95
18.74
4.79
1.09

3.00
3.32
0.10
2.74

28.77 a
265 a

0.51
0.40
0.59
0.48

a
a

7.87
18.90

5.51
34.65
33.07
57.51
14.19
65.87
82.54

62.70

26.19
5.56
5.56

61.90

18.25

11.90
6.35
1.59

2.97
3.41
0.08
2.81

30.17 ab
2.88 ab
0.45
0.36
0.66 b
0.51

20.23
27.59
5.06
21.61
25.52
52.93
13.10
66.90
87.36

73.10

16.78
5.75
4.37

61.61
11.08
19.54
6.90
0.92

2.95
3.34
0.13
2.68

32.74 ac
2.78 bc

0.50
0.43
0.66
0.52

b
c

13.77
30.54
3.89
28.83
22.82
67.11
15.11
81.68
90.69

69.16

22.75
3.89
4.19

67.96

12.57
7.49

11.38
0.60

2.96
3.42
-0.04
2.73

31.51 abc
2.73 abc

0.50
0.43 ab
0.68 abc
0.56

139

*k

Note: N = 1,352 Subsample of women from the National Survey of Fertility Barriers
Chi-square tests performed for categorical variables. ANOVA with Tukey post-hocs for continuous variables.
% provided for categorica variables; M and SD provided for continuous variables.
For Tukey post hocs, groups which share a letter are significantly different from each other.

*p<.05; **p<.01; **p<.001.
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Table 5. Descriptive statistics self education activities

None Internet Only Medical Only Both

Offline Self Education Activities % % % % P
Read Scientific Articles 27.89 67.20 42.03 68.47 xkk
Read a Book 18.78 60.80 36.64 69.67 xxE
Contacted a Support Group 3.05 7.94 8.97 24.92 il

Note: N = 1,352 Subsample of women from the National Survey of Fertility Barriers. Table displays
percent that responded "yes" to each activity.

Chi-square tests performed for categorical variables.

% provided for categorical variables.

*p<.05; *p<.01; ***p<.001.



Table 6. Descriptive Statistics of Activities Engaged in Online by Help Seeking

Independent Variables
Looked info about treatment

Often

Occasionally

Seldom

Never
Looked for medical articles

Often

Occasionally

Seldom

Never
Email communication with doctor (ever)
Evaluate a Doctor or Clinic (ever)
Participated in Online Support Group (ever)

Internet Only
(N=92)

%

5.49
12.09
17.58
64.84

23.03
50.55
17.58
8.79
17.39
20.88
19.57

Both
(N=199)

%

24.62
28.64
15.58
31.16

26.50
36.00
27.50
10.00
20.60
40.20
22.00

*k%

ns

ns

*%

ns
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Note: N =291 Subsample of women who went online in previous three years from the

National Survey of Fertility Barriers

Chi-square tests performed for categorical variables.
% provided for categorical variables.

*p<.05; **p<.01; **p<.001.

*p<.05; **p<.01; **p<.001.



Table 7. How online information affected thinking

Internet Only

Online Information Affected Thinking %
Info encouraged to see doctor
Strongly agree 9.78
Agree 39.13
Disagree 44.57
Strongly disagree 6.52
Ask new guestions about getting pregnant
Strongly agree 12.09
Agree 42.86
Disagree 40.66
Strongly disagree 4.40
Understanding health issues that impact pregnancy
Strongly agree 20.65
Agree 66.30
Disagree 13.04
Strongly disagree 0.00
Easier to work with doctor regarding treatments
Strongly agree 4.55
Agree 44.32
Disagree 45.45
Strongly disagree 5.68
Info discouraged from seeking treatment
Strongly agree 1.08
Agree 11.83
Disagree 76.34
Strongly disagree 10.75

Both

%

18.97

51.79

26.15
3.08

23.82

50.52

22.68
3.61

27.69
64.62
7.18
0.51

16.22

54.05

27.03
2.70

1.04
4.15
68.39
26.42

*%

*%

ns

*%

*%
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286

286

286

273

285

Note: Subsample of women from the National Survey of Fertility Barriers.

Chi-square tests performed for categorical variables.
% provided for categorical variables.
*p<.05; **p<.01; **p<.001.



Table 8. Most helpful source of information about getting pregnant
Internet Only Both

(N=92) (N=199)

Sources of Information

Articles in pop magazines 4.40 2.51
Articles in tech journals 3.30 2.51
Books 4.40 7.54
Support groups (not online) 0.00 5.00
Internet 51.65 52.76
Internet support groups 0.00 4.02
Professionals on the internet 1.10 1.01
Info from family and friends 7.69 3.52
Professionals (not internet) 10.99 7.54
Other/don't know 16.48 16.08

Note: N =291 Subsample of women who went online in the previous
3 years from the National Survey of Fertility Barriers
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Table 12. Social Support by Predisposing, Need, Enabling, and Type of Help

Seeking Indicators

Model One Model Two

Variable B SE P B SE P
Predisposing
Internal med loc control .068 .034 ** 069  .034 **
Attitudes toward med sci 004 .041 009  .041
Religiousity 070 .026 * .068  .026 *
Stigma -009 .033 -006  .033
Need
Perception of fertility problem -073 041 * -064  .041 *
Fertility Intentions 010 .018 021 .018
Desire for a Baby

Definitely yes (Omitted)

Probably yes 041 .052 036  .053

Probably no 023 .063 019 .064

Definitely no .048 .060 047 061
Subfecund

Subfecund, intent (Omitted)

Subfecund, no intent 047 046 039 047

Other fertility barrier 031 .049 028  .049
Partner like a(nother) baby

Definitely yes (Omitted)

Probably yes -.049 .059 -047 059

Probably no -039 .070 -035  .070

Definitely no -046 .063 -045 063

Not asked 19 143 A31 143
Importance of motherhood .003 .040 -003  .040
Children impt to partner

Strongly agree (Omitted)

Agree -068 .046 * -065  .046 *

Disagree, strongly disagree -037 .070 -038 .070

Not asked 050 .149 056 .149
Children impt to parents

Strongly agree (Omitted)

Agree 027 .043 027 .043

Disagree, strongly disagree -024 .053 -.021 .053

Parents deceased, don't know -041 .067 -040  .067
Enabling
Age (25-45) 034 .003 028  .003
In a relationship -.005 .068 -004  .069
Parity -084 015 * -088 016 *
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Talked to others
Often (Omitted)
Occasionally
Seldom
Never
Talked to similar others
Often (Omitted)
Occasionally
Seldom
Never
Friends pursued treatment
Partner encouraged treat
Encouraged (Omitted)
Discouraged
It was mixed
Don't know
Not asked
Family/friends encouraged treat
Strongly encouraged (Omitted)
Encouraged
Discouraged
It was mixed
Not asked, does not apply, dk
Fam income
Education (years)
Private health insurance
Has a regular doctor
Doctor Cares
Cares a lot (Omitted)
Cares a little
Does not seem to care
Not asked
Race
White (Omitted)
Non-white
Type of Help Seeking
None (omitted)
Internet only
Medical Only
Both
Intercept
Adjusted R-square

.066
.049
-.057

-.068
-.119
-.136
025

.048
011
043
-.208

-.055
-.071
-.023
-.002
.078
144
.035
011

-.065
-.096
-.040

-132

201
181

047
057
.081

.054
.057
.055
.036

074
047
.061
145

.060
.095
.063
.084
.008
.007
.046
.062

.043
075
.085

.038

129

* .064
.046
-.054

-.067

** -122
* -135
.028

.045
.006
.040
-.232

-.057

* -.070
-.024

-.018

* .085
b 153
.036

.010

* -.065
* -.097
-.048

b -135

-.052

-.049

.067

* .348
182

.048
.057
.081

.054
.057
.056
.036

075
047
.063
146

.060
.095
.063
.085
.008
.007
.046
.062

.043
075
.086

.038

.064
.046
.053
132
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k%

*%

*%

Note: N =1,352 Subsample of Women from the National Survey of Fertility Barriers

*p<.05; **p<.01; **p<.001.
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Table 13. Social Support by Type of Help Seeking, Predisposing,
Need, Enabling, and Internet Activities Indicators

Variable B SE P
Type of Help Seeking
Internet Only (Omitted)
Both -.040 .092
Predisposing
Internal med loc control .080 077
Attitudes toward med sci -.039 .092
Religiousity .054 .049
Stigma -.108 .068
Need
Perception of fertility problem 014 .098
Fertility Intentions 233 .039 **
Desire for a Baby
Definitely yes (Omitted)
Probably yes 146 105
Probably no 047 A76
Definitely no A27 176
Subfecund
Subfecund, intent (Omitted)
Subfecund, no intent .011 108
Other fertility barrier 012 .098
Partner like a(nother) baby
Definitely yes (Omitted)
Probably yes .087 115
Probably no 130 155
Definitely no 134 169
Not asked .588 .305 *
Importance of motherhood -.056 .081
Children impt to partner
Strongly agree (Omitted)
Agree -.075 .091
Disagree, strongly disagree -.239 147 *
Not asked 426 433
Children impt to parents
Strongly agree (Omitted)
Agree .039 .085
Disagree, strongly disagree -.008 114
Parents deceased, don't know .023 145
Enabling
Age (25-45) 137 .007

In a relationship -012 141



Parity
Talked to others
Often (Omitted)
Occasionally
Seldom
Never
Talked to similar others
Often (Omitted)
Occasionally
Seldom
Never
Friends pursued treatment
Partner encouraged treat
Encouraged (Omitted)
Discouraged
It was mixed
Don't know
Not asked
Family/friends encouraged treat
Strongly encouraged (Omitted)
Encouraged
Discouraged
It was mixed
Not asked, does not apply, dk
Fam income
Education (years)
Private health insurance
Has a regular doctor
Doctor Cares
Cares a lot (Omitted)
Cares a little
Does not seem to care
Not asked
Race
White (Omitted)
Non-white
Activities Online
Info about a specific treatment
Often (Omitted)
Occasionally
Seldom
Never

-.161

-.026
-.055
158

-.005
072
125
107

A27
-.030

.065
-1.166

.026
-.120
-.094
-.393
-.048
078
.043
-.058

- 404
-227
-.090

-.004

-016
-040
-044

.036

.098
123
.206

103
116
13
074

142
091
148
523

12
223
120
202
018
013
108
132

.084
A71
229

075

A1
21
112
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Articles about getting pregnant

Often (Omitted)

Occasionally -.023 .094

Seldom 116 103

Never .060 129
Email communicate with doctor (ever) .035 103
Evaulate doctor/clinic (ever) -118 .078
Internet support group (ever) .070 .096
Intercept .042 274
Adjusted R-Square 209

154

Note: N =291 Subsample of National Survey of Fertility Barriers, Women Who Went

Online in Previous Three Years
*p<.05; **p<.01; **p<.001.
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