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ABSTRACT


After reviewing some of the relevant literature, the writers proceed to describe a new development in psychotherapy for couples presenting with relatively unexplained infertility. Several couples who had failed to achieve conception (despite the use of assisted reproductive techniques and personal psychotherapy) were brought together into a supportive-expressive group led by the writers, an experienced analytic cotherapy couple. An interesting outcome is described, and mention made of current plans for a future research project.

In terms of quantitative scientific research, the evidence for psychogenesis in infertility is limited and inconclusive. In addition, many individuals and couples with serious psychological problems produce babies, while many couples seen as reasonably ‘normal’ do not. However clinical experience suggests to the writers that the psyche has an important part to play in bringing about many cases of unexplained, or relatively unexplained, infertility (Christie, 1998; Christie & Pawson, 1988, 1989). An example of this would be where a woman is not yet ready to allow a child to come, but for certain reasons has to disavow the negative side of her ambivalent feelings, while warding off awareness of this in an apparent frenetic wish to conceive.

The psychoanalyst, Luis Feder, includes the infanticidal wish in his concept of ‘preconceptive ambivalence’ (1980), an ambivalence towards pregnancy present in all of us, i.e. a wish to have a baby, accompanied, at varying levels of consciousness, by a wish to prevent the baby coming, or to destroy it. This is an ambivalence experienced not only before birth, but also during pregnancy and after the baby is born. Feder emphasises a universal degree of repression in relation to this ambivalence, seeing the universality of the infanticidal component as matched by the universality of its denial.

According to Feder, preconceptive ambivalence, contributing to the inner conflicts we all have as parents, continues to exert its influence during the ensuing development of the child. For example, he sees it as an important factor in the genesis of the Oedipus complex. It certainly applied to the legendary Oedipus himself, whose parents pierced his feet and then gave him to a shepherd to be put out to die on the mountain. As Steiner (1985) points out, it is not only the characters in this story who ‘turn a blind eye’ to the truth of murderous and incestuous impulses. Each one of us has to struggle with an inclination to do the same.

‘Good-enough’ parents can own some awareness of this ambivalence, come to terms with it, and articulate both love and hate feelings towards the baby. They can then proceed to allow their growing children space in which to own and express feelings of love and hate back towards them as parents, helping the children to open up playful avenues for the generative transformation of their destructive impulses, facilitated by a shared family humour. For this to come about there needs to be a quality of early maternal holding and capacity for reverie and empathy, and an early holding shared by both parents, providing a safe and generative containment for the newborn infant. Father has an increasing significance here in helping mother provide space and facilitation for the emergence of play and humour, and for a gradual, sensitively handled disillusionment of the child’s early infantile omnipotence (Searles, 1965). There is also the shared parental capacity for allowing healthy and containing triangulations that can facilitate the actualising and working-through of oedipal and sibling rivalry anxieties. This same shared parental capacity becomes important again in adolescence in providing a sound structure in and against which the adolescent can rework a hormonally intensified revival of infantile conflicts, and go on to achieve an increasing separation and a consolidating and increasingly integrated sense of individual identity.

However other couples find the preconceptive ambivalence unbearable and proceed to disavow it, or express only one side of it, e.g. in voluntary childlessness or legal abortion. Many couples with unexplained or relatively unexplained infertility who come to us for help have become increasingly preoccupied with the desire for the baby. The negative side of their ambivalence has become deeply buried, inaccessible, and unable to be articulated. A woman may become so free of anxiety through this psychic repression that she can assert, ‘unambivalently’, her conscious wish to become pregnant. A difficulty in repressing more intense ambivalent feelings may then lead on to an increasingly defensive overidealisation of pregnancy, and a frenetic need to conceive at any price. ‘Give me children or I shall die!’ as Rachel cried out to Jacob (Genesis, Ch. XXX).

Different degrees of Rachel’s attitude can be found among many seeking help with assisted reproductive techniques. Any involvement with modern reproductive technologies increases a preoccupation with the desire for the baby and actively discourages exploration of the negative side of the ambivalence. Several of the couples we have seen have failed with such assistance.

UNEXPLAINED OR RELATIVELY UNEXPLAINED INFERTILITY

According to Freud, the purpose of psychoanalysis is not so much to provide answers but more to open, or reopen, the questions. The questions we wish to reopen here have to do with variation in levels of fertility, and they emerge from our experience with several women in individual and group psychotherapy who have conceived, carried and successfully delivered babies after varying periods of infertility or subfertility, and sometimes following protracted and unsuccessful fertility investigations and treatment.

The unconscious processes involved in unexplained infertility can be quite subtle, going deeper than anything represented in currently popular concepts of stress and its management. We are referring to a deep readiness to allow a baby to come, or a temporary or more lasting inhibition of that readiness. Anyone working with cases of unexplained or relatively unexplained infertility must be able to provide a setting in which the individual or couple can explore, in an unhurried way, the hidden and sometimes moving conflicts that may lie behind such an unconscious holding-back from successful conception. In our experience such an approach can be greatly facilitated by the containment and opportunities for a sharing of feelings provided by inclusion in a group, led by an experienced cotherapy couple. Such an unhurried exploration of feelings, in our view, should be undertaken before any couple is fully launched into our established programmes of skilled technological intervention, even with women presenting relatively late in the reproductive years.

Perhaps we need to keep in mind the words of two German workers in the field (Petersen & Teichmann, 1984) who said ‘a baby will come when it wants to come’ and try to deepen our understanding of what this means. We must take time to deepen our understanding of the problems we face before we take action. Such an attitude, according to Petersen and Teichmann, will increase our awareness of a deeper level involved in the creation of a human being. It will enable us to make contact with aspects of conception or its inhibition that go deeper than our current fragmented knowledge of physiological processes, and deeper than our current notions of external stress. Petersen and Teichmann are attempting to describe a level incorporating such phenomena as feelings of certainty, perceptual aliveness and sudden sense of a three-person situation that can characterise the onset of conception for a couple who are ready to allow a baby to come and to nurture it.

We know very little about this deeper level. We need a pooling of information, not only from our physicians and physiological researchers, but also from our infertility counsellors, psychoanalysts, sociologists and anthropologists. These should include workers like Dr Ann Morgan, Dr Campbell Paul and Frances Thomson-Salo in Melbourne who are interested in the most subtle aspects of the interaction among mother, father and baby, both in anticipation (preconception, prebirth) and in actual interactions postnatally (Paul & Thomson-Salo, 1997).

PSYCHOGENIC FERTILITY IN THE WOMAN

The motivational problem in motherhood for any woman does not lie simply in having ambivalent feelings about producing children, for the existence of such feelings is universal, and heightened for Western women by their increasing freedom to seek higher education and careers.

In exploring this area, it can be helpful to consider what characterises those women in which a readiness to deliver and mother a child has begun to prevail over all other feelings. Erik Erikson (1963) was thinking about women who have reached this stage when he coined the term ‘generativity’ to express the human need to take care of a child, and be responsible for its upbringing.

Generativity implies a primary interest in establishing and guiding the next generation, and Erikson believed that this emerges predictably in each one of us when and if we reach a certain stage of psychosocial maturity. This means not only having the capacity to take responsibility for our own lives through achieving a sound sense of self, but also the emerging ability to lose ourselves in a meeting of bodies and minds, in other words, a capacity for a deep intimacy with another adult. According to Erikson these achievements in a woman lead to a gradual expansion of her interest and instinctual investment to include a child who has been generated and accepted as a responsibility. The same considerations apply to the male partner. We need to have two people, each with a defined sense of personal and sexual identity joined in a fond and cooperative (meaning a generatively ambivalent) relationship, both ready, to care for the child as a couple and accept a long period of responsibility for its upbringing.

According to Dinora Pines (1990) a woman with unexplained infertility has often failed to achieve the dual maturational tasks of establishing a sufficient degree of identification with her mother’s maternal function and a sufficient degree of separating and individuating away from that mother. This may mean that her husband or partner has not been able to provide a quality of relating sufficient to help her complete a move in the direction of consolidating her capacity to take responsibility for herself away from the family of origin.

Such a woman often possesses deep ambivalent feelings towards both her own mother and the fantasied infant. She may be unable to own fully consciously her underlying hostility either towards the mother or the fantasied infant. A genuine love for her mother may be buried beneath an intensified compliance with what she believes are her mother’s wishes (e.g. having to ring her every day), a compliance that represents a defence (reaction-formation) against awareness of the depth of her hostile feelings. It represents a negative link to the mother.

Her genuine capacity to care for any future infant is sometimes hidden away beneath an idealised, frenetic need to become pregnant. Such a conscious need represents a denial of her infanticidal wishes. However, in a paradoxical way, her latent capacity for care, ie. for sensing what is best for her child, may still be operating through the inhibition of her reproductive processes, an inhibition that derives from a deep, unconscious awareness of not being ready to allow a baby to come, and to nurture it.

A study by Brazelton and Als (1979) appears to have some relevance here. These two workers followed a group of primiparous women through their antenatal and postnatal experiences. Some of these women became so emotionally upset, at times during the antenatal period, when interviews, in a psychoanalytic setting, uncovered anxiety of almost pathological proportions, that the interviewers felt inclined to make an ominous prediction about their capacity to adjust to the new role of mothering. Yet when these women were seen in action later as mothers, the very anxiety and the distorted unconscious material had clearly become a force for reorganization and readjustment to the important new role. These particular women had become successful mothers. They were women who could live with derivatives of their own ambivalent feelings, and any related anxiety, i.e. who were not excessively defended against awareness of such feelings. Winnocitt (1982a, 1982b). Brazelton & Als (1979), Pines (1982, 1990) and others, in different ways, have shown how these qualities also facilitate the emergence of a healthy relating between mother and baby.

So if a woman isn’t ready to face the maturational crisis of pregnancy and the uncovering of deeply ambivalent feelings, her creative urges may become blocked, at least temporarily. An analogy for any such defensive lowering of fertility might be found in the way an adolescent can adopt a recognisably defensive position (e.g. temporary asceticism) until the individual ego strengthens enough to be capable of managing hormonally intensified libidinal and destructive impulses.

A number of early American papers are relevant here, including Rubinstein (1951), Ford et al. (1953), Rothman et al (1962) and McLeod (1964). All these workers reported upon the frequent finding in infertile women of repressed hostile feelings towards their own mothers, warded-off by a defensive overprotectiveness, such as an obligation to maintain daily telephone contact with them. This repressed hostility was also leading these women to fear, subconsciously, that if they became mothers they would hate their own children and be hated by them in return. In analytic treatment, as the women became aware of how much underlying hostility they felt towards their mothers, they started to make contact with the genuinely loving side of their ambivalent feelings, and started to relate authentically with the mothers, rather than overprotectively, usually with a positive response from the mothers. Almost all the women conceived during or shortly after a period of analytic treatment that enabled them to achieve further increments of separation-individuation from their mothers.

PSYCHOGENIC INFERTILITY IN THE MAN

In the study of reduced or absent spermatogenesis, there is an extensive field of well-documented research into organic pathological processes, but for some reason the possibility of a psychosomatic process seems largely to elude the interest of clinical research teams, psychiatrists, and even psychoanalysts, despite the fact that an organic basis can be established in only a minority of cases. Why is this so? Perhaps it is a surviving expression of an earlier reluctance to look closely at male infertility at all. Up until relatively recently, the woman partner was often subjected to some sort of diagnostic surgical procedure before the male partner was investigated.

There is, however, this one striking and macabre report of psychogenic inhibition of spermatogenesis in the literature. de Watteville (1957) refers to a German book by Stieve, who examined the testicles of men convicted and executed shortly after committing rape. Even in cases where the rape had allegedly led to pregnancy, the autopsy material without exception showed complete inhibition of spermatogenesis and complete absence of spermatozoa. If a woman is sentenced to death in similar circumstances her uterus begins to bleed within hours, no matter where she is in her menstrual cycle. The rapidity of these processes, evoked by fear of death, suggested a neurogenic, rather than hormonal, mechanism. The starkness of the pictures seems to provide an allegory for the primary forces of life and death. There can be no doubt about the power of the human psyche here.

INFERTILITY AND THE COUPLE

Unexplained or relatively unexplained infertility should always be first explored as a conjugal or couple phenomenon. At times deeper psychotherapeutic exploration may be indicated with one partner, but this should be augmented every now and then by further sessions with both together. We need to keep in mind the psycho-physiological processes arising in two people, and allow for the continuing effect of each individual upon the other, in a particular psychosocial setting. It is interesting to note that instances are recorded where fertility has started to decline in one partner as it begins to return, as a result of treatment, in the other.

Patients Treated with Individual and Group Psychotherapy

Over a period of many years, thirty-five patients with unexplained or relatively unexplained infertility have been referred for psychological assessment (Table 1).

Twenty- four of the women partners involved had never conceived previously. Of the other eleven, five had given birth to at least one child many years earlier, and two had voluntarily terminated earlier pregnancies. Four women had conceived and miscarried (two of these repeatedly). Two of the ten had a history of one ectopic pregnancy.

TABLE 1

35 unexplained or relatively unexplained infertile

· 24 never pregnant before


· 5 previous birth or births

· 4 past miscarriages

· 2 pervious terminations

21 mothers have conceived

· 7 after initial sessions

· 14 after psychotherapy (individual and/or group)

21 babies born (incl. 2 sets of twins). 2 pregnancies continue, and 2 miscarried; 6 of these mothers have proceeded to deliver at least 1 additional baby

14 women have failed to conceive

· 5 continue in therapy

· 9 have stopped therapy

Of the thirty-five cases referred, initial exploratory sessions only were conducted with ten. One couple came from New Zealand for evaluation, and the woman was subsequently referred to an Auckland psychoanalyst. In twenty-five cases, the woman partner or the couple has come into individual and/or group psychotherapy.

Of the thirty-five cases seen, twenty-one of the women partners have proceeded, sooner or later, to conceive. In seven cases conception has followed the initial evaluation sessions. In fourteen cases conception has occurred after the onset of individual and/or couple group psychotherapy.

Fifteen single babies and two sets of twins have been born to these twenty-one women. Two pregnancies miscarried, and two pregnancies continue. One baby came from a second pregnancy after an initial one during psychotherapy miscarried. In total, nineteen babies have been born so far, and eighteen babies have survived (one pair of twins were born prematurely, and one of these babies died). Six of these twenty-one women have gone on to deliver at least one additional baby at a later date.

Of the twenty-one women who have conceived, four presented with unexplained infertility, two with a gynaecological diagnosis of ‘hostile cervical mucus’, one with a report of immature ova, two with endometriosis, and three with a story of repeated spontaneous miscarriages. Three had had unsuccessful IVF cycles and two had experienced monthly AIH (artificial insemination husband) injections over an extended period. Fourteen women have failed to conceive. In five cases treatment continues, and the remaining nine women have stopped coming to therapy.

THEMES EMERGING IN OUR PSYCHOTHERAPY SESSIONS

Before proceeding to describe the group experience itself we would like to set out a number of interesting themes that have emerged in the course of our individual and group work.

There has been frequent emphasis upon feelings of isolation – the conviction, particularly on the part of the women, that no one can understand or sympathise with how they have been feeling. The women often feel that they are surrounded by people becoming pregnant, a fantasy seeming to arise out of their intense preoccupation with pregnancy, seeing everybody in this light, i.e. being pregnant or not. There is often intense envy, even hostility towards pregnant women, leaving the infertile woman feeling hurt, tearful, and dreading any meeting up with a pregnant relative, colleague or friend. Intense distress can be felt at the onset of each period, becoming worse as the months pass.

There are usually hostile and often enmeshed relationships with their own mothers, the women seeing the mothers either as controlling and demanding, and their own past as infantilised, or as having ill, demanding and infantilised mothers, leaving the daughter in the position of carer.

The couples are usually seen as close, with the husband seen as agreeing with the wife about her relationship with the mother but not able to help the woman separate sufficiently from her. The husband is seen as distant, wanting to be helpful but seeing it as ‘women’s work’. Then there is the relationship of the man with his father. The fathers are often seen as remote, or unsympathetic to feelings, or as inarticulate in their expression of emotion.

Sometimes there is a history of death or suicide – a violent, sudden death in parent or significant sibling, leaving the patient caring for the other parent, or guilty about the death in some way, with a sense of not really being helped with the grieving process.

THE INFERTILE COUPLES GROUP

Over the last two years we have become increasingly interested in the therapeutic possibilities of introducing a group experience to couples that present with unexplained or relatively unexplained infertility, seeing this as adding a valuable dimension to earlier individual psychotherapeutic exploration and couple sessions.

We proceeded to invite four couples to form a group, and started to meet biweekly at night. After a few sessions one wife announced that further gynaecological investigation had revealed complete blockage of her fallopian tubes. She acknowledged the help she had received from earlier individual and couple sessions, enabling her to achieve further separation from her own mother and gain a better understanding of the difficulties arising from being the good, compliant, eldest child in her family. However she and her husband had decided to discontinue group sessions and proceed to try IVF. She conceived with the very first attempt and went on to deliver a baby boy.

A second couple also had to withdraw when the husband was transferred in his field of work to London, whilst another couple withdrew. Two more couples accepted our invitation to join the group, and joined the remaining couple. Group sessions with these three couples began in July 1996.

Couple A

Mr and Mrs A were in their mid-thirties. Mrs A married at 30 and conceived in the first year of marriage. She had apparently become very tense and nauseated, and sought termination at eight weeks. At 32 she decided that she now did want to have a child. Mr A was not keen about the idea himself but agreed to support her.

Mr and Mrs A had tried over a period of several years, with no further conception resulting. Mrs A would ovulate around the fourteenth day and would then become tense, complain of swollen breasts and find it hard to allow Mr A near her. Prior to the group sessions Dr Christie had seen Mrs A in individual psychotherapeutic sessions for over a year, with periodic couple sessions. IVF had been attempted once without success. Nine eggs were retrieved with ovarian stimulation, but none achieved fertilisation.

Couple B

Mr and Mrs B were also in their mid-thirties. They had been married for six years and trying to conceive for five years. Mrs B had lived with another man in her twenties, had conceived once then, but had proceeded to have a termination. Mr and Mrs B didn’t like the idea of IVF, and were wondering about adoption.

Couple C

Mrs C was 41 when she came to see Dr Christie in 1996. This was her second marriage. She had never conceived in her life and had been trying to conceive with Mr C for eight years. She had also been in individual psychotherapy for eight years. Mr C’s feelings were against the idea of having children, but he was prepared to support his wife’s wish to have a child.

Mrs C said she had been told that she formed antibodies to male sperm. IVF had been attempted in 1995. There had been seven egg collection cycles; sometimes no eggs were found, three times fertilization failed and any embyros that did form apparently appeared immature.

With our background of working together as group cotherapists in conducting weekly analytic groups for almost twenty years, we were both struck with the sense of overall containment, cohesion and trust that quickly developed in this group of infertile couples. This was so even though the group was meeting somewhat irregularly over an eight month period. We found that we often had relatively little to say as therapists, intervening mainly during silences when we felt something was remaining unsaid in the group. Most of the work was done by the group members, this increasing progressively as they felt relief in a sense of containment by the group setting, i.e. a decreasing sense of isolation.

Some particular happenings were of interest. A noticeable early feature in our group was the relief experienced by Mrs C in finding that it was acceptable in the presence of the other group members to own and express the negative aspects of her ambivalent feelings about having a child at 41, and how having a child would interrupt her developing career. Feeling much freer as a result, she decided to have one more IVF attempt, and immediately conceived twins.

Mrs A was able to express intense feelings of envy about this. A manic defence style of relating had earlier characterised Mrs A’s behaviour in the group, but this now began to lessen as she talked with difficulty about her envy, and then was able to confess to the group how she had terminated a pregnancy early in her marriage. There were tearful moments in the group, and one session ended up with hugs between the three women.

Two husbands, Mr A and Mr C, were progressively able to admit and, to some extent, explore their negative feelings about having children. A strong attachment seemed to be gradually developing between the three couples, facilitated by opportunities the group provided for genuine expression of all these difficult feelings.

The group came to an end by mutual agreement in July 1996, following the departure of Mrs C and her husband, late in the pregnancy. Mrs C eventually went into labour, and delivered a boy and a girl.

Couple A and Couple B agreed they would like to join a new group planned for late 1997 or early 1998. But late in the year Mrs A rang Dr Christie to say that she and her husband had decided she would have one more IVF attempt. She had done so, and she also had immediately conceived twins. Then early this year, Dr Christie received a phone call from Mrs B to say that she and her husband had changed their minds about IVF, had sought this out, and that she, too, had conceived with the first attempt.

So four couples have been able to achieve immediate success with their first IVF attempts taken after inclusion in our group (two of the couples having failed earlier IVF procedures). They have all been adamant in feeling that their individual and group experiences played a significant, and even crucial role in bringing about the eventually successful conceptions, after their many years of struggle and frustration.

The couples have sought our permission to have contact with each other outside the group and we have agreed to this. They have followed this up with a request that they bring their babies in with them to sit in a circle with us for one final group meeting early in 1999.

We began a new group with four couples early in 1998. Three of the wives have conceived naturally during the continuing life of this group. One baby has been born, but the other two pregnancies have miscarried. The fourth wife has decided against parenthood, and has resumed taking the pill.

DISCUSSION

Our findings suggest to us that the initial requirement for most individuals or couples with unexplained infertility is to have someone provide a sound containment or holding, and a capacity for real listening. We now believe this is an experience best provided in initial individual and couple sessions, often to be augmented by a group experience (preferably led by an experienced cotherapy couple). We also believe that the psychotherapeutic approach outlined above should accompany the use of any assisted reproductive technique, i.e. that the two approaches can and should be integrated with each other.

The genuine containment and listening will allow time and space for a gradual exploration of feelings, and the subsequent growth of inner understanding that can follow from this. Just as an increasing awareness of contrary feelings can facilitate a creative impulse in us all, so, apparently, can an increased awareness of a whole range of feelings about the prospect of conception help individuals and couples to gain more access to their own creative potential as future parents.

However we do realise that all of us in this field are still only in the earliest stages of uncovering basic human bi-psycho-social truths relevant to the overall understanding of human reproductive functioning and the variable levels of fertility in our communities. If we are to understand these matters more fully, a continuing collation of insights from a wide spectrum of research areas will be necessary. Two academic gynaecologists and an emeritus professor of endocrinology have already expressed interest in our results. In early 1999 discussions will ensue to see if we can work out a satisfactory controlled study for our work. We hope to be able to report upon this at a later date.
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