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Thesis Summary

Background: Parenthood is a central goal for most people. Fertility trends
indicate an increasa the number of people experiencing unmet parenthood goals
(UPG),defined as not having children or fewer children than desired. Facing a UPG
can trigger loss and grief, potentially leading to a difficult adjustment process.
Currently there is limited krwledge about what support for people with UPGs
should comprise and there are no accessible evidwss interventions to support

this population.

Aims: Thi s t hesi s06 a actessibkegesdarmhfodnedvaad op an

evidencebased interventioto support people with UPGs, named MyJourney.

Methods: Various methodologies were used. A prospective mixed methods
study toinvestigate the acceptability of an initial prototype of the intervention; a
mixed methods online survey study to gakdepth uinderstanding of how childless
by circumstance individuals adjust to their UPG and their support needs; a phased
development process of MyJourney following MRC guidance to develop complex
interventions; and a randomised controlled feasibility trial to deter whether

MyJourney, and the study protocol, were feasible.

Main results: The main findings from the studies undertaken demonstrate
there is demand for support across different pathways to a UPG (e.g., unsuccessful
fertility treatment, childlessness byrcumstance) and that its delivery as an online
self-guided intervention is acceptable to people with UPGs. The phased development
facilitated clarity regarding the active ingredients and design prinaples
MyJourney, to maximise its acceptability, atelelop the final MyJourney

prototype Findings from the feasibility RCT indicate MyJourney is acceptable,



il
feasible to implement as an online sgliided tool, and demonstrated limited

efficacy. Its development process can move forward to a full scalei®R@aluate

efficacy.

Concluson: The work in this thesis contributedttee emergent research on

UPGs and demonstrated it is possible to devafapdeliverevidencebased support

for people with URSs.
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Chapter 1 1
Chapter 1:Introduction and thesis outline

Global increases inchildlessnessand declining total fertility rates
Although most othe demographic literatudoes not report on whether

increasing childlessness or declining fertility rates are involuntary, it is important to
provide an overview of the patterns reported over thesgastraldecades and the
current trends to provide context tbe presenthess. Demographers have drawn
attention to a decline in total fertilit)
children each woman would deliver in her lifetime if the fertility rates by age
observed i n a given(Sghmidtier. R01P . Bigbelowe d c on s |
replacement level in majority of European countrig¢grejka & Sobotka, 2008)

This declineindicates that women are havifeyverthan two children. Imddition to

this, the prevalence of permanent childlessness has followed a U shaped trend over
the past one hundred years, with the lowest levels reported in cohorts from the 1940
followed by an increasgSobotka, 2017)with some European countries more

recently reporting up to 20% of women remaining permtéynehildless(Kreyenfeld

& Konietzka, 2017)The USA hasrecently reported declining levels of childtegsss
(Frejka, 2017)but it is unclear whether Europe will follow this trajectorpunger
cohorts are reporting increased levels of childlessness and postponement of
childbearing Some research suggests ih& unclear whether this will lead to
temporary or permanent childlessn@és8ppen et al., 2017prfewerchildren in the
future.However, other research indicates that thiseasing prevalence of

postponing childbearinfBerrington, 2004)s connected with increased risk of
childlessnes§ Ry bi s k a & addsmallerfamily gized& Dougall et

al., 2012) The trends of increasing childlessness and declining fertility rates are

occurring for numerous reasons, such as parenthood postponement, access to
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contraceptives, and more women in ediaceand work(Leridon, 2006; Mills et al.,
2011) Furthermore, it is estimated that around l@f%6eople experience infertility
(Boivin et al., 2007)defined as failure to achieve a pregnancy after 12 months of
unprotetive sexual intercourdZegersHochschild et al., 2017t is currently

unclear what impact the COVHD9 pandemic will have on the already declining
fertility rates.Berrington et al. (2021Dighlighted the complex and numerous factors
that may influence fertility rates following the pandemic and attempted dicpthe

ongoing fertility trends in the UK, overall concluding that rates will decline further.

Increasing numbers ofpeople are faced with an unmet parenthood goal (UPG)
Most people anticipate that they will have a child or children at some point in

ther life (Lampic et al., 2006; Martinez et al.,, 20060oTh nt on & Young DeM
2001) Parenthood isonsidered m expected part of adult lif®&iggs &
Bartholomaeus, 201&ndsocietal beliefsikely shape theseormative life

transitiong(Heckhausen et al., 2010)

Despite voluntary childlessness becoming more pretyalata from
European cohort studies indicate that on average only 3.2% of chpeieske are
voluntarily childlesgMiettinen et al., 2015andalthoughmore peoplarehaving
one child, having two children is still considered the normthadleal family size
across EuropéSobotka & Beaujouan, 2014; Thomson, 201 alarge studyby the
Australian Institute of Family Studiesjth over 3,000 participants, only up to 5% of
childless patrticipants said they definitely did m@int childrenand on average 60%
of parents with one child said they definitely wished to have anftteston et al.,
2004) Furthermore, research on fertility intentions, desires and outcomes for a
random sample of women inSA demonstrated that significantly more childless

women wanted a child compared to those who didSloteffler et al., 2016)A



Chapter 1 3

recent review has al so i acHildaerahildeedweteh at me |
similar to womer(Hammarberg et al., 2013 imilarly, a study with childless men

in Eastern Europe reported that peraays of childlessness are complex and change

across the life course but for most participants, their childless status was undesired

(MaS2kovsg, 2021)

Thereforejt can be argued thatany people who are childless are likely to
experience this involuntarily and maparents may stilhaintain the goaio have
more children. Fundamentally, if the desired parenthood goal (whether that is one
child or more) is not pursued or cannot be achieved (e.g., infertility), despite having
achild wish, this can result imaUPG. Therefore, a UPG idefined as havingot

having the children oneedired or having fewer children than desired.

Potential pathways to UPGs
To begin to build an understanding of the UPG experience, it is impartant t

explorethe reproductive and demographic literatiorédentify some of the potential
pathwaysAlthough nost of this literaturgparticularly the demographic literature,
does not identifghepresence ch UPG, it can provide some insighitto the factos

that may lead to a UP&or simplicity the next section will focus on two broad
areas: infertility(plus other reasons people might seek fertility treatnesrd)
circumstantial factors. However, it will be demonstrated that for some people, both

areasagether may lead tchildlessness or fewer children

Infertility
Global estimates indicate around 72 million couples experience infefflityin et

al., 2007)and of those who engage wahksisted reproductiteeatmen{ART),
around 2830% of individuals will end treatent without a chilgMcLernon et al.,

2016; Pinborg et al., 2009} is reasonable to suggest that those who are diagnosed



Chapter 1 4

as infertile, or define themselves as infertile, and who engage with fertility treatment
have a child wisliGreil et al., 201Q)Therefore, fi they are unable to achieveeth

desired number of childresith fertility treatmentit is likely they will have a UPG.

Notably, only around half of people diagnosed as infertile semkically assisted

reproductive treatment and even less, up to 25%, will receive tredtBwevin et

al., 2007) Furthermore, een if patients begin treatment there are several barriers

that mean they discontinue before achieving their desired parenthoodugbahs

thefinancial or psychological burdgBrandes et al., 2009; Gameiro et al., 2012)
Thereproductive literature is dominated by participants who have engaged with
treatment as often recruitment occuant fertility clinics (Greil & McQuillan,

2010) Thereforeunderstanding thpresence of UPGs in those who may meet the
definition of i nfert itleatmentislesb dearinallyo donot
many people experience secondary infertility, ddiasb a wo man unabl e t ¢
establish a clinical pregnancy but who has previously been diagnosed with a clinical

p r e g n(@agersHdchschild et al., 201 9ndmay beunable to achieve their

parenthood goaif one child or more

Engaging with fertility treatment for reasons beyond infertility . Other
reasons that people maygage with ART include poor health or iliné3acob et al.,
2003; White & McQuillan, 2006)medical conditions such as Turner Syndrome
(Morgan, 2007)pr cystic fibrosigLissens et al., 1996andpeople who identify as
LGBTQ+ who intendo hawe a biological children). However,as noted above,
engagement with ART does not guarantee parenthood will be achidtiealigh
live birth rates may be higher for people who engage with treatment for other
reasons, e.g., sarsex couplegHuman Fertilisation and Embryology Authority

[HFEA], 2020), they may face barriers to receiving fertility treatmarthe first
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instance For examplefemalesamesex couple®r single womein some areas of
theUK usuallyneed toself-fund 6-12 cycles(depending on locatiorf intra-uterine
insemination prior to being offerddndedin vitro fertilisation(IVF) from the

National Health ServicHFEA, 2020) meaning cost may be a barrier to accessing

treatmento meet their goal of biological parenthood.

Circumstantial factors
The second area focusses on circumstantial factors that could lead to a UPG.

This isan understudied area compared to infertility related factors and most of the
data comes from demographic research whasmotedopften does not report on
whether the people who remain childless or Haweer childrerhave a UPG.

However, there are sevém@rcumstantial factors that may contribtideincreasing
numbers of people experiencing UPGs dms $ection will focus on the most
common, such as not wishing to pursue parenthood alone, socioeconomic factors,

and parenthood postponement.

Not wishing to pursue parenthood aloneAcross Europe, for people who
are not able or are unwilling to pursue parenthood alone, not being able to find the
right partnemwho also wishes to have a child or children, and maintaining this
partnership are considered crai¢actors when addressing reasons for childlessness
(Berrington, 2017; Koppen et al., 2017; Kreyenfeld & Konietzka, 2017; Rotkirch &
Miettinen, 2017; Tanturri & Mencarini, 2008 ome argu¢hat being single is the
most frequently cited reason for childlessngsnnidis & McMullin, 1996)
Changes intte dynamics of partnerships, sucHeser periodor shortemperiods of
cohabitation, have also been linked to increasing childleséimesaara & Fasang,
2017)and reduced family siz&u et al., 2000)Although most studies do not report

on the desired parenthood status of single childless individuals, a large survey study
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in Australia, using national random samples of mehwomen between 289

years, did report that only up 16% of single childless men and women between the
ages of 389 were definitely against having a chilWeston et al., 2004)

Furthermore, being single predicts childlessnie both men and womebata from

the Netherlands Kinship Panel Study reported that women and men who have no
partner during their fertile years could be 7 times and 11.5 times more likely to

remain childless respectivefileizer et al., 2008Despite the advancement of ART
meaning women can pursue their desired parenthood goal alone and men can pursue
parenthood via surrogacthe numbersf patients pursuing these optiaiesnain low

at around 3% and 0.4%. respectively, of all treatment cycles in thg1BEA,

2017)

Sociodemographic factorsThere is extensive demographic literature on the
role of socioeconomic factorghen addressing childlessne$tese factorsonsist
of occupational status, incomand education attainmetuyt it has been challenging
to disentangle causality. Therefore, socioeconomic status can be considered both a
rea®n for, and a consequence, childlessnesg-urthermore, thens a paucity of
reports on parents reportifgwer childrerrelated to socioeconomic factokdnlike
remaining single,iere @peasto begender differences in the relationship between
socioeonomic status when addressing childlessr@ssrall, patterns of increased
education and childlessness are reported for wdBemnington, 2017; Mynarska et
al ., 2015; Ry b i (Eorkesamgde, fM every exima,leve?d 1 9 )
education (on a scale of 1 = did not complete elementary school to 10 =
postgraduate), the odds of a women renngmhildless are 1.14 times higher
(Keizer et al., 2008)but this relationship is not seen in n{&errington, 2017,

Keizer et al., 2008)A suggested explanation for this is that the increased time taken
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to achieve higher academic achievements means that women may be more likely to
be exposed to stiertility following childbearing postponemefKreyenfeld &
Konietzka, 2017)Furthermore a study of Finnish men found that higher educated
men were less likely to be childless and had more children owdrait compared to
men with lower educatiofNisén et al., 2014)And finally, it has been reported that
sustaining employment may increase the odds of a woman remaining childless by
31%, whereas continuous employment for men results in odds being lowered by
36% (Keizer et al., 2008)t has been reported that men with lower income may have
less potential to become a partner and fatRieder et al., 2011whereaverall

women with higher socioeconomic status are more likely to be chil@lessSantos
Silva & Beral, 1997; Keizer et al., 2008jowever it has beemeported that only 2%

of women reporting a choe of career over parenting, often considered the reason
for childlessnes@errington, 2017)Although causality is difficult to determine,

these differences maglate to the gendered approach to child rearing, where the
female may be more likely to have to balance childcare and career responsibilities
is important to note thahanyof the studies mentioned hate notreport on

whether childlessnessr numler of children wasa choice so it is not possible to

infer the presence of UPGs.

Parenthood postponementAs highlighted previously, the pathways
discussed here are complex and are likely to overlap. An example of this is the
postponement of parentho@@eaujouan, 2021; Ms et al., 2011)Over the past
seventy years, a body of literature has focussed on a subgroup of this population,
described as 6postponersé (Call an, 1984) .
first reported in cohorts born in the 1950s (Berrington, 2017). Thigpgraintains

the intention of having children but ultimately do not achieve biological parenthood
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(Tonkin, 2010) Research suggedtsat manyaresimply unaware of the decline in

fertility and therefore do not set out to have children at a reproductivithpuage

(Heffner, 2004) meaning that time tlive birth is longer(Lampic et al., 2006)r no

live birth occurs Other research suggtsreasons for postponement include pursuing

further education, particularly forwoménRy bi Es ka & Morgan, 201¢
Pearson, 2002and reaching the desired socioeconomic status, which may be

accentuated by the economic turbulence caused by the CGO%/fiandemic

(Berrington et al., 2021; Luppi et al., 202This was also reflected in research with
childless men in Denmark and Sweden repol
order6: receive an education, sustain a I
desired financial status before pursuingrtparenthood gogHviid Malling et al.,

2020) Therefore, it can be argued that initially circumstantial factors result in

parenthood postponement and then theralged decline in fertility means

biological parenthood or their desired @athood goal is never achievédguably

this is less of an issue farenas theycanfather children at older ages, in effect

giving them more time to pursue higher education qualificatrameet their desired
socioeconomic status to have childrelowever, particularly for women, fertility

treatment is unlikely tcompensate foanagerelated decline in fertilityLeridon,

2004) Primary infertility, defined as woman who has nevéeen diagnosed with a

clinical pregnancyr aman who has never initiated a clinical pregnaaadfor

eithermeeing the criteria of beinglassified as having infertiltt is reportedly more

prevalent than secondary infertility, arguably due to incngasates of parenthood
postponemeniChandra et al., 2013Although nost oftheliteraturedoes primarily

referto childless individuals, postponement of childbeanmay alsolead tofewer

children The age of first birth is increasifiglathews & Hamilton, 2009ndas
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noted,for women, fecundability, defined as the probability to conceive each month,
declines with age. Therefore, the conception of a second or third child may take
longer or never occuyBillari et al., 2007; Mascarenhas et al., 20Mac Dougall et

al. (2012)interviewed couplewherethe women had given birth to their first child
over the age of 49ears with the assistance of IVF and found pgaaticipants
reportedthathavingfewer childrerthan desireadvasa disadvantagef having a

child at an older age, with two thirds having only one chilterestingly, it may not
only be the biological dedide that is barrier to people childbearing at older ages.
Social deadlines are defined as perceiving that a behaviour can occur too early or,
more relevant to this topic, too late, amiass most European countries, the social

deadlinefor having a childs considered to be 40 years @Rillari et al., 2011)

Overall, being infertile or seeking treatment foretheasons can lead to a
UPG as fertility treatment is not always successful. Other barriers (e.g.,
psychological burden or cost) can also mean fertility treatment is not pursued and
therefore desired parenthood goals are not reached. Circumstantia éact@iso
act as barriers to achieving oneds desir

deadlines are reached before childbearing occurs.

Psychosocial implications
Overall, the research investigating the psychosocial implications of having a

UPG indicate that this is a distressing and difficult experiéHoere are several

theories that caprovide insight into why having a UPG can lead to negative
psychological cosequences. For example, identity theory suggests that the identities
one holdse.g., parenthoodan influence wellbein¢Thoits, 1983, 1986Via a

mediating role of meaning and purpose in life, and the absence of an identity or

disruption to an identity can negatively impact psychological wellb@ihgits,
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1991, 2012)Secondly, a review of research on childlessness and wellbeing from a
life course perspective reported that the childless experience is also likely to be
affected by several factors, including if it is desired or not, the social context, and the
pathway to childlessness, and this should be taken into consideration when
investigatng the impact of childlessness on wellbefignberson et al., 2010)

McQuillan et al.(2012)integrated identity theory and life course theory amguied

that childlessness concerns were related to identity disruption resulting from
childlessness, mediated by the importance placed on parenthood and the perceived
level of choice. For example, an individual who holds a strong belief about the
importanceof parenthood and who is unable to achieve this due to reasons they
consider beyond their control, will experience more identity disruption than someone
who does not place as high importance of parenthood or who feels that they have
more choiceorcontrolti s t heref ore reasonabl e to sug
intentions or desires for children are incongruent with the outcomes, i.e., they are
involuntarily childlessor have fewer children than desireshd they place a high
importance on the pardmiod identity, they may be more likely to experience

distress and a difficult adjustment procelsere is variability in the implications of
having a UPGgender, the social context, and the presence of a partner can shape
this experience. The followingestion will describe the individual, relational, and

social impact of having a UPG.

Individual impact
At the individual adjustment level, research refers to periods of intense grief

and poorer mental health and wellbeing that can persist over time.

Intense and complex griefConsistently throughout tHéPG literature, a

sense of profound loss aptblongedgrief appears central to the UPG experience
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across genders and regardless of the patli@ayneiro & Finnigan, 2017; Hadley &
Hanley, 2011; Koert & Daniluk, 2017; Tonkin, 2010; Volgsten et &l1,2 In-

depth interviews with 10 women and 9 men after failed fertility treatment reported
that the grief process can be hindered through a lack of realisation that they were
grieving or, particularly for men, feeling that they needed to allow their partner to
grieve first, leading to a prolonged grief proc@égslgsten et b, 2010) Often

individuals do not realise that they are grieving as there may be no external
representation of the logMenning,1980) Therefore, the loss can be perceived as
invisible to others, and this appears particularly pertinent for people who did not try
to conceive or attribute their UPG to circumstantial facteert & Daniluk, 2017,
Tonkin, 2010) They may also grieve the loss of the tliey expected to life with
children(Fieldsend & Smith, 2021Yhe grief process for UPGs has been related to
complicated griefLechner et al., 2007¥efined as experiencing intense grief
symptoms for longer than expectéerigerson et al2009) From interviews with
involuntary childless women, interpretive phenomenialaiganalysis reported that

the grief is described as ambiguous and intangible, complicating the grieving process
leading to symptoms consistent with prolonged grief disdiéietdsend & Smith,

2020) Thisis consistent within the reproductive literature providing guidance for
support where the grief iIs described as
(Sewall & Burns, 2006, p. 420urthermore,@search has also shown that
individuals can experienced recurrent grief symptoms following unsuccessful
treatment, for example when their peers become grandpéBatits2013; Daniluk,
2001; Wirtberg et al., 2007n sum, although grief is a noativeresponse to loss,

the grief associated with a UPG appears to be complex and difficult to process.
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Mental health and wellbeing There has been considerable research in the
reproductive literature on the adjustment to WR@er unsuccessful treatment.
Measures of individual adjustment often focus on dimensions of mental health, e.g.,
the presence of depression and anxiety symptomology, and wellbeing, e.g.,
satisfaction with life and quality of lifé/erhaak, Smeenk, Evers, et al., 2007)
Therefore, thedllowing section will focus on mental healénd hedonic and
eudaimonic wellbeingMental health is defined by the presence or absence of mental
illness or disorder (e.g., presence of depressive and anxious symptoru@ogy
thought to represent psychologi distresgVeit & Ware, 1983). Hedonic wellbeing
is describe@s a subjective measuwépleasure, enjoyment amadppinessand
eudaimonic wellbeing is consideredabjectivemeasure of seffealisation

fulfilment, and meaning and purpose in lfiRyan & Deci, 2001).

Overall, having a UPGs associated witlpoorer mental health and
wellbeing.Having a UPQs associated withoorermental health and wellbeingor
example ametaanalysis of the psychosociatplications of a UPG following
unsuccessful treatment demonstrated that peopkriexjge mild to moderate
impairments in mental health and wellbe{@ameiro & Finnigan, 2017Although
this article did not include those who have not engaged with fertility treatment or
who have a UPG for circumstantial reasonseotesearch indicates that it is a
similarly distressing and difficult experiendeor exampledata from the Norwegian
Life Course, Ageing and GeneratiStudy indicated that both life satisfaction
(measured with &isfactionWith Life Scalg and seHesteem (measured with Self
Esteem Scale) scores were significantly poorer for childless women when compared
to mothersalthoughthis finding was not replicated for m@dansen et al., 2009)

This study also reportechalepression, using tl@&entre for Epidemiological Studies
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Depression scal@CESD), finding that parental status was not associdtedvever,
despite this study exploring potential moderating factors, such as marital status, they
did not distinguish betvasn involuntary and voluntary childlessneRssearch

indicates that those who consider themselves involuntarily childless, as opposed to
childless by choice or voluntarily childless, are more likely to report experiencing
negative psychosocial implicatiariSor example, voluntarily cldless women
demonstrated higher levels of hedonic wellbeing, measured with the Scales of
Psychological WelBeing Short Form, when compared to involuntary childless
women(Jeffries & Konnert, 2002)ndicating that theinvoluntarynature of the
childlessnesmay beassociated witlpoorer wellbeingAnotherstudy that did not
distinguish between voluntary and involuntary childlessness did findhiidtess

men and those that did not live with their chéid had lower psychological

wellbeing and mental health compared to men living with children, but that this
association was moderated by being sitiDigkstra & Keizer, 2009)European data
analysed with regression models, from the Survey of Health, Ageing and Retirement
in Europe (SHARE) indicated that at the aggregate level (across 13 countries)
childlessness predicted poorer mental health, measured with the presence of
depressive moodrhis finding was sustained at the regional level for Southern
Europe onlyAlthough in this studychildlessness was not found to predict quality of
life (Gibney et al., 2017)again the voluntary or involuntary nature of the
childlessness was not determinAdongitudinal study in Australiausing data from

10 waves of data from the Household, Income and Labour Dynamics in Australia
study, reportecthat across the life course, the physical and mental health of childless
women varied in comparison with mothers, whimay explain some of the mixed

findings in the literaturdt wasreported that childless women experienced poorer
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mental health, social functioning and emotional related role limitations when
compared to mothers during their reproductive years (age4,tbut this was no
longer true for women over the age of 65 (Graham, 2015).

Intentions towards parenthood and sustaining a child wish caonderate
individual adjustment Intentions towards parenthood and sustaining a child wish
appear to play a role the adjustment process and presence of poorer mental health.
For example, data from the National Survey of Families and Households, including a
large sample (~2,200) of men, women, childless people, and pdoemtd thatthe
process ofettinggoofoné s i nt ent i@goaltb lmavef(moref childreno n e
was associated with increased distress. Although women were also more likely to
experience distress than men, indicating gender differences in adjustment, there was
not a statistically significantiffierence between childless individuals and parents
suggesting they similarly experienced disti@¥bite & McQuillan, 2006) Research
that focused on anxiety used a nationally representative sample of women to
investigate subfecundity, defined as impaired ability to have children in the
demographic Igrature, and the presence of generalised anxiety disorder (GAD)
symptomology(King, 2003) Results indicated that fecundity status, i.e., sterile or
subfecund, was positively associated with anxiety for women who desired a child,
but this relationship wasot apparent for those who did not have this desire. It was
also reported that seeking or engaging with treatment did not moderate these effects.
Supporting this is a prospective cohort study of couples that lasted up to 5 years after
their final treatmentycle. It was found that the childless women who reported that
they were no longer trying to have a child and had turned their attention to new life
goals reported lower levetd depression and anxiety compared to the childless

women who continued to tand get pregnarferhaak, Smeenk, Evers, et al.,
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2005) althoughover al |l t he womends anxi ety and de
baseline levels at the last follow tgnally, across sectional study reporting on

mental health in women 117 years aftefertility treatment reported that, although

parenthood status has a moderating effect and there is a worse impact for those who

are childless compared to parents, a sustained desire for a(nother) child was reported

as a driver for poorer mental health, fmth childless individuals and parents

(Gameiro et al., 2014However, hesestudeswere crosssectional s@ssociations

should be interpreted with caution and causality is difficult to asceRaspit this,

overall, researclBuggests that relinquishing the parenthood goal is distressing and

holding on to a child wisimay be associated wigfoorer mental healtand

wellbeing

Overall, people who had a UPG experience poorer mental health and
wellbeing compared to controls or normative data, and this can persist over time.
Although research with people with UPGs who did not engage with treatment or
attribute their UPG to circunrestitial factors has been carried out to a lesser extent,
the literature indicates that they also experience poorer mental health and wellbeing.
Holistic reports of individual adjustment allow a better insight into the complex

impact of having a UPG.

Relational impact
Whenexploringrelational adjustment, attentiédcusse®n the impact of

this unmet goal on couples ahdw men and women respond through measures of
satisfaction, conflict and support. The consequences of failed fertility treatment and
remaning childless have been reported as worse for women thafiHersen et

al., 2015)and this may affect the overall adjustment of the couple as their perception

of the experience may diffehlthough,Keizer and Ilvanové2017)found that
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childless men are more negatively affected than childless women if the couple
dynamic is poor. Tecouple dynamievas measured using seffported health and
mental wellbeing, relationship satisfaction and relationship conflict, and support
from the partner. Tése findingsighlight that there may be an interaction effect

from a partnership and marriagn how men and women adjust to involuntary
childlessnessSimilarly, some research has suggested that marital status may play a
mediating role between childlessness and mental health and wellG#imgy et al.,
2017; KoropeckyCox & Call, 2007) It has been postulatédat chidless men have
reported being more satisfied with their life than fathers but that this is linked to
having a partner, with those who do not have a partner reporting lower health levels
(Keizer et al., 2009)This finding isconsistent witkearlier work by Akerlod s

(1998) whichreported that general health is better for childless married lirien.
important to consider different aspects of relational satisfadfionflicting findings

have reported on whether experiencing &U4fan weaken or strengthen a
relationship. For exampl83-month longitudinal study with 38 childless couples

after unsuccessful fertility treatment reportbdt acrosshe 3 time points, sexual
satisfaction declined significantlwhich could be attribetd to the effect of trying to
conceiveover a long periodnd then undergoing fertility treatmebtjtno

significant changes were observed for martial satisfa¢bBamiluk & Tench, 2007)
Some research suggests that childless couples may be more likely to separate, as the
presence of children is considered a protective factor in couplesniemtogether
(Kjaer et al., 2014; Matrtins et.aP018)On the other hand, other research suggests
the experience of unsuccessful fertility treatment can strengthen a relationship,
resulting in fewer separatioiiBryson et al., 2000; Sundby et al., 2007; Sydsjo et al.,

2011) It is important to note that many people with UPGs resulting from
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circumsantial factors may not have a partrand if the presence of a partner has a
protective role in adjustment to UPGs, their adjustment could be poorer than those

who have a partner.

Social impact
When addressing soci@hpact the literature has reported the social

isolation and stigma faced by those watkiPGand the role of social support and
social perceptions of normative roles of parenthood on individuals faced with this
challengeMen reported poorer satisfaction with social support than popaolati
norms(Lechner et al., 200 @ndwomenisolate themselves from others with
children(Johansson & Berg, 2003yeople who remain involuntary childless are
also likely to encounter social isolation from their networks as they are unable to
share parenthood experiences with their p@dcCarthy, 2008) Furthermore,
childrenare often the link to the commity and enable connections to local
networks (Keizer et al., 2009} hildless individuals who live in pronatalist societies,
such as nations-abr above replacement fertility, compared to those who live in less
pronatalist societies, report poorer ldatisfaction and lower happiness than people
with children(Tanaka & Johnson, 201&)jowever, data was not collected on
involuntary and voluntary childless status and causality is not élealysis on 30
interviews and 41 questionnaires from involuitachildless women highlighted the
perceived stima experienced, due to the related socially discreditable identity of
being childless, leading to a desire to control the information they shared with others
and avoid those who made them feel particularly uncomfor{&hbdl, 1986). Other
research with Israeli women has shown that this stigma can be particularly
challenging when thereorculturally acceptable alternative options to motherhood

(Renennick, 2000)Although these papers are more than 20 years old, more recent
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publications demonstrate that stigma around involuntary childlessness is still present

(Archetti, 2020; Bell, 2013; Stenstrom, 2020)

There is some evidence that social isolation can persist into old age. Elderly
childless individuals have been reported to be more likely to live alone or in
residential care homes when compared to elderly paii€atspeckyCox & Call,
2007)and are less likely to be able to name soméomggve them suppofHogan &
Eggebeen, 1995Theamountof social suppornteceiveds reportedly less for older
childless men and women when compared to parents, but the likelihood of receiving
social support does not differ between these grodjpertini & Kohli, 2017). Older
childless individuals experiencing health issues may be likeig to spend time in
a care home or use other formal support services if they do not have children to
support thenfDykstra & Hagestad, 200,Avhich may place a financial burden on
countries that offer national health support ses. Therefore, research on the social
consequences &fPGsindicate that this experience can be isolating and that this can

continue into old age.

To summarise the UPG experience, having a UPG can have prolonged and
multi-d i mensi onal is hvesaltmat onty affegs theor mentldhealth
and wellbeingbut other areas of functiorg, including how one evaluates their life

and perceivesocial supportleadng to feelings of isolation and stigmatisation.

Limitations in the UPG literature
It is important to note one of the main limitations in the UPG literature, is

that the UPG research often focuseshmnpsychological experience following
unsuccessful fertility treatme(Bameiro et al., 2016; Johansson et al., 2009;
Johansson & Ber@005; KuivasaarPirinen et al., 2014; Wischmann et al., 2012)

with a paucity of research on individuals and couples who are childless and did not
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engage with fertility treatment or due to circumstantial fagiGonnidis &

McMullin, 1996; Hadley, 2019a; Hadley & Hanley, 2011; Tonkin, 20T@)s will

be distissedn more detail in Chapter 3he imbalance in the literature is likely to

be a result of accessibility challenges, as participants are often recruited from fertility
clinics (Greil & McQuillan, 2010) or that having a UPG because of circumstantial
factors could beconsidered a more recent occurrerditionally, findings on the
psychosocial implications of a UPG for those who have not engaged with fertility
treatment or who have a UPG for circumstantial reasons has produced mixed
findings. Reasons fohis are likely to relate to reports of the childless experience
without distinguishing whether the childlessness is voluntary or involuntary, and
numerous different measures being used to evaluate the psychosocial implications
which makes comparisons dfilt. It may also arise from a measurement or study
design issugas infertility, and its associated treatment and outcomesynancy and
live birth, are definitive Therefore, psychologicdlinctioning is measurefllowing

this, potentiallyrepeated foeach treatment cycle. Whergaeople who damot

engage with treatmendr who attribute their UPG to circumstantial factomay

only realise they have a UP& the end of thereproductive windovor experience a
gradual realisation that parenthood mayaccuras this milestone approache
Thereforejt is challenging to determine the right time to measure the psychological
responsekurthermore, it is possible for someone to have a UPG but never pursue
their parenthood go#Koert & Daniluk, 2017)so again the appropriate time to
evaluate th@sychosocial implications is difficulllhe menopause fahildless
womenpresents an appropriate opportunéy,the prospect of remaining childless

may become definitivézinally, another key limitation in the literature is gress
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sectionaldesign of most studies, meaning causality is difficult to deteramnde

associations arehallengingto interpret

Supporting people with UPGs
Giventhathaving a UPG can hawagproonged and multdimensional impact

on mental health, wellbeing, and other areas of functioning, it is reasonable to
suggest that the development of psychosocial support is warranted. Descriptive
research has aimed characteris¢he psychosocial adjustme process and a

systematic review of qualitative data of people with UPGs after unsuccessful
treatment reported on the mechanisms through which people adjust to their UPG
(Gameiro & Finnigan, 2017)rom this review, the Three Taskolkl of

Adjustment (3TM) was proposed. This model suggested that engagement with three
mechanisms may promote mental health and wellbeing. These were meaning
making, acceptance, and the pursuit of newgdels.The 3TM also outlines

protective factors foadjustment to a UPG including social support, lower

importance of parenthood, and a sense that all treatment options had been explored
and exhausteflGameiro & Finnigan, 2017This model was evaluated &
heterogenousample of peoplaiith UPGswho did and did not engage with fertility
treatment and indicated that the model was invariant across different pathways to a
UPG (Appendix A) Therefore,he3TM is chosen as the theoretical model
underpinning the interventiateveloped in the present thesis because it was
developed from research on successful adjustment of people with a UPG and there is
no other model specific to this experience. The three tasks will be described in detail
below, including related psychologidhkories and the mechanisms through which

these tasks may promote adjustment.
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Meaning Making
The UPG experience is an uncontrollable and unpredictable life event (or

nonevent) that can prompt individuals to &
find some meaning in their experience. Women faced with UPGs have reported
experiencing a loss of purpose or meaning in(MeCarthy, 2008)saying that

600My | ife is meaningless witdhWidbergethi | dr e
al., 2007, p. 601)Furthermore, couples with UPGs after unsuccessful treatment

report qeestioning their own beliefs and values about marriage and fébalyiluk,

2001) Women may question what it means to be a woman (without being a mother)
(Johansson & Berg, 2005 hildless people with UPGs may also question the
meaning of their i denti t(Mattheerx@pMatthews,nci ng

1986) particularly if parenthood is considered a central identity.

When focussing on the literature on UPGs, meaning making strategies
include meaningocused coping, for example positive reappraisal coping or benefit
finding. Specific examples of meaning making in the UPG literature include a
prospective study evaluating cognitive coping strategies and depressive symptoms in
definitively childess people across two assessment moments spanning two years. It
was reported that while sdbffame and rumination were positively associated with
poorer depressive symptoms, positive reappraisal coping had an inverse significant
associatior{Kraaij et al., 2008)This suggests that blaming oneself and remaining
stuck with thoughts about involuntary childlessness may be risk factors for poorer
adjustment, whereas being able to find positives in their childlessnegwomagte
adjustment. Aothercrosssectional study of 83 definitively childless people,self
reported on coping strategies and positive and negative affect. Cognitive coping, for

example positive reappraisal coping, was positively associated with pofiisige a
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(Kraaij et al., 2009)A longitudinal study focusing on coping in response to

infertility, in particular dyadic coping over 5 years of unsuccessful treatment,
reported that maningbased coping (e.g., finding the positives, feeling that they had
positively grown as a person) was related to decreased personal distress for women
and decreased martial distress for women and also their p@eterson et al.,

2009) Although it was not clear how many participants were still engaged in
pursuing their parenthood goal at thgear pont, making it difficult to generalise

these findings to those who were no longer pursuing their parenthood goal.
However, this study provided some insight into the individual and dyadic benefits of
cognitive coping, and specificalipeaningbased copingor those experiencing

unsuccessful fertility treatment.

Meaning making is understood to be a comnam everuniversal, response
to stressful life event@®auvis et al., 2000; Park, 2010; Updegraff et al., 2088)
proposed meaning making model suggdssthe process of meaning making is
triggered when people experience distress from a stressful event or experience that is
incongruent with their global meaning (i.e., beliefs, goals, and subjective fedlings o
the world around themMeaning making is the attempt to minimise the distress and
facilitate adjustment by reducing the discrepancy between appraised meaning of an
event or experience and their global meariiPark, 2010; Park & Folkman, 1997)
Importantly, it is argued that meaning made as a result of meaning making should
lead to adjustmer{Park & Folkman, 1997Meaning making coping oanclude
positive reappraisal, verdering priorities, adaptive goal processes, and infusing
ordinary events with positive meaniigolkman,1997, 2008) Meaning made can be
measured as a feeling of having made sense of something, acceptance,

comprehension of why something happened, a sense of personal growth, a changed
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identity, reappraisal of the meaning of the event or experience, ajetzal beliefs

or goals, or a restored sense of meaning ir(l&ek, 2010)Meaningfocused

coping is thought to represent the presence of accommodative ¢Gpirngr &

ConnorSmith, 2010)in which the individual adjusts their own perspediva

cognitive reappraisal or #grioritising valuegBrandtstadter & Renner, 1990)

Meaningfocused coping is considered particularly useful for adjustment to

unpredictable and uncontrollable stressful life evéiatékman, 2008)Meaningmay

al so need to be sought when oneds identi

not achievedThoits, 1983, 1986, 1991, 2012)

Meaning making has been operationalised and measured in different ways,
which is likely to have led to mixed findings in the adjustment literafithie
importance of considering who and under whiatLenstances, particular meaning
making strategies are usefhbs beemighlighted(Park, 2010)Therefore, irthe
3TM meaning making is defined as adaptive cognitive processing of the UPG
experience to bring claritgnd meaningo onds new identity and life without their
desired child(ren)The 3TM postulates that when faced with a UPG, individuals
engage in meaning making teeealuate their life values and-ewaluate their
personal values and question social cwass and their own beliefs about family and

parenthood, to promote adjustmé@ameiro & Finnigan, 2017)

Acceptance
As mentioned, when discussing individual adjustment to a UPG, people

experience grief as an intense aedtral part of their adjustment process.
Furthermore,hte findings from the UPG literature that demonstrate people
experience grief for a prolonged period or that they experience repeated grief

episodessuggesta lack of acceptance or tolerancelad lbss(es) associated with



Chapter 1 24

the UPG This assertion is supported by research that indicates people with UPGs
reportedengaging in avoidance coping or behaviours, such as avoiding people or
places with childrefiThrosby, 2001)Furthermoreindividualsmaynot evenrealise
that they are grieving as there may be no external representation of the loss
(Menning, 1980)The grief process for UPGs has belescribed as disenfranchised
(Tonkin, 2010) where the grief appears to be uidaied or recognised by society
(Doka, 1989) In some instances, support has been withheld due to the lack of
understandin@f the loss experience associated with involuntary childlessness

(Turnbull et al., 2016)

In the UPG literature, although most research is qualitatieee is
consensus that acceptance appears to promote adjustment. For example,-during in
depth interviews between 6 months and 3 years after unsuccessful treatment, 13 of
14 participants, who were childless or did not have a biological child, reported that
acceptance of their childlessness helped them experience spiritual {ree/tt al.,
2009) In-depth interviews with 15 women and 13 couples, including childless
individuals and parents who had engaged with fertitégtiment, demonstrated that
guestioning the social expectations of parenthood helped with acceptance and that no
longer engaging with avoidance behaviours regarding being around children
represented acceptance to th@mrosby, 2001)Finally, research on adjustment for
infertile couples and women reported that acceptance was related to building a sense
of hope towards the futu®aniluk, 2001)and a sense of personal strength
(McCarthy, 2008)Acceptance appears to be a necessary component to the
adjustment process, but it is challenging. A recent online survey of 176 childless by
circumstance women showed ardi80% of the women described a sense of gradual

acceptance of their involuntary childlessn@Sisauhan et al., 202@nd research
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with involuntary childless men also describes acceptance as a complex process
(Hadley, 2019a)A sense that one has tried everything (i.e., engaged with fertility
treatment) can facilitate this acceptance pro¢(®sHs, 2013) but overall people are
likely to need support to build their acceptafidaniluk, 2001; Lechner et al., 2007)
When faced with the challenge of acceptance, many people engage in avoidance

coping.

This is consistent with theoretical conceptualisations of grielftiasugh
grief is a normal response to loss, grief models can provide some insight into why
people with UPGs may face difficulties moving through their grief. The dual process
modelof grief suggests that those who can oscillate betweerottssated (e.g
experiencing the difficult emotions and thoughts) and restorati@mtated (e.g.,
engaging with the changes resulting from the loss) processes may adjust better to
their grief(Stroebe & Schut, 1999, 201®urthermore, the cognitivieehavioural
framework of grief suggests that when individuals are unable to integrate loss into
their autobiographical kmdedge and engage in avoidance behaviours, grief
symptoms can persist and reoc(Boelen et al., 2006 his isalsoconsistent with
theoretical conceptualisations of acceptance where aatoaptancejefined as a
willingness to actively acknowledge and experience the difficult emotions and
experiences in connection with difficult life events or loas facilitate adjustment
(Ciarroch et al., 2013; Davis et al., 2016; Nakamura & Orth, 20D&\eloping
acceptance is thought to reduce distress by minimising the struggle with negative
emotions offeelings(Block-Lerner et al., 2009ps opposed texperiential
avoidancewhere one avoids situations or emotions by trying to alter their form or
frequency(Hayes et al., 1996 hishas been associated with increased distress

(Feldner et al., 20Q3prolonged and problematic gri@oelen et al., 2010and
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other psychopathologiHayes et b, 1996) The avoidance coping can also be
related to stress and coping theory. For example, stress and coping research on
infertility indicates that individuals who engage in avoidance coping strategies in
response to loss are likely to experiencerpoadjustment (Berghuis & Stanton,
2002).Acceptance strategies appear particularly important in response to
uncontrollable stressarsuch as UPGss it is considered a form of accommodative
coping(Nakamura & Orth, 2005; Zimmd&bembeck & Skinner, 2010Acceptance

is often reported as an outcorbet more recently has been considered an ongoing
process of willingness texperience difficult private events (e.g., thoughts,

emotions)Dauvis et al., 2016)

Definitions of acceptance vary across the litera(Bteck-Lerner et al.,
2009; Nakamura & Orth, 2003ut in the 3TM, acceptance is definedtes
emotional processing of difficult emotions to build tolerance and a willingness to
experience them, without trying to change or suppress tsitne UPG expénce
can represent several losses, the 3TM proposes that people build experiential
acceptance of the difficult emotions related to these losses which promotes

adjustmen{Gameiro & Finnigan, 2017)

Pursuit of new goals
When people r@ise that their desired parenthood goal is no longer

attainable, some report engaging with other meaningful goals to help them adjust to
their UPG, even if they are initially just used as a distra¢Baaen, 2007.)

However, this can be challenging as disengagement from the parenthood goal
requires active effortMcCarthy, 2008; Wirtberg et al., 2007) has been argued

that those who anticipate their blocked parenthood goal, for example because of

postponement of childbearing, méayd it more difficult to relinquish the goals
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there may be a perceived component of responsibility and (égréérson, 2003;
da Silva et al., 2016}-urthermore, an unrealistiope for a child(ren) could

influence the ability to relinquish a parenthood g&aden, 2007)

The UPG literature has demonstrated the benefits of goal disengagement and

pursuit of other goals. Heckhausen, Wrosch and Flg@&fii)conducted two

studies, the first used positive and negative affect (Positive and Negative Affect
Scalei PANAS) as a measure of subjective wellbeing when investigating goal
engagement and disengageménizas reportedhat women who had passed the
biological deadline of being able to have a child (i.e., menopause) but still recalled a
high number of babyelevant sentences (a measure of goal engagement), reported
increased negative affect. However, high recall of other goals (a measure of goal
disengagement) and positisiect appeared to be related.thesecond studyit was
reported that strategies invotieén goal engagement of a blocked goal had a
disadvantageous effect on mental health (measured usi@E®P) (Heckhausen

et al., 2001)A metaanalysis of parental blockage, through the lens of self
regulation theory, indicated thatemgagement with other maagful goals was
associated with improved wellbeing, operationalised as positive (dadfilva et

al., 2016) However, it was highlighted that sedgulation theories are often
considered at the individual level and therefore may not apply to many with a UPG,

as this is often experienced in a dyad.

This is consistent with theoretical conceptualisationseof goal pursuit
because goals are considered Oment al
cornerstones of ddéHaase a g.2e18,{p.D6d the myursuit a t
of goals across the lifespan are thougtplay a role in wellbeing and personal

developmen{Brunstein et al., 1999}t is suggested that adaptive sefulation will

rep.

i on
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occur when individuals disengagétlwva blocked goal and reengage with other(s),
and findings have shown that this is associated with reports of high subjective
wellbeing(Wrosch et al.2007; Wrosch, Scheier, Carver, et al., 2083) cited ina
recent review(da Silva ¢al., 2016) there are three key developmental regulation
theories: the DudProcess Model of Assimilative and Accommodative Coping
(Brandtstadter & Rothermund, 2002)e Model of Selection, Optimization and
CompensatioffFreund & Baltes, 2000and the Motivational Theory of LE8pan
Developmen{Heckhausen et al., 2010) has been argued that these theories relate
to three key procességyoal engagement (to continue to try an attain the goal), goal
disengagement (to let go of the goah)d meta regulainh (or optimisatioh(to

evaluate goals in the context of opportunities and initiate engagement or
disengagement accordinglihlaase et al., 20135 0al engagement entails further
commitment and effort towards the pursued goal, whereas goal disengagement

involves the removal of that commitment and ef{da Silva et al., 2016)

The 3TM defines pursuit of new goals as engagement with other goals that
helped individuals feel that they were moving on from their UPG, while providing a
sense of fulfilment. The 3TM suggests that individuals whopcaisue other

meaningful goals may experience better adjustrf@aineiro & Finnigan, 2017)

Developing support for people with UPGS
Currently there is no freely available evidet@sed intervention support

for people with UPGsToth e aut hor 6 s kehasheea cegogedondon | y o
definitively childless women bus doesnot currentlyappeaiavailable for public use
(Kraaij et al., 2016)Despite the promising results of this study, the intervention only

focused on changing how peoptenk about their UPG (cognitive coping) and the

only outcome assessed was depression. Furthermore, this intervention lacked
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inclusivity (only focused on infertile childless wome@punsellinginterventions

could, but have nqgtbeenevaluated andreoftenembedded within the private and
public fertility health care sectofhey areherefore less accessible for people with a
UPG due to unfavourable circumstances. Uptake of effective reeaith support
may be hindered by the stigma associated with aicgesgentalhealth services

(Rusch et al., 2009nd poor professional awareness of how a UPG affects mental
health(Gameiro et al., 2016¥%everal patiented organisations offer support for
UPGs(e.g., The Dovecote, Gateway Women) but efficacy has not been evaluated, as
is the case with many online and amgsed suppoftarsen et al., 2019Those who
engage wh fertility treatment often perceive very little or no support from their
fertility clinics (Daniluk & Tench, 2007; Gameiro & Finnigag017; Gameiro et al.,
2016; Koert & Daniluk, 2017)r report barriers to receiving support, such as cost
(Payne et al., 2019blResearch has demonstrated that considerable effort has been
put into supporting people while they are undergoing treatment, with more than 30
evidencebased interventions being accessible to patigmederiksen et al., 2015)

but less attention has been paid to support them adjusting in the aftermath of
unsuccessful treatmenthis is despite evidence showing that support needs at this
stage completely differ from the treatment peifddrhaak, Smeenk, Van Minnen, et
al., 2005) To counteract this support gap, National and International Guidelines
(e.g.,European Society for Human Reproductaord Embryology [ESHRE]

Gameiro et al., 201FFEA, 2019 National Institute for Health and Care Excellence
[NICE], 2017 recently outlined a need to tailor psychosocial support for individuals

after unsuccessfftreatment.

It is challenging to quantify the need for support as so many people with

UPGs do not engage with fertility treatment, antsequenthare missing from the
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reproductive literaturéGreil, SlausorBlevins, et al., 2016)Therefore, aimilar call

for support for people with UPGs due to circumstantial factors has not yet been
made. Only more recently have researchers become more interested in-the non
clinical population of people with UPGs and men remain under reseaf2bspuite
thesdimitations in the literature, the intervention developed and reported on in the
present thesis aims to support people with UPGs, regardless of their pathway. This

decision is supported hiie study reported in Appendix A.

When looking to produce an ervention, best practice guidance suggest
that nterventions should be developed using the best available evidence and
appropriate theor{Craig et al., 2008)interventions that are evidenced based have
been ewluated for efficacy or effectiveness and developed based on research and
expertise. Specifically, the development of an eviddrased intervention should
aim to answer the question of whether the chosen mechanisms of ,cdahfew
they are targeted ian interventionconsistently lead to change in the outcomes of
interest(Michie & Abraham, 2004)Therefore, it is important to clearly outline the
therapeutic goals, therapeutic frameworks, and development process of the
intervention develogd within this thesis. This not only allows for evaluation but also
for other researchers to provide support or develop interventions for the same target
population. The development of the intervention is presented in detail in Chapter 4

but will be outlired below.

Therapeutic goals of thentervention
An intervention for people with UPGs should be based on the 3TM. As

mentioned, this model has been developed specifically for this experience and is
consistent with other theories of stress and coping aeflig response to

uncontrollable stressors. The therapeutic goal of the intervention should be to target
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the three tasks: meaning making, acceptance, and the pursuit of newtgoals.
important to note that these three tasks are interdependent agemegawith one

can facilitate engagement with the others. For example, building tolerance of the
thoughts and emotions associated with grief can help bring clarity to the things that
bring meaning to oneds | ife )(whichecan, t he
then be used tdefine meaningfugjoals away from parenthood. Ultimately leading

to building a fulfilling life without the children they wished fétecently there has

been a shift towards the promotion of mental wellness or mental welllwéing

can be measured with assessments of positive psychological functioning
(Manderscheid et al., 2010} is widely recognised now that one cannot just focus

on mental health (i.e., the presence or absence of mental illness or disorder), but that
a moreholistic approach to mental wellbeing (i.e., the presence or absence (or low
levels) of mental iliness and levels of wellbeing or flourishing) should be promoted
This isknown as the complete state model of mental h¢kthello et al., 2018;

Keyes, 2005)Thethree tasks in the 3TM are expected to have a holistic impact on
mental health and wellbeinginally, although the 3TM is based on the adjustment
experience after unsuccessful treatment, it was evaluated with people who did not
undertakdertility treatmeat or experienced circumstantial factors to determine its

validity in these population®\ppendixA; Chapter 3.

Targeting the therapeutic goals ithe intervention
The content for the intervention must be developed specifically for people

with UPGs (i.e., tailored and sensitive language)@nmdain psychaducational
elementgo support people to normalise their experience andatalit(Gameiro &
Finnigan, 2017)Content for the therapeutic activities must target the proposed

mechanisms of change. Contextual cognitive behavioural therapy (CCBT) has been

t
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chosen as the underlying therapeutic framework for MyJouspegifically
Acceptance and @nmitment Therapy (ACT). CCBT aims to alter the influence an
experience has on a personébés thoughts, el
content of thenfHayes et al., 2013Across the literature, BT has a proven record
of beingefficaciousacross a range of outcom@hompson et al., 2021and is
considered transdiagnostic meaning it can béiepfo both clinical and sublinical
populationgDavis et al., 2016; Kashdan & Rottenberg, 201®particular, third
wave therapies, such as ACT, are considered appropriate for people following
unsuccessfureatmen{Cunha et al., 2016; Petersor&sfert, 2011)as this type of
therapy focuses on emotional regulation to an uncontrollable stressor. It has also
been suggested that ACT is a suitable framework for approaching difficult grief
processegDavis et al., 2016)Furthermore, ACT was appraised to complement the
3TM as the central tasks of the 3TM include acceptance and pursuit of fulfilling
goals, which are key components of ACT. Research has also showwCihaan be
delivered successfully via sajiided and oline interventiongBrown et al., 2016;
Frend et al., 2017; Kelson et al., 2018)eaning making is challenging to
contextuéise and subsequently it is difficult to determine the best strategies to
trigger these processes. This intervention therefore aimed to introduce the target
population to multiple strategies to facilitate meaning making, offering flexibility.
Positive reapraisal coping was included because research shows that positive
reappraisal coping can promote adjustment as a meaning making strategy,
particularly in relation to definitive childlessness and infertil{yaaij et al., 2009;
Kraalij et al., 2008)and value clarification was introduced as a part of the ACT
model(Hayes& Smith, 2005)as another technique to facilitate meaning making.

Positive reappraisal coping does not traditionally sit within the CCBT theoretical
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framework as it is consistent within cognitive behavioural therapy (CBT) techniques.
Although there ar&ey differences between CBT and ACT, it is argued that
combining the techniques together can be beneficial and cater to individual coping
preferencegHallis et al., 2016)Additionally, some research suggests that
acceptancéased therapies and reappraisal coping may facilitate one aGthgr

et al., 2016and that mindfulness aspects BT may also play a key role in

positive reappraisal copin@arland et al., 2009pverall suppoihg integration of
therapeutic strategies. Integration of ACT and CBT has been successfully
implemented in other interventions for depresglidallis et al., 2016and anxiety
(Carrier & Coté, 201Q)although these studies were small and lacked control groups.
It is suggested that eclecticism, drawing techniques together from different
therapeutic frameworks, is used frequently by therapists in préCimk et al.,

2010) Overall,the evidencgalthough limiteddoes not suggest the integration could

be problematic.

Development of théntervention
Interventions should be developed systematically and using the best available

evidencgCraig et al., 2008; Skivington et al., 202AF noted, e evidence

reviewed indicates the 3TM is generally consistent with theories of adjustment to
stressful life events and loss, with the added beokbeing tailored to the UPG
experience. The main implication of adopting the 3TM is to simultaneously target
three mechanism of changieneaning makingacceptancegnd pursuit of new goals

The Medical Research Council (MR@Gighlights the added complexy of

developing interventions that target more than one mechanism of change and
recommend that the best approach is to be highly theory based, to ensure the causal

logic underlying the intervention is clear, and applying a phased approach to
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developmentwith high focus on piloting the intervention using mixed methods
approaches to collect feedback to iteratively improy€iaig et al., 2008;
Skivington et al., 2021A logic model can present this underlying causal logic
diagrammatically Kellogg Foundation, 2004 Therefore, his was the approach

taken in the present thesiad is presented in detail in Chapter 4.



Chapter 1 35

Thesis outline and research questits
Figure 11 presentshe chronologicalboutline of the present thesis and

following sectiondescribeshe aims and researobjectivesfor the present thesis.

Figure 1.1

Thesis outline

Chapter 1: Introduction

Chapter 2: Chapter 3: Childless
Prospective by circumstance
Acceptability Study adjustment and
support needs

Chapter 4: Development of
MylJourney

Chapter 5: Feasibility RCT of
Mylourney

Chapter 6: General Discussion

Chapters 2 and 3 were key activities in the early development and delivery of

the intervention. Following these studies, most of the development of the
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intervention content and design was completed to produce the final prototype, and
therefore they will b@resented prior in a chronological order in the thesis and

presented within the MRC phases in Chaptérhe name of the intervention

emerged through the devel opment process,
interventiond up snthéeénCdapterbdd wheodby.
remainder of the thesi$his was done tdemonstratéhat the name was chosen

based on the data collected during this research project.

Overall research aim and objectives for the present thesis
The overall aim othis thesis was to apply the 3TM as the theoretical model

underpinning the phased developmamnd ceproductionof a psychosocial

intervention for people with UPGs.

Theobjectivesunderlying the overall aim of the present thesis are:
1. Determine the aeptability ofanearly prototype of annline selfguided

intervention(that become known as MyJourndgj people with UPGs (Chapter 2)

2. Determine whether the 3TM can be applied to childless people who
consider they have a UPG due to circumstant@bfa and report on this

populatiord support needs (Chapter 3)

3. Present a detailed report on the developmeatpobtotype of the
MyJourneyto be put forward for feasibility evaluation, which followtte MRC

framework (Chapter 4)

4. Determine the tesibility of MyJourneyand its study protocdb move

forward for evaluation in a full scale RGThapter 5).
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Chapter 2: Prospective mixed methodscceptability study of the first
intervention prototype

Introduction

As noted in Chapter 1ucrent fertility trends show people are increasingly
delaying their parenthood goals and that this is coupled with increasing childlessness
(Kreyenfeld & Konietzka, 2017gnd having fewer children than desi(&hmidt et
al., 2012) Consequently, more people reach the end of their reproductive lif@awith
UPG. To reiterate from Chapter this isdefined agpeoplenot having the children
they desired or fewathildrenthan desired. This can result from an ifigbto
conceive spontaneously, when not overcome with fertility treatment, or from
unfavourable circumstances, sucmaswishing to pursue parenthood without a
partneror having a partner that does not wish to have chillBegaham et al., 2013)
or postponing parehood(Berrington, 2004 Regardless of the reasanany people
refer to thestrong emotional pain that comes with the inability to fulfil their
parenthood goals and to the distress associated with the need to let go of such goals
(White & McQuillan, 2006) The COVID-19 pandemic is thought to be accentuating
these trends, for instance by stopping or delaying acceesityf treatment{Boivin
et al., 2020pr decreasing or delaying childbearing due to delays in marriage, higher
divorce rates and lower iperson dating opportuniti¢tbarra et al., 2020People
with a UPGexperience intense and protractedlings of griefJoss,and distress,
which reflect in lower selfeportedmentathealthandwellbeing(Gameiro &

Finnigan, 2017; Keizer et al., 2009; Koert & Daniluk, 2017; Wirtberg et al., 2007)

In response to the lack of evideruased support for people with a UPG
regardless of how this came to(eeg., fertility problems, unfavourable

circumstances}he first researcinformed widely and freely accessible online
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intervention to promote psychological adaptation to a UPG was devéloped
Although online support can have limitations, such as lagkperson contact,re

of its main benefits is accessibility: it can be used anonymously by anyone, when
and where conveniefBennett & Glasgow, 2009yvhich is likely to become the

new reality resulting from COVIEL9 (Figueroa & Aguilera, 20200nline
interventions have been shown to be effective for those facing a breadth of health
conditions and losses, e.g., infertil{fgousineau et al., 2008; Hammerli et al., 2010)

miscarriaggKersting et al., 2011and bereavemeiiDominick et al., 2010)

An initial intervention prototype was developed following the MRC guidance
for the development of complex interventions (Craig et al., 2@0®) a detailed
description of the intervention development process is presented in Chapter 4
Briefly, the first objective in the development process waddntify the evidence
base with anetasynthesis of all quantitative and qualitative research focusing on
long-term adjustment to a UPG in the aftermath of failed fertility treatmmesdilting
in the3TM (Gameiro& Finnigan., 2017) This modehypothesises that those who
find meaning in their UPG and integrate it in their life narrative, who develop
willingness to tolerate the negative emotions caused by their UPG, and who are able
to explore ad pursue alternative life goals, will adjust betldre second objective
in the development proceskentifies and developke theory by empirically testing
the theoretical mod€BTM). A third objectiveis to model the kegomponents othe
intervention usingthe evidence and theory developed from the previous two
objectives. Thixonsists othe develomg and refinng alogic model and

conductingformative evaluation activitie3.he study described in this chapter forms

! The first prototype of the intervention was created by Dr Sofia Gameiro and Dr Ana Galhardo, with
theauthor of this thesis providing feedback for refinement prior to the invention being launched as
part of the study described in this chapter.
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one of those formative evaluatis.Logic models can be used to graphically depict
an intervention, highlighting the causal pathways through which the intervention is
expected to promote the outcomes (Kellogg, 2004), in this case adjustment to a
UPG, and are particularly useful for colexpinterventionsThe logic model can

then be refined following exploration of the needs of the target populatienfirst

logic model informing the prototype presented in this chapter is shown in Figure 2.1.

As noted earlier e therapeutic activitiesf the prototype are based on
CCBT, more specifically, ACTHayes & Smith, 20054nd anumber oRCTshave
demonstrat ed (TAoGpsorset ak, RG2IACTaicbpsed on six core
principles directed at promoting accept al
clarifying their values and pursuing goals consistent sutth valuegHayes &
Smith, 2005) Applying these principles to the specifics of adjustment to UPGs, the
interventon invites users to engage with a total of eight activities. Three directed at
facilitating meaningmaking, including cognitive restructuring via reframiitarris
& Hayes, 209) and positive reappraisal, and value clarificafidayes & Smith,
2005) Two activities directed at faciliaty acceptance by prompting self
compassiorfNeff & Tirch, 2013)and reduction in experiential avoidar(&tarris &
Hayes, 2019)Two activities focus on supporting individuals to develop and commit
to new valuecongrueh goals(Harris & Hayes, 2019; Hayes & Smith, 2005he
final activity synthesises the therapewkills covered and encourages maintenance
of positivechangeThe definitions and rationales for the therapeutic targets and
mechanisms of change for each activity are also described in detail in Chapter 4,
Table 4.3Participantengagement with thesetavities is expected to trigger

meaningmaking, acceptance and pursuit of new goals (outputs), leading to improved
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mentathealth and welbeing (outcomes), ultimately decreasing the duration of this

adjustment process.

For interventions to have a real impact on pe@pdeljustmenpeopleneed to

be wilingtousethenlT he Medi c al Research Council 0s

complex intervention developmef@raig et al., 2008yecommendscaxeptability

testing should happen during the intervention design stage and before feasiblility
efficacy testing. Thisdcilitatesprogressive refinement of the interventi@raig et

al., 2008)to ensure the delivery and content are acceptéldeeptability testing

should be based on qualitative nath that better capture perceptions and needs of
the target population, enabling insight into theiperience and meaning of engaging
with the interventior{Bowen et al., 2009; Hammarberg et al., 20d4:&J allowing for

early identification of perceived barriers to B®nkin & Glozier, 2012)In
particular, think aloud interviews can
impressions and bring attention to aspects that the researchers may not have

consideredVan den Haak et al., P@).
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Figure 2.1

Logic model othefirst prototypeof the intervention
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Assumptions: Efficacy of ACT and self-compassion, fit between ACT and self-

compassion associated therapeutic activities and mediators of the 3TM (outputs), users

will engage to the extent they will receive a ‘sufficient’ dose of intervention to

External factors

UPGs, stigma

Barriers: Lack of general awareness & policy about support for
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produce moderate (effect size) change in outcomes. Facilitators: Access & dissemination through FNUK

Note.Thicker arrows demonstrate the output that each activity aims to target, and the thin arrows indicate the mechanisnothputb@sm to facilitate. *Synthesis
activity to encourage users to reflect back on their progress.
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Quanttative data can also be collected to allow for data triangulation
( O6 Cat hai ntowlidataihk finding2D@spite acceptability being a key
component of intervention development and evaluation, there is no consensus about
what acceptability entailEldridge et al., 2016; Sekhon et al., 20M)thin the
psychology literatur¢Eckert & Hintz, 2000; Finn & Sladeczek, 2001; Nastasi &
Truscott, 200Q)acceptabilitthasbeem per at i onal i sed as #fAjudgr
clients, and others of whether treatment procedures are appropriate, fair, and
reasonabl e for tKazaind970 p. US8)ese mcludel i ent . 0
judgements about whether the interventis necessary (i.e., social significance: is it
necessary to improve the mentaalth and welbeing of people with UPGs?) and
adequate (i.e., social appropriateness: are users willing to use it?), and whether its
effects are valued by users (i.e., sbainportance: do users perceive benefits from
using it?)(Carter & Wheeler, 2019; Wolfar8). Such operationalization is
consistent with definitions of acceptability adopted within the field of intervention

research{Bowen et al., 2009)

This prospective mixed methodgceptability studya keyformative
evaluatiomactivity in the intervention development processed to assess if
individuals with a UPG were willing to uskefirst prototypeof the intervention
(i.e., social appropriateness) and heatisfied they werwith its perceived
outcome(s) (i.e., sociahportance). Social significance was not assessed as this has
already been demonstrat@@ameiro & Finnigan, 2017nd integrated into policy
gui delines (e.g., HFEA, NI CE). Acceptabil
reaction ¢ the intervention, as this is expected to influence their future engagement
with it, and their perceptions of it after being given the opportunity to fully engage

with its contents and activities over a recommended period of eight weeks. Results
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inform the design ofhe subsequent prototypes of the interventitoput forward for

feasibility and efficacy testing.

Methods and Materials

Design
Thiswasa prospective mixed methods study with two assessment moments:

when individuals were first exposed to theervention (T1) and eight weeks later,
after individuals had been given the opportunity to engage with the full contents and
activities (T2). Qualitative data was collected via setnictured interviewsr

online surveyand quantitative data was colled via online surveys at T1 and T2.

Participants
Ethical approval was obtained from the University Ethics Committee

(EC.19.02.12.5576 The study was advertised via the MoreToLife campaign
(Fertility Network UK) social media and in other suppwmebsites for childless
individuals and parents that may have a UB@.( HealthUnlocked Forum, The
Dovecote Childless by Circumstance Facebook group). fEsearcheattended

relevant eventse(g., FertilityFest) to raise awareness of the study andigeov
information to prospective participants. Prospective participants were provided with
an information sheet and consémm (Appendix B) Inclusion criteria werehaving
UPG(s) not currentlypursuing these goa{s.g., not doing fertility treatment@nd

being able to access the online intervention at least on a weeklyResisipants

wereoffered a 50 Amazon voucher for their participation in this study.

Intervention
The intervention is describdxklowusing the TIDeR checklis{Hoffmann et

al., 2014) The first intervention prototyp@asmade available on the MoretoL.ife

section of Fertility Network UKG6s websit
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dedicated to support involuntary childless peoplé was named 6The Mo
SeltHe | p Gu i dsdoo6atioth anethe ivebsitdstnoted earlier, th8TM is the

underlying theoretical framework and CCBT is the therapeutic framef@pthe

activities When accessing the interventionetswvere presented witlnaterials
includinginformation about what mbgeople in their situation experience and in

depth explanations of the three tasks from the 3TM (meaning malkiogptance,

andpursuit of new goals). Finally, users were invited to engage with eight

therapeutic activities (see the intervention logic elaa Figure 2.1), available in

PDF format. Each activity consisted of a brief rationale of the therapeutic technique

it referred to, an explanation ofor how it
users to reflect on, and tasks for them to engétiein that moment or during their

daily life. For example, theseff o mpassi on acti vity ABe ki nc
users to write a letter to themselves from the perspective of a loving and

compassionate friend and to reflect on the words and sentithegthad written.

The intervention was delivered entirely online and designed to be used individually.

A tracker offering the recommended order of activities and a suggestion of one

activity per week was provided, but users were free to engage withtitngescin

whichever order and whatever pace they wished.

Procedures
Eligible participantavho provided consent were first interviewed (T1) via

Skype or Zoom at a time that was convenient for th&hey were then invited to
use the intervention over éigweeks. A weekly reminder email was sent to each
participant thanking them for their continued participation and inviting them to
engage with the next activity (available via a clickable link and attached PDF). A

follow-up interview (T2) (via Skype or £on) was arranged two months after the
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initial interview to gather retrospective feedback on the intervention, after which a
debrief form was sent. Recruitment ended when no new themes emerged, and it was

considered that data saturation had occui@eest et al., 2006)

In the first interview (T1) participants were asked to access the intervention
and 6think aloudé (state out | oud what
the intervention materials and activities at their own will, in the virtual presence of
the researchem.he think aloud protocol was used because it captures the
participa n tingiad judgements of the intervention in an open and natural way
allowing participants to focus on the aspects they find more impdigamen &

Ramey, 2000)0Once patrticipants were satisfied that theyg seen enough of the
intervention, they were asked a series of seimictured questions adapted from

Gr es ham a (1L896)aseepsng Sh@al appropriatenesgydstions, e.g., Do
youfind the SelfHelp Guide easy or difficult to use and why?) and social

importance (5 questions.g., What are the main benefits you would expect
(T1l)/experienced (T2) from using this Selélp Guide?). Participants were also
prompted for additional suggems or comments. At the eighieek followup

interview (T2), participants were asked to report if they read and engaged with each
of the eight activities, to describe their experience of usinqteesention and were

asked the same questions (with &aan in tense) from T1 interview.

At both assessment moments, participants completed surveys online straight
after their interviews. These asked them five questions with g&ire or sixpoint
Likert response scade 1(strongly disagregto 6 (strongly agre¢ andl (not at all)
to 5 (extremely, via an online survey. Three questions were adapted from the
abbreviated acceptability rating profile (Tarnowski and Simonian 1992), measuring

social appropriateness (e.g., Overall, | like the-Belip Gude) and social

t
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importance (e.g., Overall, the Sélelp Guide seems helpful), and two from
Lancastle and Boivinds (2008) acceptabildi
appropriateness (e.g., How suitable do you think theka[l Guide is for people

with an unmet child wish?). The T2 assessment included one additional question on

social importance (i.e., satisfaction with the outcomes of using the intervention) and
guestions targeting engagement with all activities, i.e., whether they read and

completed eeh activity, and whether they considered each activity to be useful and

challenging via a fivgoint Likert scalel (strongly disagregto 5 (strongly agree.

Data analysis
All interviews were audio recorded and transcribed verbatim. Field notes

taken at the time of the interviews clarified which aspects of the intervention
participants were accessing at each moment. All transcripts were imported to QSR

International's NVivdl2 software.

A recurrent crossectional analysigas conducte@Grossoehme & Lipstein,
2016) This approach is appraogte when the research question focuses on the
perspectives of participants at two distinct time points, in this case whether
participantsdé first impressions of the i
with it. According to this approacthematicanalysiswas appliedo code the data
collected at each time point separately, and then synthesising and highlights change
across time in emergent themes and their endorsement. Following the six phases of
thematic analysiéBraun & Clarke, 2006; Braun et al., 2018)st, the coder¢B.R.
and S.G.¥amiliarised themselves with the data by readingugh the transcripts
several times. Then they inductively generated codes that described a piece of
information present in the data. This exercise was descriptivelveitbast possible

inference made to minimise researcher bias. Codes were then gnutapibemes
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that captured a recurrent idea or topic present in the set of\éasanoradi et al.,

2016) Themes were developed from analogous data, but attention was also given to
divergent data if it was strongly endorsed by the participaiig) first three

transcripts (first and fow-up interviews) were independently coded by 1R.

and S.G Afterwardsthe codingvas comparetbr similarities and differences.

Where differences arose, these were discussed until agreement was reached
regarding the final coding to ensure analyigour, including prevention of

selectivity of data. After this calibration exercise, BiR. coded all transcript8.R.

and S.Gcontinued to meanultiple times for peer debriefing and to actively reflect
and discuss, review, and name the themes engefigim the data. Themes were also
reviewed several times by checking them against extracts of data, in essence quality
checking. This iterative process originated subsequent versions of thematic maps,
whose last version was transferred into table fororeg,for each assessment

moment §ee AppendiXC). After these analyses were completed, the ragtthesis

step focsed on identifying differences and similarities between the T1 and T2 data

and their endorseme(Brossoehme & Lipstein, 2016)

The data analysis was presented as a narrative summary accompanied by a
thematic map, summary of observed changes across time,stchtive verbatim
guotations. Within illustrative quotati ol
guotation was not presented because it w;
additional text was added for clarity (i.e., readability, comprehensibility).

Grammatical errors were corrected. Individual participant number was indicated with

P.

Quantitative data from the survey responses were imported into IBM SPSS

Statistics for Windows Version 25. Descriptive statistics were reported on
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parti ci p aonaofthéintezvendidn atd 1 and T2 and of each activity. Once
this was done, these themes were also triangulated with the quantitative data
collected, by tabulating the qualitative themes against the survey response data, to
evaluate the degree of convenge between datas¢tOD6 Cat hai n. et al
FarmerRobin s o n a n(800&cpnvezgente coding scheme (i.e., agreement,

partial agreement, silence, dissonance) was used to define the degree of convergence

Results

Sample characteristics
A final sample of twelve women (buo men) agreed to take part in the study

between April and Octob&019 (segarticipantflow chartFigure 2.3. One
participant did not complete the T2 assessment due to work commitments.

Demographic details are included in TaBl&

Interviews and survey responses
Interviews ranged from 31 to 110 minutes (average was 71 and 46 minutes at

T1 and T2, respectively).en participants answered at least half on the online survey

questions andightanswered all.

Engagement with activities
All participants read all the activities and two thirds completed them.

Engagement declined as participants moved through the actwitreall
participants completing Activitpne(self-compassion) andightparticipants (67%)
completing ActivityEight (synthesis activity)Fou participants chose not to
complete three activitigg\ctivity Three positive reappraisal coping, Activifour:
experiential avoidance, Activitgeven committed action towards goal&easons
givenwere unclear instructionsot practical to do s@andactivity was too

demanding.
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Themes
The coding process resulted in the generaifarine main themes that we

grouped into three higher order thenaesording to whether they referred to: the
i ntervention meets the usersodé needs, wor |
intervention is appropriate (Figure 2.8ponsistency of the themes across the two

time pants are reported in Table 2.2.

Figure 2.2

Participant flow chart

Requested information about the stud)

(n = 30)

Decided not to take pafh = 1)

Did not respondn = 16)

y
Provided informed consent

(n=13

Completed interview at T1

(n=13

Withdrew from study(n = 1)

A 4

Did not complete T2 intervien
A =1)
Completed interview at T2

(n=11
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Table 2.1

Participant demographic details
ID Gender Age Relationship Education Employment  Actively Engaged in  How long since  Able to conceive If no, why?

Status conceived fertility finished spontaneously?
in past? treatment? treatment?
(months)
P1 F 45 Married Undergraduate degree  Employed Yes Yes 36 No Unexplained infertility
P2 F 49 Married Undergraduate degree  Employed Yes No N/A Yes Childless by
circumstance*
P3 F 36 Married No degree Employed Yes Yes 16 No Male and female infertility
P4 F n Married Postgraduate degree Employed Yes Yes 1 Yes History of recurrent
miscarriage

P5 F n Married No degree Employed Yes Yes 42 No Female infertility
P6 F 42 Married Postgraduate degree Employed Yes Yes A No Male and female infertility
P7 F 40 Married Postgraduate degree Employed Yes Yes 36 No Unexplained infertility
P8 F 43 Married Postgraduate degree Employed Yes Yes 96 No Male infertility
P9 F 37 Married No degree Employed Yes Yes 24 No Male infertility
P10 F 52 Married Postgraduate degree  Unemployed No No NA No Female infertility
P11 F 44 Married Postgraduate degree Employed Yes Yes A No Male and female infertility
P12 F 41 Married No degree Employed Yes Yes 18 No Female infertility

Note.Childless by circumstance described as not meeting right partner until after fertile* @m0t provide an answé&/A Not applicable
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Figure 2.3

Thematic Map: metéhemes identified across assessment moments (T1 and T2)

UPG experience is a
journey.

Activities prompt
engagement with
challenging process.

Activities provide

beneficial structure to WOI'klIlg thl'Ollgh the UPG experience
work through.

Comprehensive and
appropriate content.

Helpful and useful.

Intervention meets users’ needs Intervention is appropriate

Activities perceived to
trigger logic model

Connecting to others Accessible and easy

mediators and outputs. is important. to use.

Used individually.

Note.UPG = unmet parenthood goal.
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Table 2.2

52

Observed change in views of the intervention from the moment users first accessed it (T1) to after usiggtiveeks (T2)

Theme

Observed change

Intervention meets the needs of users

Helpful and useful

Perceptions of helpfulness and usefulness were maintained across T1 and T2. At both T1 and T2 participants did miefeehttomiwould be
useful for their male partners (if they had one).

Activities perceived to trigger
logic model mediators and

At T1, overall participants were positive about the activities, appearing willing to engage with them, but unable tohemytivehattivities would
trigger the logic model mechanisms of change. At T2, most participants were able to descrithe\matigities had triggered the logic model

outputs mechanisms of change.
Connecting to others is At T1, most participants alluded to the UPG experience being isolating and some anticipated the intervention would feeldéksralone. At T2,
important participants reflected that the intervention could be used to help them connect with others, e.gwitkingigroup.

Working through the UPG experience

Prompts engagement with a
challenging process

At T1, almost all participants anticipated that engagement with the intervention would be a challenge, feeling concdanitbvéthotional pain.
Howeve, at T2, two thirds did not report any negative effect and the third that did, described their negative emotions tae ghdruje process.

The UPG experience is a
journey

At T1, all participants referred to the UPG experience as bgmgraey. At both T1 and T2, most participants highlighted that where one was 1
that journey was important regarding engagement with the intervention, generally indicating that engaging earlier imeyheqgald be better.

Activities provided a benefa
structure to work through

At T1, a majority recognised that the structure of the intervention could facilitate working through their experienceirgdomesrd. At T2, half
referred to this structure as a main benefit and around half wanted mtgatqerg., contact to help with anger) to be added into the structure.

Intervention is appropriate

Ease of use and accessibility

Participants perspectives on the accessibility of the intervention were more negative at T2 compared to T1, most nodaldyngrdon a mobile
device. However, most participants maintained a positive view on the appearance of the interventiomobetloizd there was a lot of text.

Comprehensive and appropriai

Perceptions of comprehensiveness, sensitive and appropriate language, and relatability were maintained across T1 dheldss, dobeth T1
and T2 a minority noted some wording thatsacomplex and not inclusive.

Used individually

At T1 all but one participant anticipated using the intervention individually and reported they had done so at T2. AplEhnieal to set time asid
to use it the intervention and at T2 two thirds reported they did set this time aside.

Note.UPG = unmet parenthood goal.
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I ntervention meets usersd needs
Helpful and useful. Participants were almost entirely positive about the

usefulness and helpfulness of this intervention across T1 and T2. For instance, a
third felt the intervention was useful t
someone needs to finally break througtyele of sadness and give themselves
permission to be sad and then also per mi:
participants expressed the intervention was useful because it looked at all aspects of
the experience, gui dihmlgactallyptenkisgoand t hr ough
writing and recording, in quite structur
kind of guides you through, Il think that'
described the intervention as helpful, for examplgdin a better understanding of
oneself: A[the intervention] is really g
about yourself and then takes you on a j
participants expressing a sense of the intervention being tséfiwse who were

ready to overcome their experience: Al 6 m
it [the experience] then this is just pel
participants were able to describe ways in which engaging witintdwéntion had

been beneficial, such as finding fulfil m
starts you thinking about an alternative life to something you've really longed for, for
qguite a long ti me, i s g oodgvesmeisklistieat f 0 ( P
Il " m able to take away and practically us:¢
from some participants suggest a positive impact of the intervention on their mental

heal t h: Anow | feel mu c h b eterdaeng it [ther e a I
intervention] éo (P5); AW th nearly al/l (
Only one participant commented that the intervention required work to make certain

aspects more helpful. After using the intervention (T2), just undeohtide
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participants reported that the intervention would not be appealing or useful for their
partners. Consistently, only one participant engaged their male partner when using

the intervention.

Activities perceived to trigger the logic model mediators ad outputs.
During the initial interview (T1) not all participants accessed all the activities, but in
general, the initidlhifseadbadl waesalpqgsigtoio
Aé mean the stuff 1 n ha&rTe alite partigpartsl vy i nt e
provided specific feedback for the activities. Overall, it appears that the mechanisms
of change (from the logic model) that the activities aimed to facilitate were triggered,
for example, the selfompassion activity enabled one particip@nsee herself as
her own friend: fAitds been |l ovely)to be |
the positive reappraisal exercise enabled another to think about their life in a more
positive way: Athat exer diesd rheaaleléy tndasd ea
di fferent | ifeé[but] it apé¢ecmmipngmppor t ul
goals activity facilitated one participant to keep on track with the things that were
i mportant to them: fAéso each esmngikeoh can
track with what | wanted to do instead of me forgetting or just thinking oh never

mindéo (P5).

Connecting to others is important.During the initial assessment moment
(T1), seven participants talked about feeling isolated at some point doeindJPG
experience and five anticipat dthinkitsa ng t h
good support, overall, to know that you're notalone.( P7) , and a maj or i
participants alluded that connecting to others is important. Just untief tred
participants talked about online support being a part of realising that others feel the

same. At T2 around half the participants felt that it could be beneficial to use this



Chapter 2 55

i ntervention with others, eihefesan i n a gr ¢
opportunity for some kind of working through this with others who are going

through itésomehow, that would be helpful

Working through theexperience
Activities prompt engagement with challenging procesdhnitially (T1), all

but twoparticipants, anticipategsing the intervention would be challenging, in that

they may feelipset or experieme mot i on al pai n: Al think soc
[the activiti es] ortha somachvitigsmight bediffigutr i ngo ( P
i y &ind of feel that they are quite tough questions, yea, and they might need to be
more step by step umm t hr oAt ®2hthrdeehe psychol
participants feltnore warnings of how using the intervention could be challenging

were neededrhis challengenvas not seen as a negative by sorhdidn't think it's

necessarily a negative, because you're kind of having, you need to deal with it as

wel | G&an(dP 7)ven par tefooefyoutgdt te thehit of evleatysu:canfilo

to feel bettera né6t i t. You have é® (gRftlengaging hat hc
with the interventior{T2), a third of participants described any (negative) emotions
experienced as unsurprising and part of the process and two thirds did not report any

negative effet.

UPG experience is a journeyAll participants referred to a journey at T1,
three quarters applying thwedowetlhadtoa t eor
yearjournepy ( P3), and over half applying it i
i éthe jouney that you would want somebody to follow through this guide( P 9) .
All but one participant referred to the use of the intervention being dependent on
where one was in their journey at T1, a view maintained by most participants at T2.

Participants had tferent views about when in their journey people should use the
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intervention, but overall, they seemed to concur that it should be completed early in

the journey, even i f iifl'dgonedtwkedI|gstmyne what
diagnosis, so you knowt,might have been a bit more difficélto u t | &elt like,

you know, actually, you know, having this at the beginning, would have probably

been very helpfub ( P8) .

Activities provide a beneficial structure to work through. All but one
participant notednte intervention providestructured support. At the outgdtl), a
majority felt it offered a structure to work through and move formdard e | p peopl e
through that journey and help them progress into a better place and isaksd
how they can getthersol t he i ntervention | 9.Halfioft 6s a t
the participantshoughtthis structurewas one ofthe main benefitsf the
intervention at T2. Nonetheleswsd participants suggested removing two activities
they did not considarseful. Around half of theparticipants also suggested

additional content, such as help with anger

Although the structure of the intervention was recognisehe participants
expressd difficulties navigating through it on the websiteat T1il f ound t hat
bit difficult to work through and know which bit | should be going to next and how
that all fl ows togetheréo (P9). Some par

navigation tool bars to make this structure easier to follow

At T2, two thirds of participants fetheweekly schedule was a gotehture
and over half said that the reminder emails were useful. Three participants felt the
weekly schedule was too quick, asking much of the user in a short space of time:

Al think you are asking a person to get |

it was too slowOnly one participant was able to engage with one activity per week
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and they felrushed f 1 f ellwas rushing thda qoestions to get them done that
week. o (P12). The remaining participants
weeks and none other weeks but were happy to use the intervention in this way:

ADoing two toget hesr ,t oot nduicdhn 'wo rfke etlo Idiok e

Intervention is appropriate
Accessible and easy to ustn general, participants felt thieee online sel

help format of the interventionas accessi bl e: Aitds nice a
see with counsellingandti ngs, i1 td6s nice that there 1is
pay for it or it endsé. whameae® altsdym $noytas e

the most technical of people so yea it was fine umm, easy @o uge PAL T2 )same

participants thought theterventionrwoul d not be easy to use ¢
have really struggled to do it on my phol
not able to edit the activities online: |
online, Ihadto printout he questionséso that was a bil
ma j o r OA n(inBri2y)of. participants suggested that the intervention could be

made available in a single PDF bookiet feoplewho enjoy writing or using pen

and paper

Participant® f e eatlbdlaasskessment momei(lsl and T2)ndicated
they liked the appearance of the interventasit provided space to write answers
and described what needed to be doneinaclearfiwayt i s very easy to
is informative around what the purposeaoh e x er ci Hewewerasome ( P9) .
participantdelt there was a lot of writing in some sectiofisct he sheets are
wordyéthey are a bit har deeinittalposiivend of e |
feedbackeducel once participants had used theerventionand this seemed to be

related to the worksheets beimnmdg bébguintoe f ol
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sure exactly what you would put in, but it does look like something you would get in
atrainingthingatwr k6 APfilhdPugh participants said -
lots of pictures, in general they suggested that the appearance of the activities could

be more inviting

Comprehensive and appropriate contentAlmost all participants thought
theinterventon was comprehensiv@cross T1 and TZi t higarla of thought here
you know, thelpgsidedut wieastuadyeglité [like] a thorough book
that you coul d b uyrurtbernfiored rmagritysféitatplsadd ( P1 1)
T2, that the langage wa®verallappropriateandsensitivefilt was very sensitively
put, you know, and it was, if | remember
(P4). However, around a third of participants fisat someomplexlanguage made
aspects of thintervertion hard to understandit her eds a bit t oo muc
jargon that a | ot of people might not un:
(P11).Additionally, less than half the participants felt strongly thatnephrases
that referred to individualwho already had children but still experieshadJPG
should not be used, highlighting one phrase in partieusr pr obl emati c: ft
aboutumms t r ong wunf ul f idndteedinbraEclkeismer ¢ oghialveé6el

struggle with thafwordingldo ( P10) .

All participants reported being able to relate to aspects ohtéevention

when they read it for the firsttin@ T iyea everything | read o
me think | coul d hnaover halreiteratadieisat TR whotelt ( P12 ) |
it offered tailoredsupparfii t f el t as i f it was written
understood, umm, I|iving a |ife wi.thout cl

They also expressed satisfaction with the fact that the intervextimowedged the
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pain of experiencing a UP&nd that using the intervention to mateough itcould

be challenging

Used individually. All but one participant anticipated, and did, use the
interventionindividually. Oneparticipant used thaterventionverbally with her
husbandiil t al ked through it all with my hust
talker than a writed (. Pi\& participants thought they might involve their partner
Afspeak to him | ater, | ater on i mwmeshehe day
think or any vi e wsbutultimately dnlg twhpartcipants i t 0 ( P
actually talked to others about their engagement witimteeventionat T2 I di d
talk to friends about how | was feeling after | did activities, and how they quéte

hel pful, you know, but not really about 1

Around half the participants planned to set time aside to complete the
activities andalmost two thirds of the participants did this (eaglunch break The
remaining participais described difficulties fitting in the weekly activities,
especially with busy work schedul es: ATh
[the activitiesland it depended upon whActoupleofhad t o
participants describecbmpetingact i vi ti es when they felt r
didnodét feel ready on that day so | print

gently to do it.o (P3).

At T1 avast majority of participants predicted that they would prgithe
activities or wriing in a noteboolkand a minorityanticipated using their computer
only. In the endT2), more than half printed the activitjeme participant used a
notebook only, two participants accessed the intervention on their phone and two

used their computer
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Online Survey Data

Social appropriateness
Results shown in Fige2.4show that at T1 the vast majority of participants

liked, were willing to use and were confident to recommend the intervention to
someone else experiencing an UP@efAll, this positive appraisal increased at T2.
No participants thought that the intervention was not at all suitable at either

assessment moment.

Social Importance
At both assessment moments, all participants agreed to some degree that the

interventionwas helpful, but ratings increased by 15% at T2, with 50% of

participants being extremely satisfied.

Appraisal of activities. As shown in Figure 2.5, all participants reported that
Activity Oneand Activity Eightwere useful, and more than half of papamts
considered the remaining activities as useful to some extent. Participants reported
that Activity Two and Activity Sevenwere the most challenging and Activigight

the least, but all activities were reported as challenging to some extent.

Triangul ation
Triangulation of the qualitative and quantitative data demonstrated a high

degree of agr ee me mterventiergisaappopriai & m& mdb @ enrea t
agreementl meegravemtigo ® dneamokingihaoeighshé needs
UPG experienad@. Moder ate agreement wast mostly d
quantitative questions did not cover some of the emerging subthemes in qualitative
analysis, resulting in silen¢earmer et al., 20Q06defined a®ne data set covering a

theme or example and the other data set being silent on the theme or €sample

AppendixD for detailed results).
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Figure 2.4

Par ti ci p a nmeastresrofastcialmgpopriaténess and social importance

Willing to use (TL)*

Liked overall (T1)* -

Liked overall (T2)*
Helpful (T1)»
Helpful (T2)*
0% 50%
Frequency
B Somewhat disagree Somewhat agree Agree

Note.* = measure of social appropriateness, » = measure of social importance. Likert setmsof disagregl) to strongly agree(6) (left) ornot at all (1) to

Strongly agree

Mean (SD)

5.75 (0.45)

5.33(0.89)

530 (0.82)

5.08 (0.67)

5.20 (0.79)

100%

Confident to recommend (T 1)*

Confident to recommend (T2)*

Suitable (T 1)*

Suitable (T2)*

Satisfied with outcomes (T2)"

Willing to use again (T2)*

m slightly

Mean (SD)

3.92 (0.90)

4.10 (0.99)

4,00 (0.74)

4.40 (0.84)

4.10 (0.99)

4,00 (1.15)

100%

extremely(5) (right). Thestrongly disagre€1) anddisagree(2) categories were not selected by any participants and so were excluded from legend (right graph).

This was also the case foot at all (1), which was also excluded from legend (left graph).
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Figure 2.5
Participants6é ratings of perceived usefulness and challenge o
Activity is useful Viean (SD) Activity is challenging Vean (5D
1 4.80(1.32) 1 | S . 3.00(1.41)
2 I 433(1.32) 2 I 3.89(1.17)
3 4.56(0.73) 3 I 3.56(1.51)
4 I a1159 | 24 I 389(127)
5 . 4.56(1.01) § 5 I . 3.22(1.20)
6 I 4.67(1.00) 6 IR 3.70(1.42)
7 I 4.50(1.07) 7 I 3.89(1.17)
8 4.63(0.52) s IR 2.63(0.92)
0% 50% 100% 0% 50% 100%
Frequency Frequency

m Strongly disagree m Somewhat disagree = Netural =~ Somewhat agree  Strongly agree

Note.Likert scalesf strongly disagreg1) to strongly agreg(5).
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Discussion

Overview of findings
The first intervention prototype, based on the 3TM of adjustment to UPGs, is

perceived as acceptable and useful. In the vieysudicipants, it meets their

support needs by providing adequate tools and skills (e.g., reframing thoughts),

produces desired psychological benefits (e.g., finding fulfilment), and facilitates
engagement with the challenging process of adjusting to a Blrtermore, it is

considered accessible, easy to use, comprehensive, and overall sensitive to their
experience. High quantitative ratings on social appropriateness and social importance
corroborate overall acceptability of the prototyNenetheless, pacipants found

three activities somewhat challenging and identifiggkats for improvement,

particularly design, interactivity, navigatigegind some languagEindings indicate

thatthe interventiod s devel op meinnt eq@rma tpir rofgedmaky, t i ci p e

followed by feasibility and efficacy testing.

All participants felt the intervention was useful and helpful, often attributing
this to thestructure which facilitatethemto develop new perspectives on tHeies.
Survey responses also indicatih@t once participants had fully engaged with the
intervention, they were more likely to recommend it and to considered it more
suitable. Thdogic model presented in Rige2.1 shows expected outputs include
reframing, seicompassion, reducingxperienial avoidanceand goal definitiorand
pursuit Between them, grticipants repoed experiencing all theeeffects providing
some confidence that the intervention activéhedypothesized mechanisms of
changeHowever, only future quantitative mediation analysis will provide definitive
evidence on this, including if the dose of exposure is sufficient to trigger moderate

increases in mentdlealth and welbeing.
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Participantsvalued the intervention being onéiandaccessible to usghen
they wanted, alone arad home,but many noted that the UPG experience is
isolating, suggestingonnectivity would be a useful aspect of suppD#gspite this,
all but one participant used the intervention alone. Although otisearch has
indicated preference for a romantic partner or close friend as a peer counsellor for
web-based selhelp psychological interventioriBernecker et al., 201 7infertility
copingliterature demonstratésatmen dten present themselves as strong and stoic,
rather tharopen to sharéheir experiencewith their partneréPeterson teal., 2006;
Throsby & Gill, 2004) Thismay explain why nearly all the women useis th
intervention alone. Howevgesocial supportin particular from &mily membersis a
key component in adjustment to uncontrollable stregt@shner et al., 2007;
Valentiner et al., 1994uch asa UPG Participants also referred to using the
intervention as part of an online commuratyd research shows these can offer
support(Hinton et al., 2010; Malik & Coulson, 200&nd help buildtoping skills
andself-esteenm(Malik & Coulson, 2013)Focusing on developing skillsat
facilitate communication about a UPG with close people (family, friends) may

facilitate soci al connectivity and integl

Although social importance ratings were high overall (e.g., usefulness of
each activity), they weneot at the maximum, indicating an area for improvement.
This was reflected in a majority reporting that it was emotionally challenging to
some extent to engage each activity, and three participants describing experiencing
negative effectln particular, thee activities were rated with lower usefulness and
higher challenge (Activitfwo 1 reframing, ActivityFour- experiential avoidance,
and Activity Seveni committed action). This could indicate an unwanted adverse

effect of triggering momentary distretbgat should be monitorad future evaluation.



Chapter 2 65

Nonetheless, some participants acknowledged that experiencing unwanted emotions
or emotional pain is part of the process of change, particularly earlier on in the UPG
experience, and were unconcernddwever,perceptions of the intervention being
challenging or triggering negative emotions can act as barrier to engaga@ent.
literature refers to an unwillingness to tolerate the discomfort that engaging with

ACT brings(Harris, 2013; Hayes &mith, 2005) which appears similar to the

concerns expressed here. These data suthgespecific strategies should be

provided early in the intervention to encourage users to develop willingness to
experience uncomfortable or difficult emotions ahatify that this is part of the

change process. To cultivate willingness, Hgi2i313)suggests focusing on

acceptance skills, forexample,andb gni t i ve defusi on, whi ch
the wayonerelates to thoughts by creating contexts in which their unhelpful
functi ons a(Hages €t al.n006; ps8hhesd gkik could help users

managehe uncomfortable emotions they may experience.

The experience of pursuing and then adjusting to a UPG is perceived as a
personal journey, in which participants recognize different stages and paces in the
process of moving towasdadjustment. Though this is not a desired nor easy
journey, it is necessary, and referringtoitasyzy 6 or O6our 6 rather t|
seemed to empower participants, giving them a sense of controhexedship In
this context, participants consigéd the intervention facilitated engagement with this
adjustment process and provided structure to help them navigate through, implicitly
suggesting the intervention could shorten the adjustment period or make it less
daunting.The journey metaphor hasdreused in fertility treatment literature
(Hinton & Miller, 2013; Wilson & Leese, 2013)nd is consistent with the temporal

nature of adjustment to | oss, demonstrat.|
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While they agreed that the intervention could be most useful earlier on the journey,
theyalsoreferredt o i ndi vi dual variability in peop
journey, which could influence acceptability of the intervention and pace of

progression through iAccording to Hendricks and Boroditsk2016)the journey

metaphor can indicate a formmofe appr ai sal coping, by all o
the way we feel about somet hingll®y changi
Ludden et al.(2014)uselt he j ourney met aphor to succes
engagement as this can Acontribute to adl
and f ost er i (Lgddem atgla2pEnpedPieral, these data suggest

integrating the journey metaphor in the intervention can facilitate a sense of
appropriateness and familiarity for users, as well as communication about the

structure and pacing of the interventiGuiture research should focus on

ace ptability according to the usersb6é stag

itself could increase a sense of readiness to start the journey.

Finally, the social appropriateness ratings for this intervention were high,
with reported perceptions thiatvas easy to use, comprehensive, inclusael
appropriate. All participants used the intervenamomost completedll activities,
itself an indication of acceptabilitdfowever, it is important to note thatlherence
to internetbased sethelpinte vent i ons i n t he (Ghriskelasen wor | d
et al., 2009; Eysenbach, 2005; Fleming et al., 2008 high acceapbility reported
here might have been a product of the study context, as participants knew they were
expected to talk about their experiences of engaging with the intervention. Future
testing of the intervention gselehelfgs t o bet
interventions (e.g., no researciparticipant contact). Though acceptability of the

content is encouraging, design and interaction limitations should be addressed. M
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than half completdthe activitiesn hard copy, with amefrustrated thatheywere
unable to edit the activities or fattwasnot accessible on a phorizeveloping a

more interactive format, such as a web app, could aid in delivering it dynamically,
enablingusersto engage at tlreconveniences mosteporteddifficulties with

fitting the activities into scheduleBhis has been in demonstrated irmadomised
controlled trial comparing smartphowersusPC delivery of an interndiased
cognitivebehavioural treatmenshowingthosewith the smartphoneouldintegrate

it into aroutine(Stolz et al., 2018)

Strengths and limitations
This studywas wellplaced n t he i nterventionb6s deve

allowing for improvements to be informed by users. Its prospective and mixed
methods design enabled a nuanced account a€ipartt perspectivefHammarberg
et al., 2016)with the quantitative data further enabling corroboration of findings.
There was a low attrition rate, only one participant did not complete the follow up
interview. This is contrary tohte literature often reporting high attrition rates for
eHealth intervention studi€Eysenbach, 2005}t is possible that this further
endorses the acceptability of the intervention and the requirement from individuals
with an UPG for support, although it could also be a consequence affihesbn
interview research design where participants may find it difficult to say no to
engaging with the intervention. In addition, personal contact with a researcher in
studies on smartphone interventions has been shown to reduce attrition rates
(Linardon & FullerTyszkiewicz, 202Q)as ismonetary incentie (Linardon &
Fuller-Tyszkiewicz, 202Q)which was also providednother strength was the think
aloud protocol, offering a naturalistic perspective of user engagemerallowed

participantsd expressvhat they found importanHowever,although participants
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were asked to be as honest as bssthatthe interviever was part of the

development team may have influenced their appraisal.

Finally, the study had a small homogeneous sampselételectecthildless
married infertile women. Thee were ngerspectives of peopleith children (bd
who desire morepr men, and only one described themselves as childless by
circumstance, limiting the generalisability of these findiddse lack of
representation of these groups is consistent with their absence in other research
(Greene & Biddlecom, 2000; Tonkin, 201Rarticipants were also sedélectedso
if someone found this type of intervention unacceptable, they would have not take
part in the study. Owing to the small sample size, it was not possible to analyse
inferential statistics and so a moredapth evaluation of the change across time has

not been conducted.

Implications
In sum, findings indicate a future version of thieermention should

incorporate the journey metaphor, include activities to increase social connectivity

(new outputs in logic modgland the order of activities should be revised to start by
promoting acceptance (willingness). Adopting a web based respatesign,

improving usetinterface, and addressing inclusivity issues should increase perceived
appropriateness. Findings also have implications for the testing of the upgraded

i ntervention: testing should enattany e Or e:
potential shorterm aversive effects and how these are associated with acceptability,

and proceed to quantitative testing of the logic model. More generally, findings show

that people with a UPG are receptive to online support that helps thehomksy

perspective of where they are in their journey and offer a map and associated skills

to navigate through it.
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This study shows an early prototype of a psychological intervention based on
the 3TM, is acceptable and useful, successfully meeting the needs of women with a
UPG. Despite being a challenging experience for some, all women engaged with the
intervention, caonmending its welktructured guidance. Results overall support the
logic model underlyinghe interventiorwith only minor revisions neededppendix
E). Further development difie intervention can now loarried oufrom these

findings.
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Chapter 3: Childless by circumstance adjustmentand support needs

I ntroduction

In the previous chapter the early prototype of the intervention was evaluated
for acceptability Almost all the participants in theudy were infertilehildless
women, and &noted in Chapter thereproductive literature often focuses on
people who have engaged with fertility treatméfdwever,people find themselves
definitively childless for numerous reasoasdoften resulting from a combination
of factors with research suggesy thatover 994 of childless individualperceie
this to beinvoluntary(Miettinen et al., 2015)t is becomingncreasingly clear that
many people experience UPGs because of circumstantial bamahrsore research
is nowneeadto better understandhis experienceThereforethis chapter aims to
validate the 3TM in a sample of circumstantially childless peaptiyather data on

their support needs and preferences.

The terminology fochildless by circumstangeeoplevaries across the
literature.In some contexts, the term represents individuals whose childlessness
arises from social reasqgras opposed to meddilly-related inability to conceive
(Cannold, 2004; Tonkin, 2010 others, the term includes the abseeial factors
in addition to biological or infertility reasorf€hauhan et al., 2020; Connidis &
McMullin, 1996). It is often considered thapposingg er m t o o6chi | dl ess
(Cannold, 2004br oadl y, o6 c hi | dtermisotogyis gynooymous u mst an
with involuntary childlessnesk this chapter childless by circumstance people are
defined as individuals who identify themselvepasmanently chilessandattribute

their childlessness to unfavourable circumstances, e.g., not having a partner



Chapter 3 71

As noted in Chapter 1, there are sevenmra@umstantial barriers that lead
peopleto consider themselves childless by circumstamgth the most cited les
beingpartnership, education, employméktynarska et al., 2015and parenthood
postponemeniBerrington, 2004; Mills et al., 2011Gender differences are apparent
for some of these factorlsor exampleadditional levels oéducation angustained
employment & predictors of childlessness for women, but not for (Bemrington,
2017; Keizer et al., 200&nd it is possible this is duettoe experience of sub
fertility following postponementf childbearingKreyenfeld & Konietzka, 2017)
Converselyremaining singlgredicts childlessness in both men and women
(Berrington, 2017; Connidis & McMullin, 1996; Ratch & Miettinen, 2017)As a
result of these factors, people may postpone parenthodthiapiays an important
role inpeope ultimately remaining childleg8eaujouan, 2021; Mills et al., 2011)
This impacts botlmen and women aalthough women havadefinitive biological
reproductive windownen are also impacted by this if their partner is older.
Furthermore, the increasing understanding that it may not only be the biological
barriers, but also social barrierasherethere is a perception thedciety would
consider a certain age too old to have a diBitlari et al.,2011) Although research
on predictors of childlessness does not often differentiate between involuntary and
voluntary childlessnesshere are often several reasons that contribute to
circumstantial childlessness and there are gender differencesimggaatdcation and

employment as predictors of childlessness.

Lack of awareness about the relevance of investigating the negative
psychosocial impact of undesired childlessness has been reflected in population
representative studies on childlessness. da&re seHperceptions of childlessness

are not taken into consideration have contributed to mixed findings about how



Chapter 3 72

parental status or childlessness is associated with rerdtih and wellbeing. For
example, data frorthe Survey of Health, Ageing aftétirement in Europe
(SHARE)reported that childlessness was not associated with psychological
wellbeing once controlled for soegconomic factor§Gibney et al., 2017 put

whether the childlessness was involuntary was not determined. Data from the
National Longitudinal Study of Youth 1979 indicated involuntary childlessness was
not associated with psychological distrégsximova & QuesneVallée, 2009)
However,it was noted that across the two time points many participants revised their
intentions, with only quarter indicating voluntary childlessat the first wave,
increasing to three quarters of participants by the second wave. This change of
intention across time may be why no association with childlessness and distress was
found as people were able to reduce the incongruence between #rdipimg and
outcomes. This is supporteg other research that indicates people revise
downwardgheir number of desired children over tifigerrington, 2004, Liefbroer,
2009) A longitudinal study in Australia usintQ waves of data from the Household,
Income and Labour Dynamics in Australia studgorted that across the life course,
the physical and mental health of childless women vani@dmparisorio mothers.

They reported that childless women experienced poorer mental health, social
functioning and emaotional related role limitations when compared to mothers during
their reproductive years (age 25 to 44) but this was no longer truefoen over

the age of 6%Graham, 2015)However, perceptions of whether the childlessness
was involuntary were not captured, and it was not possible to determine causality.
Other research indicates childlessness may be associated with poorer eudaimonic
wellbeing,indicated through data from tiNorwegian Life Course, Ageing and

Generation (NorLAG) studguggesting that childless women report lower life
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satisfaction and selsteem than mothefslansen et al., 2009 sum, although no
definitive conclusions can be drawn as these large cohort studies were not designed
to evaluate involuntary childlessness and psychosocial implications, their findings do
suggest that there is some evidence to warrant further investigation of the

psychosocieimplications of involuntary childlessness.

In addition to seHperceptions of childlessness, @orparenthood is often
considered a nenormative life transition, the social contextd perceived social
supportmay play a role in subsequent psychoabionplications For example
childless people are more likely to experience perceived s(Buleroft &
Teachman, 2004; Miall, 1986mpacting their mental health, with this burden being
higher in pronatalist societi€Bonkor & Sandall, 2007; Gold, 2013; Slade et al.,
2007) In some countries consequences can include viol&telar et al., 2016)n
addition to perceived stigma, childless individuals often report poorer social support.
An exploratory crossectional study based in Australia reported W@men who
reported being circumstantially childless (defined as not having children as a result
of circumstances such as no partner) had significantly lower social support scores
than women who were childless for other reasons (undecided, future dhiéded
intend to have biological or social children in the future), voluntary childless or
involuntary (defined as unable to achieve a viable pregnafioynbull et al.,
2016) Furthermore, research on men and women indicates that childlessness is
associated with a gladey& Hanley, 20bleLetnedoy,an out
2012) or Osocially invisi Pingudrt 208nd experi e
particular in older age®\lbertini & Mencarini, 2014; Dykstra & Hagesta2iD07) It
is important to note the associations between childlessness and social support and

relationships are complex and may be mediated by marital status and gender
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(Pinquart, 2003)and the availability of extended family and friefBgindl &
Brandt, 2017)However, the social context, in addition to the perception of whether
the childlessness is involuntary, should be taken into consideration when researching

this population.

Individuals who experience involuntary childlessness are likely to undergo an
adjugment process, triggered by the loss of an identity, e.g., parent, and/or the loss
of the goal, e.g., parenthood. Research often focuses on theories that facilitate
understanding of the causes of childlessness and some have approached the
adjustment procss but primarily following unsuccessful fertility treatmébianiluk
& Tench, 2007; Gameiro & Finnigan, 2017; Kraaij et al., 2009; Sabatelli et al., 1988;
Verhaak, Smeenk, Evers, et al., 200@lividualswho experience childlessness
because ofinsuccessful treatment reportedly undergo an adjustment ptbaéss
includesworking throughand integratingheir grief, naking meaning from their
experience and eventually engaging with other fulfilling goals. This process was
proposed as th€hree Task Model of Adjustme(@TM), where the three tasks are:
acceptance, meaning makjrand the pursuit of other meaningful go@Bameiro &
Finnigan, 2017)There is consensus that certain factors are protective for adjustment,
e.g., social suppofDaniluk & Tench, 2007and the passage of tiffl@ameiro et al.,
2016; KuivasaarPirinen et al., 2014)ard others are not, e.g., avoidance coping
(Daniluk & Tench, 2007pr the absence of acs#isle meaningful alternative goals
away from parenthoofKraaij et al., 2009)As this research focuses on involuntary
childlessness after infertility, it is not clear how egent knowledge about this
adjustment process is applicable to those who find themselves circumstantially
childless However, research focused on the childless by circumstance experience

hasprovided evidence of similaritieBor example, McQuillan et a(2012) found
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that individuals who considered themselves childless as a result of situational
barriers reported similar importance of parenthood scores to individuals who
reported biomedical barrie®Research focusing on why loss of motherhood matters
in circumstantial childlessness indicates that women experience feelings of loss and
grief, (Tonkin, 2010) which are also experienced following unsuccessful treatment
(Daniluk, 2001; Volgsten et al., 200 F-urthermore, Koert and Daniluk (2017)

found that women who had delayed childbearing until they were subsequently
permanently childless experienced feelings of grief and loss. Hadley and Hanley
(2011)also reported this sense of loss amongst involuntary childless men. More
recently an online survey study indicated circums&digtchildless women undergo

gradual acceptance of their childlessn&sauhan et al., 2020)

Research with infertile participants suggdbat they engage in meaning
making processes such as positive reappraisal coping when faced with definitive
childlessnesg§Kraaij et al., 208; Lechner et al., 2007Whether circumstantially
childless people also engage in a meaning making process and what strategies are
used remains unclediowever,interpretivephenomenological analysié
permanently childless women after delayed childbearing indicated that women
experience a need to make sense of their childlessness, engaging in cognitive coping
by reflecting on their intentions and reconciling with themsetlvasthey had make
the best decisions they could, based on their values and ljKlefit & Daniluk,

2017)

Adjustment research suggests that engagement with other meaningful goals is
an important factor in adjustment to life stresgérm®aij et al., 2009)There may be
differences between the infertility and circumstantial childless populations within

this aspect of the adjustment process. For those who remain childless via infertility,
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and engage with fertility é@atment, the pursuit of other goals can be difficult as it
involves active effort to move away from their pursuit of parenti{dbzCarthy,
2008; Wirtberg et al., 2007Arguably, this may be easier for the circumstantial
childless population as predictors of the anstiantial childlessness experience
include exploring further education or sustaining a career, therefore it may not
require much active effort to continue pursing these alternative goals away from
parenthood, therefore facilitating adjustment. Furthermodiyiduals who are
childless by circumstance may not have sought to actively try to conceive and this
may make relinquishment of this goal easier. Some research suggests that
individuals who did anticipate having children are able to voluntarily relsghis
goal through adapting to the lifestyle they build for themselves without children

(Buhr & Huinink, 2017)

Given hat the psychosocial implications of involuntary childlessness have
been outlined and that individuals undergo a challenging adjustment process, which
may be influenced by the social context, it would be reasonable to suggest that this
population may seeskupport.Research has shovaonsistentijthat beneficial social
relationships and social support can have a positive influence on adjustment.
Individuals who have undergone fertility treatment benefit from social support
(Rockliff et al., 2014) Sharing their experience within trusted social relationships
can foster that suppofdohansson & Berg, 2008hd longterm adjustment to
unsuccessful treatment may be buffered by the presence of social $@aoetiro
& Finnigan, 2017)However, due to the associated stigma, an appraisal of whether
social networks are supportive in relation to the childlessness may be important for
the childless by circumstance population before they choose to disclose this

information, both formally (e.qg., a certified therapist) and informally (e.g., peer
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support). Brthermore, research also suggeststti@pathvay to childlessnessay
moreprofoundy influencesocial consequences than the status ifgashli &

Albertini, 2009)and so the heterogeneity of the experience may be reflected in the
perception of available social networks and suptesearch shows that people turn
to online communities to share their experiences of childlessness, usually
anonymouslyhowever these are often centred around the infertility experience or
those trying to conceiviMalik & Coulson, 2013; Stenstrom, 2020 sum, the
perceived availability of supportive social relationships may play an important role

in the adjustment process for childless by circumstance individuals.

Overall, the data supports thetion that adjustment to involuntary
childlessness unfolds as proposed by the 3TM. Evidence suggests that this model is
applicable to those who describe themselves as childless by circumthancg,
thisneeds to bempiricaly tesed Furthermore, themmay be nuances in how this
population engages with the three tasks of acceptance, meaning raakinirsuit
of new goals. For example, without the definitive ot often experienced when
one must make a decisiongtpfertility treatment, the griehnd subsequent
acceptance process the process of making meaning of their experiemes take
longer for childless by circumstance individuals. However, childless by circumstance
individuals may find it easier to engage with other meaningful godlsegsare more
likely to already have fulfilling goalsuch agpursuit of further educationAn in-
depth understanding of such nuances will contribute to inforrdetaelopmenof
the intervention presented in this thesis that it better meets the neeaf this

particular population.

Finally, research also suggests that an objective indicator of adjustment is a

selfreported relinquishment of the goal of parenthdbis, being associated with
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bettermentalhealthandwellbeing(Daniluk, 2001; Gameiro et al., 2014; Verhaak,
Smeenk, Evers, et al., 2007; Verhaak, Smeenk, Nahuis, et al., Ra@eéarch
demonstrates that the number of individuals sustaining thisefsld will diminish

over time(Gameiro et al., 2014; Verhaak, Smeenk, Nahuis, et al., 2007; Wischmann
et al., 2012)Given that the conseqguees to involuntary childlessness resulting from
infertility and circumstances are similar in other ar@gasert & Daniluk, 2017)it

seems reasonable to suggest that circumstantially childless individuals may also
sustain a chilewish, and that this may either act as a barrier to adjustment doenay
considered an output of unsuccessful adjustment. Therefore, this study will also
consider whether childless by circumstance individuals sustain a child wish and the

role this may play in their adjustment process.

The aim of this crossectional mixed methods study was to empirically test
the validity of the 3TM to explain the adjustment process of people who are childless
by circumstancand evaluate support need$e specific hypotheses of trggudy
were (1) the empirical model will demonstrate validity using predefined criteria, (2)
qualitative data will indicatevhetherparticipants describe a similar adjustment
process to those who were unsuccessful after fertility treatment, (3) peopleevho a
childless by circumstance who sustain a child wish may experience adjustment
difficulties, and (4) participants will report a demand for both informal and formal
psychosocial supporthe mixedmethods design was adopted because quantitative
analysis eables the first empirical testing of the 3TM for this population and
gualitative analysis facilitates understanding of nuances of the childless by
circumstance experience. Results will indicate whether the 3TM is applicable to the
childless by circumstanaxperience and will inform future development of the

intervention to ensure it is suitable for this population.
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M ethodsand Materials

Design
Thestudy consisted of a mixeadethods online survey built using Qualtrics

software Copyright 2020; Qualtrics, Provo, UT).

Participants
This study was approved by Cardiff Uni

Ethics Committe€EC.20.04.14.601)0The surveywas advertised on social media,
including Twitter and Facebook. Specific support groups for childless individuals
were contacted directly and tearveywas shared with permission. Google
advertisements were aldastributed,and the Prolific recruitmentatform was used
To complete the survey, participants were required to click the link in the online
advertisements. Participants were then presented with the information sheet and
informed consent forrfAppendixF). They were also informed they could be
entered into a prize draw to win one of fdB0 amazon vouchers on completion of
the survey.Participants who complete the survey via the Praldaruitment

platform completd an initial eligibility survey (using the eligibility question about
whether they are childless by circumstance in the survey content below, they will
have already been filtered for age), and those wdre eligiblewere invited to
completethe full survey Participants who complete the survey in this weneived
payment for both surveys they compteteligibility and full survey) andverenot

entered into the prize draw.

Eligibility criteria were being childless by circumstance, defined as
identifying aspermanently childlesgresumed fertile during childbearing yeaasd
childlessness due to unfavourable circum:
find the right partner), and being aged 35 or oVars minimum agénas been used

in other studie (Tonkin, 2014)andwas sets fertility declinesharplyaround this
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age (for women) and people are likely sdware that they may be approaching a

point where thg would be unable to conceive a chi@her research has included

people whalefine themselveshildless by circumstance even when theyimiertile

andengage with fertilittreatmen{Chauhan et al., 2020; Connidis & McMullin,

1996)and people are incraagly engaging with fertility treatmeratt older ages

(C85) (Ben Messaoud et al., 202@ptentiallyfollowing parenthood postpement

(Beaujouan, 2021jhereforepeople who considedtheir infertility asresulting from

an unfavourable circumstance were also included inthisstidye t er m &6 chi | d
by circumstanced6 was chosenfacilitatest hi s ter m
inclusion of individuals who seiflentify with this, and the survey was open for all

genders. On completion of the survey, participants were provided with a debrief

form.
Materials

The online survey included soeitemographic questions, quests about
participantsdéd pathway to childless by ci.

data will be reported elsewhere), and current elikh. Existing psychological
guestionnaires were used to measure the 3TM predictors, mediators and target
ot comes. A final set of qQquestions assess:

informal support and perceived impact of the COMI®pandemic.

Sociodemographic questions
Participants were asked to provide their age (in years), gender (0 = female, 1

= male), country of residence, relationship status (O = single (including divorced or
widowed), 1= in a relationship), education level (0O=no University education, 1 =
University education) and employment status (0 = not employed: unemployed,

student, retired, 1 = employed part or full time).
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Pathway to childlessness
Participants were asked the question

childl ess by ci r ctatmsduestiocwe @gdedaorextraca n s wer s
different categories of the reasons (e.g., single/did not find the right partner,

economic reasons, medical (not including infertility), partner did not want children).

If more than one reason was given, the firaso: was chosen as this was

considered the most salient to fherticipant. Individuals were dummy coded into

those who cited fertility problems and/or treatment (1) and those who did not (0) so

that this could be controlled fauringanalysis.

Sustaininga child-wish
Participants were asked whether they sustained a child wish (0 = no, 1 = yes).

Predictors, mediators and outcomes of the 3TM
In addition to age and gender, importance of parenthood and social

relationshipsvere considereds pedictors,dueto their relevance in adjustment to a

blocked parenthood goal, as outlined in the introduction.

Importance of parenthood Participantswere askedhow they rated the

importance of parenthood on a scale @hdt at all importantto 5 very important.

Social relationships This wasassessed withfaur-item scale developed by
the researchers and based on other papers that specifically investigiatieds by
circumstanc€Hadley, 2019b; Tonkin, 20107 he first two questions focus on
availability of supportive social relationships and the tastfocus on feelings about
their social relationships. In house development of questions was chosen as the
researchers wanted a brief questionnaire that specifically asked participants their
perspective of how they related to others around them in relkatitheir
childlessness, and as there is a paucity of research on the childless by circumstance

experience, it was felt that there was not a validated questionnaire that captured this.
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The four questions were: My friends and family understand my feaingist my
childlessness; | can talk to my friends and family about my childlessness; | feel
isolated because of my childlessness; | feel | am treated differently because | am
childless. Participants were asked to respond to each statement on a stale of
(nevel) to 5 (alway9. Negatively scored items were reversed and scores were then
summed, with the total score varying betwéar and 20, with higher values

indicating higher perception of available agpportivesocialrelationships.

Meaning Making. Positive reframings considere@ meaningmaking
coping strategy associated with better adjustment to definitive childleg&inaag
et al., 2009; Lechner et al., 200This was evaluated with the brief COPE inventory
subscalgCarver, 1997)which assesses positive reframing vigbri t ems (e. g. ,
try to see it in a different | ight, to m
rangedfromX | havendét be)dod( doien P etemi Jlamd an ga It 1h i
total summed score ranging frdour to 16 was calculated, withigher scores

indicating more positive reframing.

Acceptance Thiswas assessed with the acceptance subscale of the
SCREENIVF Questionnair@/erhaak et al., 2010 his subscale assesses
acceptance witeixi t ems (e. g., Ol have |l earned to
itemswereedapted to assess acceptance towards
the consequences of being childlessd, in:
response scale varied fromdb(not agreg¢to 4 @trongly agre¢ and a total summed
score ranging fromsix to 24 was calculated, with higher scores indicating higher

acceptance.
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Pursuit of new goals This was assessed with theenegagement subscale of

the Goal Disengagement and Reengagement S&atesch, Scheier, Miller, et al.,

2003) The scale assesses the ability to identify newgliea | s (t wd it ems,

have convinced myself that | have other meaningful goalsto pu®de, t o commi

new goal s ( thaw putdffertrtosvard other gneanirdgful goal3. and t

statamct i ve pursuit of rhavessoggbtaftersothdrt wo 1t em

meaningful goals 6 ) . Parti ci pan torsafivepainescae $érdmeld t o
(strongly disagregto 5 strongly agre¢. The totalsumscore ranged betwesix and

30, with higler scores indicating greater engagement in other meaningfgbkis.

Mental health. Thiswas assessed with the Mental Health Inventory (MHI
(Berwick et al., 1991 )afive-item scale that assesses mental hdmglthsking
participants how they have been feeling during the previous four weeks ( e.g., Have
you been a happy person?) on a six point scale framrie(of the timeto 6 @ll of
the timg. Negatively scored items were reversed and items were then suanohed
linearly transformed to produce a total score ranging freroto 100, with higher
scores indicating better mental health. A suggested cut off score fobNAHIG6,
with scores equal or below this indicating the presence of common mental disorder

(Kelly et al., 2008)

Wellbeing. Wellbeing was differentiated between hedonic (subjective
experiences of pleasure and enjoyment) and eudaimonic (subjective experience of

meaning and purpose in life) wellbeing.

Hedonic wellbeingThiswas assessed with the World Health Organisation
Wellbeing Index (WHQS5 (;Topp et al., 2015)Participants were asked to rate how

we l | each of five items (e.g., o1 have

f

al

[
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past two weeks on a scdiem 0 (one of the timeto 5 @ll of the timg. All items
were summed, and the total score was linearly transformed to varygéroto 100,
with higher scores indicating better hedonic wellbeing. General population mean
scores for WHGb are estimated @0 (Bech et al., 2003scoesO  hdicating

reduced wellbein§Topp et al., 2015)

Eudaimonic wellbeingThiswas assessed with the Flourishing Scale (FS)
(Diener et al., 2010)This briefeightitem scale assess&sbjective success in areas
such as purposeandselst eem (e.g., Ol | ead a purpos
Participants were asked to indicate how much they agree with each statement on a
scale of 1gtrongly disagregto 7 &trongly agre¢. All scores were summed and
varied betweerightto 56, where higher scores indicated higher eudaimonic
wellbeing. General population mean scores for English speaking adults have been

estimated at 43.8 (SD= 8.@one et al., 2014)

Support needs
Participants were asked four questions about their suppeds vehich were

generated by the researcher. Two questions asked whether participants felt they
needed professional/formal (e.g., certified therapist or counsellor) or informal

support (e.g., peer support, online forums,-Belp) and to explain this in thl.

One question asked whether participants would use an online support app to manage
the social and psychological implications of being childless by circumstance and one
question asked what content or features participants would expect to see in such an

online support app.

Perceived impact of COVIEL9
This survey was launched at the beginning of the COlApandemic

response in the UK (national lockdown) and therefore two questions were added one
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week after the survey launched to assess how the CQ¥kandemic was affecting
the participants wellbeing and their experience of being childless by circumstance.
Both questions had a response scale otfy(negatively affectg¢do 5 {very

positively affected One open question also invited participantaiibe any further
comments about the pandemic in relationship to their childless by circumstance

status.

Data analysis
Descriptive statistics (frequencies, percentages, means and standard

deviations) were used to describe the sample stemeographic chacteristicsChi
squaredests were conducted to evaluate any differences in characteristics of

participants whatarted angompleted the survey fully or not.

To test the 3TM model a path analysias conductedith maximum
likelihood estimation usingBM SPSS AMOS v23 structural equation modelling
software. The predictor variables (IVs) in the model were age, gender, importance of
parenthood and social relationships. The mediators were meaning making (positive
reframing), acceptance and pursuit of nealg, and the dependent variables (DVs)
or outcomes were mentakalth and hedonic and eudaimonic wellbeing. Causal
arrows were drawn from all predictors to all mediators and from all mediators to all
outcomesThe residuals of all mediatovgere covariedbecausét washypothessed
these would be associated) and of all outcomes (because they all measure
psychosocial adjustment). To consider if sed@mographic variables (age, gender,
in relationship, education, employment) and reported fertility prodlemal/or
fertility treatmentshould be controlled fotheir correlations with outcomegere
inspectedIn addition, gender and social relationshigge covariegs gender

differences have been reported in the literafBegerson et al., 2006yinally,
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arrowswere drawrbetween social relationships and all outcomes due to the
extensive literature ote direct (i.e., not via hypothesized mediators) protective
value of social relationships to psychosocial adjustment. The model was then tested
in a series of steps. In Mod®he all associations between covariates identified in

the bivariate correlatiaand outcomes were included. Upon inspection of the
estimates of this model, naignificant associations between covariates and
outcomes were removed, which was Motieb. To examine the modélgoodness

of fit the chis g u a P)ahe Bentler comparat fit index (CFI1), and the Steiger

Lind root mean square error of approximation (RMSEA, corrects for model
complexity)were consideredA model is considered to have very good fit if the chi

s q u a P) statisti¢ isnorsignificant, the CFl is greaterah 0.95 and the RMSEA

is below 0.06Hu & Bentler, 1998)A good fit is established the chi squared

statisticis nors i g n i f)jthe £MAl ts gr¢ater than 0.90 and the RMSEA is below
0.08(Bentler, 1990; Hooper et al., 200Dnly statisically significant standarded

path coefficientsg < .05) were reported. Values less than .10 indicate small effects,
values around .30 medi um e((CdhenclO8)Theand v al
validity of the final model within the context of the COVII® pandemic was tested
using two invariance models, one with the two COVID variables as predictors and

one with them as covariates.

To investigate participants perceptions of their adjustment process, in
particular in relation to the three tastsematic analysis was carried on textual data
from the online survey, according to the six steps outlined by Braun and Clarke
(2006) This first involved familiarisation with the data by reading through the
survey responses several times. Then inductive generation of codes thhedescr

piece of information present in the dafa. minimise researcher biakjg exercise
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was descriptivéo ensure the least possible inferer@edes were then grouped into
themes that captured a recurrent idea or topic present in the set @falataoradi

et al., 2016) Themes were developed from analogous data, but attention was also
given to divergent data if it was strongly endorsed by the participaht@nes

were reviewed by checking them agaiestracts of data and then the themes were
defined ancdhamedDuring this proces$3.R. and S.Gcame together repeatedly for
peer debriefing, reflection and to discuss and review the codes. The analysis was
presented in a summary with illustrative verbatjuotes presented in a table. Quotes

are accompanied by participant number (P), gender (M or F) and age (in years).

To investigate if sustaining a child wish was associated with differences in
adjustment processes and outcomadtivariate analysis of v&ancewas conducted

twice (one for 3TM mediators and one for adjustment outcomes).

Finally, to investigate needs for psychosocial suppledcriptive statistics
(frequencies) were used to describe participants engagemeimtr\pithceived need
for informal and formal support. Thematic analysis was also conducted on the

textual responses.

Results

Sample characteristics
Two hundred and eightgne individuals accessed the survey and 149 (53%)

were included in the final analysis. See the participant thantqFigure 3.1) for

reasons of noimclusion.

The sample characteristics are presented in Tablé'he average age of the
survey completererasabout46 (SD= 7.42)years of ageand29 participants

(19.8%) were menAround halfwere in arelationshipand a majorityhad a
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university education and were employed full or fiane. The majority were from

the UK and still had a child wish. Thiereemost cited reasons for being childless by
circumstance were being single or not finding thetrgrtner 68, 47.68%), a partner
not wishing to havehildren(19, 13.3%), and medical reasons (not including

infertility; 19, 13.3%)

Figure 3.1

Participant flowchart

Accessed survey

N =281 Excluded (%):

Did not consentn=1 (0.4)
Not eligible n= 13 (4.6)
Provided answers that
indicate they are childless by
choice or still anticipate
having child(ren) n= 11 (3.9)
Did not complete any of the
survey n =47 (16.7)

Provided consent and eligible
N =208 (74.0%)

Excluded (%):

Did not complete survey
beyond demographic
details =59 (21.0)

h 4

Included i analysis
N = 149 (53.0%)
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Table 3.1

Summary of sociodemographic details of participants and differences between survey completersamgpleters

Variable Survey completers Survey nonrcompleters t(1927/ 6?2 p
n=147 n=47
M SD M SD
Age[range = 3568] 45.95 7.42 46.86 7.09 -0.73 [-13.33, 1.53] 466
n =149 n=42 t(190% p
Importance of parenthood 3.45 1.23 3.72 1.14 -.1.30 F0.69, 0.14] .198
N =149 N =49
n % n %
Gender
Female 120 80.5 45 91.8 3.39 .078
Relationship status
Relationship 76 51.0 30 61.2 1.55 460
Education
Degree (including UG and PG degree) 121 81.2 43 87.8 1.11 .292
Employment
Employed (part time/ full time) 119 79.9 39 79.6 0.00 .967
Country
United Kingdom 92 63.0 31 64.6 2.66 448
Rest of Europe 31 21.2 6 12.5
USA and Canada 16 11.0 7 14.6
Rest of World 7 4.8 4 8.3
Sustained child wish
Yes 85 60.7 26 61.9 0.02 .890
Reasons for childlessness
Single or not foundthe right partner 68 47.6 1 25.0 8.35 .302
Partner did not want children 19 13.3 0 0.0

89
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Variable Survey completers Survey nonrcompleters t(1927/ ¢ p
Medical (not including infertility) 19 13.3 2 50.0
Fertility problems and/or treatment 14 9.8 0 0.0
Economic reasons 9 6.3 0 0.0
Gay or lesbian 3 2.1 0 0.0
Difficult upbringing ( 4 2.8 0 0.0
Other (including informally caring for parents) 7 4.9 1 25.0

Note M = Mean,SD= Standard Deviation UG = Undergraduate, PG = Postgradrese of world =Australia, New Zealandylexico and South Afric&Tests for a
difference between completers and ftmmpleters, and were estimated using chi squared test or t tests, [Confidencdd].

90
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Table3.1 also presents the descriptive statisiicghe study variables for
participants who did or did not complete the survey (excluded from analysis). No
association was found between completing the survepgedgendeheing in a
relationship, having a university education, being emplogeaintyy of residence,

sustaiting achild wish or reasons for childlessness

Testing of the Three Task Model ofAdjustment
Table3.2 presents means and standard deviations, internal consistency

coefficients,andbivariatecorrelations among theariablesof the 3TM It can be

observed that all the scales used had internal consigi@rmcyo n b a ¢ h268. al ph a
Participants reported average scores on social relationships, and above the average
response values scores on meaning making, acceptadga@uit of new goals.
Participantsé psychosocial adjustment oul
eudaimonic wellbeing were lower on average compared to normative or validation

data.Eighty five percent and 53% of participants in this studyestdelow the cut

offscore(MHI5 O 76) that indicates the presenc
belowthecubo f f score (WHO=5 O 50) that indicat
respectively.

Overall, as shown in Table 3.2, there were weak to moderate
association between the predictors, psychological tasks, and adjustment outcomes.
There were strong correlations between adjustment outcomeshevghrongest

associatiorbeingbetween mental health and hedonic wellbeirg, 776 p < .001.

Fit indices for theliree models tested are presented in TaBldnspection
of themodel fit parameters show the three models tested present good fit to the
data, withModel Three(presented in Figure 3.2) presenting the best fit scores across

all parameters
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Table 3.2

92

Means and standard deviations, internal consistency and correlations among the Three Task Model of Adjustment (3T Mpssechidgx

N=149)
Variables n M (SD) Normative a 2 3 4 5 6 7 8 9 10 11 12
Scores
1. Age 147  45.95 (7.42) - - -.004 -.005 -.044 133 -.007 -.011 .196* .064 142 .038 .064
2. Gendef 143 - - - - -313*** .261** 274 .120 .096 A74* .098 -.002 .0589 .057
3. Importance 149 3.45 (1.23) - - - -.334%xx - 437 =274 -.089 -.285%** =257 -.026 .036 -.214*
parenthood
4. Social 144  10.70 (4.51) - .856 - 445+ A7 4% .354*x* ATT* 540*** AT .106 .289**
Relationships
5. Acceptance 149 16.18 (5.32) - 951 - 489*** A23F** AB59*** A39*** .362%** 124 277**
6. Meaning 146  10.85(3.49) - .836 - AT .299%** .340*** 367*** -.046 112
Making
7. Pursuitof new 148  21.70 (5.19) - 922 - A60*** A68*** A80*** .201* 273**
goals
8. Mental Health 148 54.57 (19.96) 80.0 (16.0 .874 - 76 B25%**  D42%* .315**
9. Hedonic WB 148 45.94 (21.51) 68.7 (19.0% .906 - B73*** .238* 321 %**
10. Eudaimonic 147  40.03 (8.64)  43.8 (8.4Y .863 - .168 .233*
WB
11. COVID WB 114 2.32 (0.82) - - - QLT
12. COVID 117 2.57 (0.91) - - -
ChyC
Note * p< .05, * p< .01 **p<.001,M = Mean,SD=standard deviatorg= Cr onbachés al pha, WB = wellbeing,®PdnbyC = Chi

biserial correlations presented for gender (O=female, 1=mi@heymanst al., 2004)°(Bech et al.2003) YHone et al., 2014)
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Figure 3.2

Path Model Testing the Three Task Model of Adjustif@ai¥) to unmet parenthood goalslodel Threg

93

Predictors Mediators Outcomes
159 Relationship status
Age _—
g 140 a9
P 1137
146 y
¥ Gender . Mental Health ) /1/99
’ 1 Meaning makin . R=43 ) /
318 g g " 411 o Py
) R3=.24 \ % 291 605
o ; 338 : :
. [\ Hedonic WB /|
4 152 / a 380
245 > :
Importance of _343 Acceptance R=46 ‘/ “_422
parenthood =2 258 . .
266 k=29 Eudaimonic WB
448 : 254 R2=45%
Pursuit of new goals I‘
361 <
¥ 310 -107
R=18 N :
. 377 362
\. AN y
#»  Social support N 333
N s1 238
18 “ 11 Employment
N
~
Education Pathway

Note.Model fit wasX?(53) = 88.522, p = .002, CFI = 0.938, RMSEA = .067 90%CI [.041, .@xjtrolling for socioeconomic varaibles that correlated with at least one
outcome Continuous and dashed unidirectional arrows represent positive and negative regression weighitge lye<pactinuous bidirectional arrows represent positive
correlations. Only statistically significant paths shown in figW/& = Wellbeing
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Table 3.3

Fit indices forall models

3TM validity criteria Model 1 Model 2 Model 3

G?is non-significant GX(48) = 87.808*** 6%(50) =92.405*** G%(50) =88.522**
CFl > 0.90 CFl =0.930 CFl =0.926 CFl =0.938
RMSEA<0.08, RMSEA = .075 RMSEA =.076 RMSEA = .067
90%LClI<0.05 & 90%CI [.049, .099] 90%Cl [.051, .100] 90%CI [.041, .091]

90%HCI<0.08

Note 6% chi-squared statistic, CFl: Bentler comparative fit index, RMSEA: Steligeed root mean
square error of approximation, Cl: confidence interval, LCI: lower value of confidetesegal, HCI,

higher value of confidence intervap < .05, **p < .01, ***p < .001.Bold means criteria were met.

The fit indices for the initial model (Mod€ne all associations between
covariates identified in the bivariate correlations and outsan@uded)veretested
(see Appendix G for figureAn inspection of the estimates revealed that the
relationship between age and hedonic wellbeing and employment and eudaimonic
wellbeing were not significant and these regression paths were removedhéom t
model.Upon inspection of the estimates of the second model (Made), it was
shown than gender had neignificant associations with all 3TM mediators but did
have a significant association with importance of parenthood (see Appendix G for
figure). Due to literature highlighting gender differences in parenthood importance
(Newton et al., 1999; Stob&ichter & al., 2005)and differential associations with
wellbeing(MouraRamos et al., 2012a third model (ModeThreg was tested,
where gender was considered to predict (instead of being associated with)
importance of parenthood, which in turn predicted the three tasks, aderedsin
the 3TM. Sensitivity analysis indicated that the COMI® pandemic did not affect

the model in this samplé&ppendixH).
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Overall, age was positively associated with acceptance, mental health, and
eudaimonic wellbeing. Whereas importanceafenthood was negatively associated
with acceptance and meaning making. Social support was positively associated with
all 3TM mediators. The strengtbf associations were small to medium. Meaning
making was not significantly associated with any of thjasathent outcomes.
Acceptance was positively associated with mental health and hedonic wellbeing, and
pursuit of new goals was positively associated with all adjustment outcomes. The
strength of associations between 3TM mediators and adjustment outcoraes we
medium. The covariances between the 3TM mediators and the adjustment outcomes
were positive and strong. The final model (Motlbteg explained 43% of the total
variance in mental health, 46% in hedonic wellbeing, and 45% in eudaimonic

wellbeing.

Participants experiences ofthe 3TM mediators
Ninety-eight participants (65.8%) provided answers for at least one of the

open response questions about the 3TM medialbematic analysis revealed 6
themes (Tabl8.4; in text Q refers to quote reference in T@l@ndmapping of the

themes onto the 3Th4 presentedn Figure 3.3

Gradual -Ilbwmteamomrocess to acceptamoede, whe
a minority of participants demonstrated an insight into where they felt they were in

the adjustment proces

Around a third of participants referred

occurred over time (Ql) and that eventual
fifth of participant responses also highl
that difficult emotions could come and go
fluctuati omomemttsr i(@QRgFer iamg t hat at ti mes
experience was a constant struggle (Q5).

i ndicated tbhepl weereet hbmsel ves within thi:
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Table 3.4

Themes and quotes

demonstrating participants experiences

Theme Quote Example quotes
reference
Gradual but nonlinear process to Q1 ATi me heals to an extentdédgend rlournadd cagrciespd Ot |
acceptance, where pain may an i mmovable fact for me. o0 (P123, F, 58)
always remain, and a minority of Q2 il no |l onger feel the acute sadness at not
participants demonstrated an children without experiencing hurt or pain or feeling/'l | | never have this
|nS|gh_tmtowh_eretheyfeltthey Q3 i feel that the path to recovery and acce|
were in the adjustment process. along and swipe you in the face with childl
(P20, FA8)
Q4 AThere are triggers every day which can f I
(P106, F, 41)
Q5 Aiit is a daily challenge that | work towar:
steps forwmardthreet eps back and the sense of failur:
Q6 il accepted | ong ago that | would be chil dl
Q7 il feel that | have accepted it most of thi
Q8 Al feel that one day | wil/l be able to acc:
journey at the moment, and | 'm still findi]
Q9 Al can fil!l my | i f e wgittinghdepedsddeand hdpihg. Thgss thirsgs tholug
are very different to what they would be if | was a mother and that is a constant psychological re
that | am different. This is why | think I
Participants engged in cognitive Q10 il tend to focus on the positives of my si!
coping strategies to facilitate would I|Iikely not hagdecbekdrenés{B6e Ff 803X
adjust.ment,butsomeweremore Q11 Al find that trying to see the positive cal
beneficial than others. N
l oss, so | try not to do that so much. o (P!

96

of

t

he



Chapter 3

Theme Quote Example quotes
reference
Q12 Al find it very diffi cul thapgpenindas lodkn'tdee anythéng goed:
my inability to have children.o (P185, F, .
Q13 i need to grieve the | osses and process m
is not the main focus of40my identity and e:
Q14 AWhat is much more helpful is getting in t:
can be hard someti mes because we cover it
Q15 AWhen | get distressedtabloumy belifhhgtichti | idil &
look at from an alternative viewpoint of its something that has happened to me not because of
somet hing that | did or didn't do.o (P185,
Q16 iwhen | feel i n di st r etsssppathbhe fiedlingsriyroughtselfd dp & s
(P132, F, 42)
Q17 fi | cope with my childlessness by trying to
difference, which works well enough but can narrow my life opporturgstesme t i mes . 0
Q18 i guess | accept it [childlessness] becau:
Q19 il can cope with being childless as there i
60)
Q20 il cope wi havendthoide shoraterm leut the ability to do this wears thinner as time
ond (P119, F, 44)
Participants were able to allude to Q21 Al 6ve r ewrdderedt avhdbs and cares about me and
some_ofthe_beneﬂ_tsofthelr Q22 iFor exampl e, goi ngl baeckbt ot wati vierwo dlyd ah a\v
experience, including a sense of (P85, F, 37)
personal growth. Q23 fimy experience h a sresieatal have hiad tdbe streng hra Keept going llaspite
adversity of |l eading a |ife that | never el
Q24 fi | feel coming to terms wi t htransformationalrexperience as |
becoming a parent. o (P66, F, 48)
Q25 i have to believe that this wildl make me
worth the pain!o (P130, F, 37)
Some societal contexts (e.g. Q26 fi | can have accepted being childless BUT s

pronatalist), lack of social support,

to cope with because we live & pronatalist society which shames childless people, especially
womeno (P101, F, 50)
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Theme Quote Example quotes
reference
and avoidance can make the Q27 Al still don't feel like | fully have a pl.
adjustment process more difficult. Q28 Al think one of the main isxiety Wearelunseea and unheard
each childless women has an unique story t|
Alternative goals are meaningful Q29 A have devel oped my cr aptciywd esitca ,ngls 0s  wW,9
and provide sense of fulfilment. — . .
Q30 fwe are in the planning stage of a trip of
Q31 il 6ve established a new careersbunhitchhouigshts
(P6, F, 37)
Q32 iMgareer is very important to me. I wor k i
contributes to creating a better world and
Q33 A have been hosting a sénsewmbpurposesardthelging gherstop 1
connecto (P141, F, 42)
Q34 iSupporting women in tech and diversity in
Seeking other goals requires Q35 fi | really struggle with this one. I don't |
support and can be difficult and p .
for a minority alternative goals Q36 fi | Isee(nGtglgz ulg and down when it comes to
will neverreplace the desire for Qoabsi_" Q0 h' ! D1 — :
children or be as fulfilling. Q37 n elieve the counse ing | am receiving
Q38 fi | have been thinking a | ot recently about
is hard mental work. |ljustfeggui t e weary about the whole ¢ttt
Q39 fi | have some things | would Iike to do but
childlessness without shame i f | am to buil
Q40 iThere itdhanotchoimppres to being a parent so
trying to find a different pair of shoes. 0
Q41 fi turrently still feel that my life is pointless without children. | have tried to look for agbals but
none seem to have the same value. 0 (P88, F
Q42 fi | have other goals but they stildl feel s el
a mot her and part of mainstream society wol

Note.Q = quote number; P = participant; F = Female; M = Madgs is provided in years).
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Figure
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Gradual but non-linear process to
acceptance, where pain may
always remain. and a minority of
participants demonstrated an

gualitative

t hemes

Participants engaged in cognitive
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- availability of other life goals
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social support, and parenthood AccePtance K
avoidance can make - parenthood social norms Eudaimonic wellbeing
the adjustment - Self-acceptance
process more Treatment I - Personal growth
difficult. - prognosis - Purpose in life
- quality of medical advice . ) =
- reasons for failure identified Pursuit of new
- treatment options exhausted Iife-goals
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will never replace the desire for
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Note.Blue arrows and blue text boxes represent themes from current study mapped onto the 3TM.

for example some participants felt that 1

others felt they had accepted but experi

pancipants felt that they would reach ac

currently too early in the process

(Q8) .
(Q9) .

never reach a point of acceptance
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Participants engaged in cognitive coping strategji® facilitate adjustment, but
somestrategiesvere more beneficial than others
Participants provided examples of cognitive coping strategies that they had

used. Forexample,ver apahirdi pantsd responses i nc
engaged in positive reappraisal coping b
experience (Q10). However, a small mi nor i

for positives i n tehpetiableex ptear itenecne (W@Rlsl )n,o |
possible for them to see any positives (!
awareness and willingness to both grieve
emotions associated WwWetphp themeadeubéenca
to ook at their experience with a diff el
compassion (Ql6). Some participants indi
coping, but that this dfied (I1Q1n¥i)t. tJhues to pupnod
of participants portrayed coping or acce,|]
control over or choice about (Q18 and Q1

became difficult over time (Q20).

Participants were able tallude to some of the benefits of their experience,
including a sense of personal growth
A minority of participants were able to provide specific examples of the

benefitsthey experienced because of their experiesae,c h as | earni ng wt

suppofrrtile@ablr) being able to rMe®Hdmetre furt

saw the experience as something to | earn
travel in the absence of children. Just
whi chhacheay sense of personal growth becau

example they felt they hadQR&S8gad mehat riohgy
even a transform@Riqaenalci papesi ahce felt

better perodnthecahal |(eQ2gpe .t hey had face
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Some societal contexts (e.@ronatalist) and a lack of social support can make the
adjustment process more difficult
A minority of participants noted that

i ved liyn,pmamet al i st societies, made reac
(Q26). Participants reported not feeling
(Q27) and that when this was experienced,

silenced (Q28).

Alternative goals are meaningful and provide sense of fulfilment
A maj oparttyi oifpants were able to provid

that brought them a sense of meaning or |

activities participants enjoyed, such as
or travellina f(iQ3tOh) .of Apeorutnidci pants had t
fulfil ment, for example, starting a new ¢

(Q32). Just under a fifth reported that I
childless peopheedQ3®B49or 6Eihmat $yina min

reported they had also pursued further et

Seeking other goals requires support and can be difficult and, for a minority,
alternative goals will never replace the desire for kchen or be as fulfilling
Around a thirepofrtepadrdidéfpanct $ies in

goals to parenthood. Some reported that |
(Q35) or remain committed tof ophretri giopa st

referred to engaging with support when r

(Q37). Other participants wanted to pur si
even thought of some, but takinhgartche st e
work (Q38). One participant noted that t|
di fficulties before engaging in new goal :

childlessness (Q39). A minority of parti
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being able to replace a desire for chil di
exampl e, one participant indicated that 1
alternative goals (Q40). Others noted t h;
t heyl dconwt ever be as fulfilling as paren

part of mainstream society (Q42).

Differences in the 3TM mediators and psychosocial adjustment in participants
sustaining and not sustaining a chilewish.
Mean differences orhe 3TM mediators and adjustment outcomes for those

who did or did not sustain a chilgish are presented in Tablé3Multivariate

analysis of variance showed significant group differencabe 3TM mediators
according to whether participants sustainetiied wishor not (controlling for

gender) F (3,129) = 1413 p< . 00 1 s = OVA, Ipatidl ®ta square, =

.24). Follow-up univariate results indicate that participants who sustained a child
wish had a lower acceptance and meaning making than participants who no longer
sustained a chilavish. No significant differences were observed for pursuit of new

goals.

Multivariate analysis of variance showed significant group differeoiceke
adjustment outcomes according to whether participants sustained-aighildrnot
(controlling for age, gender, relationship status, education, employment, experienced
fertility problems and/or treatmenty (3, 123) =3.41p< . 05 ;s W4 | (k.692 ,
partial eta squared?, = .08). Followup univariate results showed that participants
who sustained a child wish reported lower mental health and hedonic wellbeing. No

significant difierences were observed for eudaimonic wellbeing.
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Table 3.5

Mean difference&@nd standard deviationgn the 3TM mediators and adjustment

outcomes for participants who did and did not sustain a ehih

Sustained a childwish

Yes (= 80) No (n = 54)

M SD M SD F (1,131) TP
3TM mediators
Acceptancé 14.61 512 19.21 4.36 34.96~** 21
Meaning Making? 9.98 3.24 12.25 3.32 16.82** A1
Pursuit of New Goal$ 2145 4.7 2244 5.29 146 .01
Adjustment Outcomes (n=79) (n=54) F (1, 125) B
Mental Health? 50.70 19.96 60.89 18.10 8.12** .06
Hedonic Wellbeing 41.43 21.04 51.26 20.89 9.15* .07
Eudaimonic Wellbeing 39.17 8.08 41.31 9.3 2.57 .02

Note.*p < .05, **p < .01 ***p < .001,M = mean,SD= standard deviatiadControlled for Gendet
Controlled for age, gender, relationship status, educaimployment, experienced fertility problems
and/or treatmenf ratio = follow up uniariate analysis of variancf, = partial eta squared

Self-reported support needs professional and informal support and use of an
online app

Formal support
Fifty-seven participant10Q.4%) reported feeling they would need to or had

already engaged with professional or formal support (e.g., mental health
professional) for their childlessness, and a similar number (59 participaré,)

said they did not feghey needed this support. Eight participants (5.7%) noted they
had engaged with therapy for other issues (e.g., alcohol, spousal bereavement etc)
and referred to talking about their childlessness during these sessions. Seventeen
participants (12.1%) progted text responses that indicated they were unsure or that
they would only seek this type of support on certain conditions, for exasepien
participants (5.0%) who were unsure felt that professional support should only be
provided from someone who haddwledge or insight of the psychosocial

implications of childlessness or had experienced it themselves.
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Informal support
Eighty-nine participants & 2%) reported that they felt they needed informal

support, for example the opportunity to talk or shhegrtexperience with others in a
similar situation on online forums, whereas only 38 particip&@$¥o) did not feel
they would engage with this. Sixteen participants2%).indicated they were
unsure about using this support, citing reasons such as@adine forums having

negative environments, or being only for people with fertility issues.

Use of an online app
Nearly half the participants (68, 48.9%) who answered the question about using an

online app to manage the psychological and social implications of being childless by
circumstance said they would use this type of support. However, 55 participants
(39.6%) sid they would not use an online app for support, citing reasons such as it
may lack options for connection to others, or not wantingoppogrammed

responses. Theemaining participantl1.5%) were unsure about using an app.

Online app content
Thirty-two participants (21.4%) provided a textual response with suggestions

for content for an online apfhemajority of responses indicated that participants

would like an online support app to provide them with a way to connect to others

who are in a similar situatioihis could beiet her directly via onl
we could chat if we wantedtothatoul d be | ovelyd (P181, M,
ot hersd6 experiences andExanoplesof women (past er c a me
and present) who have survived childlessness by circumstance and aredhriving

(P103, F, 38)It was noted that this should betted and moderated, and preferably

|l ead by ot her i nv o Ipropertyanoderated, membershiplvettesds p e «
insomewag | 6d want it t o bmetbycharce/lthildlesdy-her c¢chi |

circumstance people ( P6 6 , F, 4 &ant me@ioned/anomymédy. par t i ci
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A majority of participants indicated that they would like an online support to
providemental health suppomyacticaladvice and resources about childlessness.
Regarding mental health support, they felt that inclusion of pesitnotivational
guotes would be helpful; 61 think affir m;
support with t hSuppgrron griéf asahatpsehe mastnced; 0
misunderstood part of childlessnéss ( P 2 0 AroufRd,a qub@e) of responses
suggested that practical advice and information would be useful, for example, advice
for or gani si nhelpsithprganizing localrsappopt groupséat
churches or elsewhere within the commuaity ( P 1 0 3, F, 38), or ad:
oneself in late | tip$ fer planding to support yourself in retirement (without adult
children 6 (P186, F, 39). Within this support
wanted to see content that would help them manage difficult or triggering situations;
@Construcdive support ke, how to manage certain situatiéns ( P 8 0, F, 47), ¢
even offer support dutcouldhle usedirmoméntsbfhose s
difficulty and triggering situatiorts ( P 1 3 2somefhing tHaRcan make you feel
less alonavhen you are at a social gathering and someone says something
upsetting/tactles? ( P9 2, F, 60) . Over a third of p
resources about childlessness would be beneficial, including information about
heal t h i sismpelsi;c athieaarn ¢ hof never having chi

(P186, F, 39), and more generally signposting to resources such as books, podcasts.

Around a third of textual responses referred to the heterogeneity of the
childless by circumstance populatiand referena#to separate sections within the
app for either different pathways just think it[ s h o wé wielcaming to all and

then special information for eachgr@aup ( P18 7, F, 47); or di ff e
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jouraelknow!l edge me atdiffereht atageswieodr joerneyn do |

different areas intheapp ( P6 6 , F, 48).

Childless experience during COVID pandemic
Fifty-four (36%) participants provided textual response to the questions asking for

further comments about the COU® pandemic. Othese responses, around a third

referred to feeling frustrated with the emphasis of families with children in the media

and assumptions about the childless expel
about how easy childless people are having it duriegttpandemi co ( P66, |
Around a quarter of responses indicated that the pandemic had exacerbated feelings

of Il oneliness, isolation and | ack of pur|
feels even more acute i n analyustaverdaown sce.l
quarter of responses indicated that some participants experienced some positives

because of the pandemic, such as having more time to reflect and engage in grief

~ A

wor k; il 6ve had more time to reflect and

Discussion

Overall findings
Results indicate that the individuals who consider themselves childless by

circumstance struggle to adjust and a majority consider that they would need support
to move through this process. Childless by circumstance individuals describe a
similar adjustmenprocess to those that experience unsuccessful treatment. They
report that adjustment occurs progressively over time, with some participants
demonstrating insight into where they were in that process and some reporting a
sense of personal growth resultiingm progression through that process. Important
protective factors play a role in this adjustment process, suchuggpartive and

culturally favourable social contexhe passage of timanddisengaging from the
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parenthood goal (lower importanoéparenthoogna sustaiing achild-wish).
Overall, the findings suggest that support interventions for infertile individuals and

those who consider themselves childless by circumstance can be similar.

Quantitative data showed that the participants instudy may be facing
adjustment difficulties related to their childlessness, indicated by poorer mental
health and wellbeing scores when compared to normative data. Qualitative responses
corroborate this with participants reporting the difficulties theyelfaged, such as
feeling that adjusting to their childlessness is a daily struggle and that the pain
resulting from this may never disappear. A majority felt that informal support (e.g.,
via online forums etc) was needed, however there was more variédnilihe need
to seek formal support (e.@mental health professionaRirstly, this indicates that
those who consider themselves childless by circumstmeceilling toseek support
in response to difficulties faced in adjusting to their childless@esl secondly this
suggests that informal support may be preferrddrimal supportor perhaps that
this is easier to accedarriers to formal support may Bgma of engaging with
mental health suppofRusch et al., 2009nd the ofterassociated cosParticipants
also notedhat if they chose to engage with mental health professionals, they should
have a comprehensive understanding on the implications of being childless to
provide the most effective support. Around half of participants indicated willingness
to engage with dime support indicating that support could successfully be delivered
via selthelp informal online support. Due to the cregstional nature of this study,
it is possible that individuals who have not faced difficulties in adjusting or have
already adjustd are underrepresented in this survey as the findings here contrast the
resultsof longitudinal studies carried out with childless individuals, such as

Maximova & QuesneVallée §2009)a nd Gr @0l%)studliss, wherd was
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reported thaobverall childless people are able to successfully adjust over time But as
stated earlier, these studies often do not determine whether the childlessness is

involuntary or report that childless intentions had changed over time.

Although the 3TM was developed from matmthesis of literature for
infertile individuals who hadinmet parenthood goads a result of unsuccessful
fertility treatment, the empirical modibm these data showed a good fit to the
theoretical model, providing new evidence that the 3TM could also be applied to
individuals who consider themselves childless by circumstance. Childless by
circumstance individuals appear to be able to easilydihdr meaningful goals,
engage in cognitive coping, have an awareness of the need to be in contact with
uncomfortable emotions. The quantitative data also demonstrates that those who try
to reach acceptance of their situation and pursue other meaningfsingay have
better mental health and wellbeing. However, meaning making, operationalised as
positive reappraisal coping, did not predict adjustment outcomes, although
qualitative data indicates that around a third did engage in this type of coping. Some
research proposes that meaning making is formed from two distinct processes:
making sense and finding bendfitavis et al., 1998and it is suggested that
adjustment occurs from first making sense, and then finding béefibftBulman
& Frantz, 1997) It is possible that the participants in this study may still be in the
6sense makingdéd phase of meaning making. |
cancer patients considers benefit findin:
adver sit ypositiveprdaPpra)sal @oping as the extent to which individuals
i ntentionalellyatwede i mdmmafmatt i on-88,eanda copi n
found that those who engage in benefit finding only, and do not translate this into

positive reappraisal ging, did not see improvements in wb#ing(Sears et al.,
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2003) Textual responses suggest that participants in this study were atdatity

some benefits, but it is possible they were not utilising this beneddited

information to cope with their childlessness. It is also possible that this study sample
engagd in other meaning making strategies that were not measured here. The
gualitative data responses did show that a small minority of participants found
positive reappraisal coping as unacceptable, supporting the argument that other
strategies may be more beneficial. Consistetttly pursuit of new goals

associated withall three measures of adjustment outcomes highlighting that this has
an important role in helping individuals move forward in the adjustment process, and
this was supported by the qualitative data which demonstrated that a majority of
participants were engagimg other meaningful goals and participants were able to
articulate how these were bringing fulfilment to their lives. In summary, these
findings suggest that the 3TM provides a theoretical understanding of the adjustment
experience that childless by aimstance individuals undergo, but that additional

measures of meaning making should be considered in future work.

Participants indicated that adjustment occurred over time but that this process
was not linear, and pain may remain. This reflects similpeances that have also
been described for those following unsuccessful treat{@amtiluk, 2001; Wirtberg
et al., 2007) This nonlinear process highlights the challenging process of
adjustment. Reminders of their undesired childlessness and triggers of difficult
emotions can occur at any time and over prolonged periods as normative milestones
are met by their gers, for example becoming parents and then grandparents. This is
similar to the findings reported by Koert and Dani{@k17)who also found that
processing the loss required repeated and ongoing work. The cognitive behavioural

model of complicated grief suggests that when there is poor integratioa loks
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into autobiographical knowledge or avoidance, that grief symptoms can reoccur
(Boelen et al., 2006)This suggests that the avoidance coping some participants
alluded to in their text responsiedikely to be a barrier to adjustmebtespite this
challenging process, some participants reported a sense of personal growth
suggesting that post traumatic groyf#TG), a positive change resulting from a
challenging life event,Tedesbi & Calhoun, 2004)nay be possible as a result of the
experience of beinmvoluntaily childless Other research has demonstrated PTG
may occur following infertility(Paul et al., 20108nd bereavemei(€alhoun et al.,
2010) In sum, adjustment process to being childless by circumstance is a
challenging and ongoing one, exacerbated by repeated triggers as one is unable to

meet normative milestones.

The findings of this study suggest that several factors shape the experience of
being childless by circumstance. For example, socially favourable teplay a
protective role in the adjustment process for childless by circumstance individuals.
The presence of supportive relationships facilitates engagement with the three tasks
in the 3TM, individuals perhaps prefer to seek support informally, andecsih
help support is expected to facilitate connection with others. Other research has also
noted the benefits of sufficient social support for infertile childless individuals by
reducing the associated distrélsechner et al., 2007and even offsetting ineffective
coping stylegVerhaak, Smeenk, Evers, et al., 200%wever, if social support is
perceived as unsatisfactory inglividuals who experience unsuccessful fertility
treatment, this may lead to negative consequences, such as increasedadidtress
avoidance copin¢Daniluk, 2001; Mindes et al., 2003)hiswas also reflected in
some participant responses in this study who noted reasons why they might avoid

informal support, for example some online forums keep a person focussed on the



Chapter 3 111

negativer there can be a perceived hierarchy of the different expesieviieh

results in less support, e.gerception that online support is only for individuals who
experience infertilityFurthermore, the context of a pronatalist society can result in a
perceived lack of social support, stignaad loneliness. As socialentity seems

significantly affected by the childless by circumstance experigvii!, 1986)

soci al identity theories can @ardnts)r an e x|
and o6t h e nibajfelepah, l¥MQualijative data from this study alluded to

a sense of being marginalised and suggestsohiext is a barrier to them being

able to move forward in their adjustment, and the CO¥®pandemic had

exacerbated this for some participants.

Other protective factors that shape the childless by circumstance experience
include attributing a lower iportance to parenthood and not sustaining a -atith.
According to the model, those who attributed a higher importance to parenthood
were less likely to engage in the acceptance and meaning making tasks. However,
the model also suggested that attributingher importance of parenthood did not
appear to hinder engagement with other goals. This may be linked with the higher
socioeconomic status of these participants, for example a majority were employed
and had a degree, and therefore may not considemptdreinthood goals as
considerably more important than other life goals. Other research has shown that
individuals with lower soci@conomic status may place a higher importance of
parenthoodMouraRamos et al., 2012Nearly two thirds of participants reported
that they had sustained a childsh demonstrating that childless by circumstance
individuals do sustain this wish in arslar way to individuals who experience
childlessness through infertility. The data suggests that those who did hold onto their

child-wish appeared to find it harder to move towards acceptance, engage in positive
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reappraisal coping, and had poorer mengalth and hedonic wellbeing. This is
consistent with other literature that suggests infertile childless women who sustain a
child-wish are nearly three times more likely to develop clinically significant mental
health disorders than those who no longed ool to this wistf{Gameiro et al., 2014)
and experience more adjustment difficultfEsaaij et al., 2008; Verhaak, Smeenk,
Evers, et al., 2007; Verhaak, Smeenk, Nahuis, et al., 2Bl@Wever, sustaining a
child-wish did not seem to be barrier to pursuing other goals for this population, nor
did it seem to be associated with eudaimonic wellbeing. It appears that these
participants werable to engage in other goals that brought them fulfilment, despite
holding on to their wish for children. Literature focussing on adjustment of
individuals who have a sustained chilish following unsuccessful treatment may
provide insight into where &participants of this study are in the adjustment
process. For example, research suggests that arebiyea@'s after end of treatment
around 40% (of infertile women) still have a child w{sterhaak, Smeenk, Nahuis,

et al., 2007)then 10 years later approximately 28#ischmann et al., 2012and

then 1117 years later this falls to around §&ameiro et al., 2014Applying this to
our study sample suggests that these particiaatsither in the early stages of
adjustment or, without the definitive cut off point such as ending treatment,
relinquishing this child wish may take longer for childless by circumstance
individuals. The suggestion that this relinquishment takes longeisahallenging,

is supported by most participants indicating that they would seek support and half
reporting they wouldise an online app for suppdftthese participants are early in
their adjustment process, it is possible that sustaining awisld could hinder the
adjustment process. Howevdretcrosssectional nature of this study makes it

difficult to make any definitive conclusions. Theajority of participants sustaining a
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child-wish may simply reflect the characteristics of the participahts chose to

take part in this study as individuals who have found it particularly difficult to adjust
to their childlessness and relinquish their clwfidh. In sum, a socially favourable
context that is alsnot parenthood centria lowerimportance mced on parenthood
and the ability to relinquish a childish, arelikely to shape the childless by

circumstance experience.

The findings from this study provide evidence that a support intervention
should be developed individuals who consider themseldless by circumstance.
The participants suggest that content should include practical advice; expectation
management that the adjustment process may always be oagdimgpeated
cognitive workmay be required to manage difficult emotiomgre interactive
elementgo facilitate connection with others, e.g., via online forums or chat; and
additional resources, such as blogs, literature and research. In addition, participants
alluded to the diffiulties of living within pronatalist societies and strategies to
manage these difficulties should made explicit in support provideckptance
strategiesuch agognitive defusiorfMasuda et al., 2010; Masuda et al., 20843y
be useful when dealing with a societal
Recognition of the diversity of experiences that may lead to a UPG was also
corsidered as important and this could be supporteddyiging examples of
differentexperiences of others with UPGsghlighting this diversityand promoting
inclusivity. Those who considered that they will never be able to accept their
childlessness mdye reluctant to engage with online sedfip. However, some
research suggests that online $edfp programs may promote help seeking
behaviour(Kauer et al., 2014; TayldRodgers & Batterham, 2014uggesting that

an online sethelp interventon, could still be beneficial.

c

(



Chapter 3 114

Strengths and limitations
The strength of this study is the mixed methods approach. Quantitative analysis has

provided evidence for a theoretical understanding of the childless by circumstance
adjustment process and thisssta@iangulated with qualitative data, enabling the
researcher to support and contextualise the findings by providing a nuanced
understanding of the complexities of the experiembat the participants were
invited if they seHidentified with being childless by circumstance is also a strength
as itled to a diverse sample, providimgightthe differentperceptions or pathways
leading tocircumstantial childlessnesEhis highlighs thechallenge of trying to use
distinctl abel s such as 6 c lRustunddr B0%of paticypantsi r ¢ u ms t
experienced fertility problems/and or treatmielicating that peoplenay attribute
circumstances that have postponed their parenthoald ge the main reasons for
their childlessneswhich subsequentled to experiencingnfertility . However, it is
difficult to know this for certainThere is alsmovelevidencehat childless by
circumstance individuals want and do seek support tothetp overcome the
challenges faced as a result of their childlessness. It is well known that male
participation in fertility and childless research is often lack®geene & Biddlecom,
2000; Harrison, 2012)ut this study has a comparatively high proportion af,me
ensuring heterogeneity of the study sample and enabling the researchers to
investigate th@redictive role of gender on the importance of parenthood and the
association between gender and social support in the final nG@ateder also had
significant correlations witbbne mediatofacceptandeandone outcomeniental
health, indicatingthat women experience worse mental health and acceptance
compared to merAlthough, here is mixed research on whether there are gender
differences in adjument to UPGg¢Maximova & QuesneVallée, 2009; White &

McQuillan, 2006) overall,it is considered that women experience worse adjustment
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to men(Ying et al., 2015)Therefore, @irther work on adjustment to UPGs should
continue toensure a high proportion of male participation in studies and consider
andysis exploiing gender differencesdowever, this study was cressctional and
therefore causality is difficult to distinguisiihe social relationships scale used in
this study was not a validated scale and although the reliability was veryitgsod,

not clearwhat exactly was measured. Future work should use a validated scale to
gain understanding about which aspects of social support play the most importance
role. The sample size was small, and this should be taken into consideration when
interpretirg results. Attrition rates were just under 50% which is consistent with
other online surveys, but better financial incenti¢@8ritz, 2006)or particular

attention to the initial information presented in the suifiyerger, 20103hould be
considered in fture studies to minimise attrition rates. All participants were self
selected and therefore might bias the findings towards individuals who has
experienced the most difficulties adjusting their childlessness and who are more
likely to seeksupport.Although the use of online recruitment platforms has become
more prevalent, some concerns have been highlighted about the lack of naivety (e.g.,
participants are familiar with questionnairéShandler et al., 201&nd motivation

(i.e., to earn money) of participants. However, Prolific was developed specifically
for researcher@Palan & Schitter, 2018nd a previous study has noted that the data
quality from Prolific is high, assessed via measures of attention, naivety, and
dishonesty, and providegcess to a diverse population, when compared to other
platforms such as MTurfPeer et al., 2017Around a third of participants in this
study were recruited via Prolifend it is possible, that these participants were not
seeking support for their UP&hd could have captured people who met the inclusion

criteria buthaving a UPG may not have been so central to their life or identity.
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Therefore, it would have been usetiniconduct analysis to see whether those who
were likely to be seeking help (recruited from social media) differed on measures of
psychological adjustment from those who were Rotally, analysis of the

qualitative questions asking moredepth questiomabouthe childless by

circumstance experience were not included in this chapter.

Implications
As with previous research with infertile patien®h@pter 2, the participants

of this study expressed wish for support to address sosisdssand further

expansion of this could be to develop a more in depth understanding of the specific
aspects of social relationships and support that help to address the social challenges
faced by childless by circumstance individuals. Future work shéssd@cus on

forming a better understanding of how this population may engage with meaning
based coping. This can then be incorporated into the content development of the
online support app. For childless by circumstance individuals who do engage with
formal support, the findings of this study should be considered by mental health
professionalsThe enpirical evidence for a theoretical framework of adjustment
presenteanay help provide insight into which therapeutic techniques would be most
beneficial (e.g.acceptancbased therapyAdditionally, it hashighlighted factors

that shape the childless by circumstance experience, such as the social context or

sustaining a chikdvish, which should also be considered when supporting slient
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Chapter 4: Development ofthe intervention: MyJourney

Introduction

The following chapter will describén detail,the development process of the
interventioni from theory to the development of an interventiopubforward for
feasibility testing.Theprevious twachapterq2 and 3 formed key activities in

earlydevelopment processd will be referred to here

As noted in the previous chapteasnd to reiteratejndesirecthildlessness
and the number of people having fewer children than desired has been increasing in
the UK and across Eurofiliettinen et al., 2015and theCOVID-19 pandemic is
likely to have accentuated this trefidarra et al., 2020; Smith et al., 2020;
Trombetta et al., 2021Yhe majority ofpeople faced witla UPG undergo a
challenging and prolonged adjustment pro@ess may benefit from support to
move through this procesResearch has demonstrated that considerable effort has
been put ino supporting people while they are undergoing treatr(fenetderiksen et
al., 2015) but less attention has been paid to supmpthem adjusting in the
aftermath of unsuccessful treatment. Despite evidence showing that support needs at
this stage completely différom the treatment perioerhaak, Smeenk, Van
Minnen, et al., 2005)nly one support interventidras been evaluat€lraaij et al.,
2016) More specifically, the evidence suggetsiateffective support should not
focus on promoting stress management or other coping skills specific to overcome
treatment challenges, but belpng peopleto integrateheloss into their lives
(acceptance)ind meaning from theipastexperienceand current situation (meaning
making) ard pursue other meaningfiifie goals(pursuit of new life goals), which

should leado better mentahealth and wellbein¢Gameiro & Finnigan, 2017)
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(Appendix A) While there is a paucity of research on thebe facea UPGdue to
ressons other than infertility, for instance unfavourable circumstance or other health
problems, it can be argued that they also have a need for and seek out support
(Chapterd). Althoughpeerbased support is available online and in person (pre
COVID) (e.g.,Gateway Women, The Dovecote, MoreToLife Health Unlocked
Forum), and anecdotally people report experiencing benefit, this support has not

been empirically evaluated for its effectiveness or unintended consequences.

Online delivery of psychosocial suppbés been increasing and further
emphasis been placed on the development oftvasled suppoftWHO, 2020).
Online selfguided interventions, for instance wbhsed apps, are easy to implement
widely, allowing accessible, anonymous access at a time and place that suits
individuals and without waiting list§'hey also bypass possible stigma by indicating
to individuals that other people are seeking supfwhkin & Glozier, 2012)which
may validate selperceptions of support need and motivate engagement. They are
well suited for sub fertile individuals, who value online informafjouil et al.,
2006)and feel more comfortable with online interactions than-fadace(Malik &
Coulson, 2008)Individuals who consider themselves childless by circumstance also
seek out online support (Chapter 3). Therefarseglfguidedinternetbased
intervention named MyJourneywas developed. MyJourneyessily accessibland
meets the needs,@&nd is acceptable tmmdividuals witha UPG,addressing the gap

in evidencebased support for this population

Within theintervention literature there is considerable focus on the
evaluationandoften the development and formative evaluation phases are not as
well reportedMichie & Abraham, 2008; Wight et al., 201®&evelopment guidance

highlights the benefits of planning and developing an intervention carefully: the
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intervention is more likely to be implemented, it is midtely to be acceptable, and
resources are not wasted in full scale evaluation of an intervention that may not be
effective(Craig et al., 2008)Several frameworks for intervention development are
avail able, and in the UK the Medical Res:
complex interventionéCraig et al., 2008)as been widely adopte@onsistent wth

other frameworks, it recommends a phased approach to intervention development,
beginning withan evidence or theotlyased understanding of the problem; modelling
of how it can be addressaghich should be closely linked to the production and
refinementof the intervention prototypes; followed by feasibility pilot testing of the
intervention; and after, full efficacy evaluation, for example via a randomised
controlled trial. MyJourney was developed following the phases of the MRC
framework, of the whiclthe development phase includes 3 elemedésitifying the
evidence basedentifying and developing the thegignd modelling processes and
outcomeswhich will be reported in this chapter. Following the development phases
is a feasibility and piloting @se, which will be reported on Chapter 5. Early MRC
guidance suggested the phases of the MRC framework occur in a stepwise manner
(Campbell et al., 2000However, more recently and in practice, developing an
understanding of the problem, developing the intervention, and its evaluation can
occur simultaneously and in a cyclical manner, facilitating aatitee process of
intervention optimisatiofCampbell et al., 2000; Campbell et al., 2007; Skivington

et al., 2021)

The first key objective in the development of complex interventions is to
identify the evidenc®ase, which consists of developing an understanding of what is
known about similar intervgions and how they have been evalug(@aig et al.,

2008) The second is to identify and develop theory, which facilitates intervention
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development based on an understanding of the processes of changediaors

or outputs) necessary for the desired outcomes to occur. Once the evidence and
theorybase have been established, the third objective is to model the components of
the intervention. Logic models are a useful tool to any intervention development
project, by graphically demonstrating the proposed cdogal (Kellogg

Foundation, 2004). In particular, this is useful when an intervention is convitex

a number of interacting componef@raig et al., 2008)

There is consensus that investigating the needs of potential users from their
perspective is a key part of modelling processes and outq@aksr et al., 2014;
van GemerPijnen et al., 2011)Given the paucity of evidendmmsed interventions
for individuals with a UPG, understangj the needs of this population from their
perspective was critically important to identify the outcomes MyJourney should
target. Therefore, to compliment the thebased approach to intervention
development, patierand public involvement (PPI) was inporated in the
development phases of MyJourney. In addition to PPI, it is also recommended that a
person based approach (PBA) is adogiédller et al., 2019; Yardley, Morrison, et
al., 2015) whereby potential users are not only asked for their views on practical use
of the intervention, but also about the intervention content and what might act as
facilitators or barriers to use, via the usejoélitative and mixednethods designs
(Campbell et al., 2000)nvolvement of potential users is etnhely beneficial
identifying the intervention processes and designing and producing their underlying
therapeutic activities, even more for online gglfided interventions, as this will
facilitate an understanding about how users might engage with ¢neention and

how its delivery can be optimisédardley, Morrison, et al., 2015Think aloud

interviewsc an offer insight into userso6 initd.i

a
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prototypes, enable the researcher to understand how the intervention might be used
(Van den Haak et al., 20Q0@nd highlight the aspects that are mogiartant to

users. Findings from these interviews can assist refinement of the intervention and
once these refinements are made, further feedback should be collected. The PBA
also contributes to the generationmerventionguiding principledo promote
acceptability of and engagement with the interventiterdley, Morrison, et al.,

2015) The guiding priniples reflect in the design or layout and usgerface of the

intervention(Yardley, Ainsworth, eal., 2015)

The aim of thislevelopment phase was to-pmduceafree and easily
accessibleelfguided, internebased psychosociaitervention that meets the needs
of and is acceptable tndividuals witha UPG Therefore, tiis chapter provides a
detailed description of the development phasklpiourney, includingdentifying
the evidence base, identifying and developing the theory, and modelling processes
and outcomesThese are reported in line with GUIDED recommendat{@usican
et al., 2020)associated checklist presented\ppendixl). As a result of this phased
development process, it is expected that MyJourney will be used by people with a

UPG and to prove feasible and efficacious in forthcoming evaluation studies.

Methods and Materials

Core intervention development teariand timelines
The development phase includes three elements: I. identifying the evidence base,

. identifying and developing the theory, and Ill. modelling processes and outcomes

2 This chapter reports on the full development process of MyJourney, but the author was not involved
in the first element of the development phase (identifying the evidence base). The author was the lead
or colead on all other phases.
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Table4.1presents a chronological description of each My J odewelopengnd s
activity. The team consisted of two clinical psychologists with expertise in fertility
care (S.G. and A.G.) and a doctoral researcher (B.R.). The first prototype of the
intervention was produced between Septembivember 2018. PPI involvement,
directed &informing intervention design, occurred between March 200@tober
2019 and in September 2020. Prototype refinement occurred between April 2020

November 2020, when the MyJourney feasibility trial was launched.

l. Identifying the evidence base
Systematic mixegnethods review adtudies reporting on psychosocial

adjustment after unsuccessful fertility treatment published between 1978 and

December 2015 in 5 electronic databases. This mxetthods review was

conducted by Gameiro and Finnigan (2017) and aimed to investigate how patients

adjust after failed fertility treatment, and to determine the components of an

explanatory model of adjustment that could form the basis of future thebry

interventions. Quartative studies had to include group mean comparisons on
psychological adjustment (wellbeing, mental health) between patients who had a

failed treatment and a control group (successful treatment, with children after

treatment). Two metanalyseswereperfime d on t he groupdés mean
mentatheal t h and well being with a random ef"
primary outcome (.20, .50, .80 indicated small, moderate, and large effect sizes).

Quality of the studies was also reported on. Qualitativdies had to focus on

experiences of psychosocial adjustment after failed treatiehteestage thematic

analysis was conducted on results reported in the primary qualitative studies

included, producing first order descriptive asgtondorder interpretative themes.
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Table 4.1

MyJourney development process: chronologic description of each development activity, including their names, time framajrgbatings

and outputs

Activity Time frame Goal Main findings Outputs
I Identifying the evidence base
Systematic mixed October 2014-ebruary To quantify the impact ol Undergoing unsuccessful fertility treatment is Three task model of adjustment to

methods review 2017 undergoing unsuccessfu associated to moderate to large impairments in  unmet parenthood goals (3TM),
fertility treatment and mentathealth and wellbeing. which predicts that acceptance,
identify a theoretical meaning making and pursuit of ne
model that caimform After unsuccessful fertility treatment, people whao life goals are associated with
theoryled interventions are willing to expeaence the difficult emotions, positive adjustmet to an UPG.
to promote adjustment tc thoughts and experiences associated with their L
UPGs (acceptance), who try to makense of past efforts

to have children and +evaluate their life values

(meaningmaking), and who define and pursue ne

fulfilling goals (pursit of new life goals) report

being able to progressively adjust to their UPG.
II. Identifying and developing theory

Identification and  a) November 2017 To test the validity of the a) findings indicate the 3TM can be applied to Empirical evidence in support of
empirical testing March 2018 3TM in two populations: people who selfdentify has having a UPG, applying the 3TMmodel to inform
of the theoretical a) People who self regardless of the pathway thadlto this. the development of MyJourney.
model underlying  b) April 2020 identify as having a UPC b) findings indicate the 3TM can be applied to However, social aspectsay not be
MyJourney: the September 2020 b) People who self people who selfdentify as having a UPG as a sufficiently supported by only
3TM. identified as childless result of unfavourable circumstang¢ésit additional targeting the three tasks.

due to unfavourable targeting of social issues/support is needed.

circumstances
Ill. Modelling processes and outcomes
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Activity Time frame Goal Main findings Outputs
Development of November 2018 To graphically depict the MyJourney should integrate a total of 10 Three iterative versions of the
My Jour ney November2020 causal logic underlying therapeutic activities. MyJourneyo6s | ogl

model

MyJourney

Three activite§ 6 Be ki nd to yolt
safe distanced and 6St
are expectedto promotsler s 6 accep-
UPG;two activitiesi 6 Set your dir
and o611 | umi n awilesuppoot users in
making meaning of their situation; ahwo
activitesi 6 Pl an your routebd
in the pursuit of new goal3hree additional
activities are expected to validate the UPG
experience and provide rationale for MyJourney,
support connection to others (and acceptance), ¢
promote maintenance of skills gained. By engagi
with these 10 therapeutic activities, useit
progressively adjust to their UPG, which should
reflect in better hedonic and eudaimonic wellbeir
mentathealth and pograumatic growth.

developed. The final logic model
version (MyJouney v1) is
presented in Figure 1.

Formative
evaluation activity
1 - Prospective
qualitative
acceptability study

March 20190ctober
2019

To evaluate the
acceptability of the st
MyJourney prototype
(MoreTolLife SeltHelp
Guide)

The F'MyJourney prototype was acceptable to
users, but several improvements can be made tc
maximise acceptance. There is value in integratil
the feedback received to continuing to develop
MyJourney into a new prototype.

Compilation of a list of content anc
feaures of MyJourney which were
valued and considered appropriate
as well as of a list of
recommendations for

improvements.

Formative September 2020 To evaluate the Feedback on the 2nd MyJourney prototype Compilation of a list of comint and
evaluation activity acceptability of the @ (MyJourney v0) indicated it was perceived as features of MyJourney which were
2 - Consultation MyJourney prototype comprehensive and flexible. Minor suggestions fi commended (Appendik), as well
exercise (MyJourney v0) improvement informed the final version of as of a list of recommendations fol

MyJourney v1. improvements (Table 3).
Development of November 2018 To define guiding To promote user engagement with MyJourney, a Six guiding principles described in
guiding principles  November 2020 principles to inform design and user interface that reflected inclusivit' Table 4

development the diem
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Activity Time frame

Goal

Main findings

Outputs

and user interface of
MyJourney, to promote
user engagement

empathy, and sensitivity to the UPG experience
were important factors to facilitate engagemen

Therapeutic and November 2018
technical November 2020
development

To design and produce
the MyJourney
intervention

It is possible to iteratively design and produce a
self-guided, interactive online intervention to
support people adjusting to UPGs.

Three prototypes were produced:
15t MoreToLife SeltHelp Guide
2% MyJourney vO

3 MyJourney vIi described in
Table5
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A systematic review of existing psychosocial interventions for a UPG or adjustment
after failed fertility treatment was not conducted because a rapid literature search

only identified one interventio(Kraaij et al., 2016already known by the team.

II. Identifying and developing the theory

Identification and empirical testing of the theoretical metunderlying
MyJourney
To investigate if the theoretical model underlying MyJourney, the Three

Task Model of Adjustment to Unmet Parenthood Goals (3TM), was applicable to
explain the adjustment process of anyone with a UPG, it was tegted in

populatins: a) individuals who selflentified as having a UPG and not undergoing
fertility treatment, regardless of parental status (childless, with children) and of the
pathway leading to their UPG (infertility with treatment, infertility without

treatment, andnfavourable circumstances) (Studwné; b) individuals, aged 35 or
older, who seHldentified as childless due to unfavourable circumstances (e.g.,
lackedtheright partner) (Studywo). Two independent survdyased crossectional
studies were conducteBach study was advertised online, via social media,

charities, and Facebook and Google ads, and participants were offered the chance to
win asmallfinancialincentive for participation. In both studies participants were
asked to complete an online sunassessing background and parenthood/fertility or
childless profile (i.e., risk and protective moderating factors). Waitlated
guestionnaires (except where otherwise specified) were used to measure the
psychologicatonstructs hypothesized to undepi&ychosociahdjustment ta UPG

(i.e., three mediators: acceptance, meaning makimg pursuit of new goals) and
psychosocial adjustment (outcomes: hedonic and eudaimonic wellbeing, and mental
health) Empirical testing of the theory was conducted using path analysis with

maximum likelihood estimationsing IBM SPSS AMOS v28tructuralequation
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modellingsoftware. In the second study only, to obtain adepth understanding of

adjustment to being childés by circumstancthematic analysis was conducted on
textual responses of particitant sd perce)|
experience. Finallt, o i nvesti gate these participant
descriptive statistics weresed tadescribe their engagement with informal and

formal support.

[ll. Modelling processes and outcomes

Logic modeldevelopment
Informed by results from the previous research steps, a logic model was

developed to graphically depict the causal lagiderlying the MyJourney

intervention, in particular the causal link between activities, mediators (outputs), and
outcomes. This logic model was progressively refined throughout the development
phases, in conjunction with the refinement of the interveritsaif, informed by

feedback from users collected in the formative evaluation activities described below.

Formative Evaluation Activities
Prospective qualitative acceptability studyThis was conducteith 2019 to

evaluate the acceptability of the firstervention prototype of MyJourney.

Participants, who considered themselves to have a UPG, were individually

interviewed twice: immediately after they were first presented to the intervention

(T1); and after they had an opportunity to engage with the doowen eight weeks

(T2). The interviews assessed participant
perceived benefits of using the intervention) and appropriate (e.g., willingness to use
intervention) the intervention was. Interviews were carried out @@ind audio
recorded. At T1, participants were asked

engaged with the intervention for the first time, a ssmictured interview then took
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place. The interview was repeated at T2. Interviews were transcrideatingrand a

recurrent crossectional analysis was conducted using thematic analysis.

Consultation exercise This wasconductedn September 2020. An advisory
committee was formed to evaluate the second MyJourney prototype. The
interdisciplinary committee consisted of users, reproductive health practitioners and
research collaborators, marketing experts and fertility charitiesterdK, USA,
Netherlands, and Portugal (See Table 4.2). B.R. conducted and S.G. attended the
English sessions and S.G. and A.G. conducted the Portuguese sessions. Members of
the committee were presented with MyJourney and brief information on the
intervertion rationale (see Appendl, after which they provided feedback via an
online individual or group Zoom session. Feedback from the Portuguese sessions
was translated to English by S.G. and A.G. and all feedback from the sessions was
thoroughlyexaminedo extract all recommendations for refinement or improvement,
which were collated in a table. The core development team discussed the feasibility
of implementing each of the recommendations. If it was deemed feasible within the
timeframe defined for theat of the MyJourney feasibility trial, the change was

implemented and incorporated in the current prototype of MyJourney (v1).

Development of Guiding Principles
Guiding principles can be used to promote engagement and facilitate the

development of a desighat is suitable for target uséfardley, Ainsworth, et al.,
2015) This was donén group disussions between the core development team, a
marketing expert, and the MyJourney design technical t€hese discussions were
informed by the results from other research activities (i.e., feedback from the
acceptability study and consultation exercige) bterature on the delivery of self

guided online interventions.
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Table 4.2

Consultation exercise advisory committee members

Profession or patient role Country Individual or
Group Session

Potential user UK Individual
Clinical Psychologist USA Group 1
Professor of Health Psychology UK Group 1
Consultant Assisted Reproduction UK Individual
Potential user (also a FNUK Volunteer) UK Individual
Professor of Medical Sociology UK Individual
Director of Human Fertilisation and Embryology Authority (UK) UK Group 2
Associate Professor and Clinical Psychologist Netherlands  Group 2
Chair of British Infertility Counselling Association and Counsellor UK Group 2
Potential user andorganiser of childless support network UK Group 3
Potential user and organiser of childless support network UK Group 3
Chief Executive of leading UK Fertility Charity UK Individual
Associate Professor (Marketing) UK Individual
AssociateProfessor in Assisted Reproduction and Consultant Portugal Individual
Associate Professor in Assisted Reproduction and Embryologist Portugal Individual
Potential user Portugal Individual
Clinical and Health Psychologist in Reproductive Medicine Portuga Individual
Clinical Psychologist and Assistant Professor in Reproductive Health Portugal Individual
Clinical Psychologist and PostDoctoral Fellow Health Psychology Portugal Individual
(experience in developing online apps)

Nurse working a Public Fertility Centre Portugal Individual

The persuasive system design (PSD) mé@etasKukkonen & Harjumaa,
2009)suggests that features of dajilesign can influence adherence with
interventiongKelders et al., 2012}herefore design principles from this modelre
also used to develop guiding principles and inform the design and delivery of

MyJourney.

Therapeutic and technical development
The intervention activities were mostly based on the Acceptance and

Commitment Therapy (ACT) therapeutic framew@ayes et al., 20067 his
framework was judged adequate because of its sound evidaseend because it
aligns with the MyJourney theoretical model of adjustment to a UPG (the 3TM), as
ACT aims to: pomote a willingness to experience unpleasant or uncomfortable

thoughts and emotions as part of the human experience (similar to acceptance);
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clarify core values (valued life directions) for areas of life that are most important
and encourage one to livergruently with those values (one aspect of meaning
making); and facilitate committed action to vahesed goals (essential to pursuit of
new goals). However, if deemed necessary to trigger the hypothesized mechanisms
of change, other therapeutic framek®were used, such as setfmpassioriNeff &

Tirch, 2013)and mindfulnes¢Grossman et al., 2004pespite being based on

general therapeutic frameworladl MyJourney activities were tailored to its target
population.To cater for different usage preferences, multiple modes of delivery were
combined: psychoeducatipaudiomindfulness and compassion meditations, and
interactive exercises.

Once the first MyJourney prototype was developed, a cyclical process of
formative evaluation (as described above) and refinement occurred, encompassing
both therapeutic and tecleal development and extending over a total period of 12
months culminating in the production of thkird prototype (MyJourney v1)

submitted for feasibility evaluation.

Results

I. Identifying the evidence base

Systematic mixed methods review
Nine quantiative (9052 individuals fromeightcountries) ancdiine qualitative

(267 individuals fromrsix countries) studies were included. Two of the quantitative
studies (22%) had high quality ratings, seven were moderate (78%), and none had
low ratings. Three of #hqualitative studies (27%) had high quality ratings, eight
were moderate (73%), and none had low ratings. Six quantitative studies (67%)
reported on mentdiealth andeven(78%) on wellbeingResults from the meta

analysis showhat individuals in the wBuccessful treatment group experienced
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poorer mental health (g-8.450, p =.002, 95% C#(Q.734,-0.267];12=85%,p <

0.001) and wellbeing (g #.319,p <0.001, 95%CI10.439-0.198], 12=45%p =

0.001) than the control groupletasynthesis of qualitate data (33 firsorder

themes, grouped intix secondorder themes) showed participants perceived their
individual, relational and social adjustment improves over time, while experiencing
fewer support needs, resulting from efforts to 1) accept theatgn (i.e.a

willingness to experience difficult emotions and experien@smake meaning of it
(i.e.,making sense of past efforts aneeraluating life valugs and 3) pursue new

life goals i.e.,finding other fulfilling goalsa n d 6 mo fromhgir erpari@nce

(e.g., caring for others, travelling

These mixeemethoddindings were operationalized the proposal of the
Three Task Model of Adjustmetd Unmet Parenthood Goals (3TM). This model
proposes a comprehensive framework of theajutic mechanisms that promote
adjustment to a UPG and underlies the development of MyJourney. Discrepancies in
thefindingsindicated that the qualitative data suggested a more positive perspective
of adjustment over time in comparison with the quamigadata. Reasons for
caution relate to few studies being included as this is an emergent topic afideonly
(25%) being rated as higfuality. Furthermore, the qualitative synthesis was based

on published data that already had a degree of interpretation.

. Identifying and developing the theory

Identification and empirical testing of the theoretical model underlying
MyJourney
Study One. The 3TM was identified and empirically tested in a final sample

of 420 individuals who selidentified as having annmet parenthood goéull

report in Appendix A) The average age was 35 years 80 € 8.57) and onlytwo
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(0.5%) participants were men. The majority were in a relationship (91%), had a
university education (63%), and were employed (75%). The empiestabt the

3TM showed a good fit to thibeoretical modeld(24) = 28.147p = .253, CFl =

0.997, RMSEA =.021 90%CI [.000, .047]he model explained14s, 43% and

35% of variance in mentdiealth, hedonic and eudaimonic wellbeirggpectively.
Positive reframing was associated with better eudaimonic wellbemglO8),
acceptance witmental healtl{b = . laddBedonicwellbeing 6 =.244), and pursuit

of new goals with better mentakalth and hedonic and eudaimonic wellbeing (
273, .223, .410)T'he model was also found to be invariant across participants who
did or did not do fertility treatment. However, those with fertility or health problems
who did engage in fertility treatment were more likely to have stopped trying to
conceive (N= 109, 63.00, p <.001)andwereolder(M = 38.91,SD=8.12,p<

.001, partial eta squaref, = .153) People with fertility or other health problems
who completedreatment reported better mental heattke( 0 5,=.020) and

eudaimonic wellbeingp(<. 0 %,=.029) than those who did not do treatment

Study Two. The 3TM was identified and empirically tested in a final sample
of 149 individuals who selfeported as childless by circumstance. The detailed
results of this study can be found in Chapter 3. The average age was 46 years old and
29 (20%) were men. Arounralf (51%) were in a relationship and a majority had a
university education (81%) and were employed (80%). The empirical data had a
goodmodel fit to the theoretical model proposet{§3) = 88.522 p = .002, CFI =
0.938, RMSEA =.067 [.041, .091]The nodel explained 43%, 46% and 45% of
variance in mentahealth, hedonic and eudaimonic wellbeing, respectively.
Acceptance had positive associations with mental health and hedonic welfbeing (

.255, .245), and the pursuit of new life goals had positivecagsons with all
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psychological outcomes (mental heatfilx .291, and hedoni®,= .258, and

eudaimonic wellbeingh =.254). However, meaning making (measured as positive
reframing) was not significantly associated with any of the outcomes. Multivariate
analysis of variance also indicated that participants who sustained a child wish had
lower acceptance and meaning making scores that those who did not sustain this
wish (F (1, 131) =34.96 p < .001; partial eta squaref, = .21; F (1, 131) =16.82

p < .001; partial eta squarelf, = .11 respectively). Results also showed that
participants who sustained a child wish reported lower mental héglth {25) =

8.12,p < .01; partial eta squaregf, = .06) and hedonic wellbeing (1, 125) =

9.15,p < .01; partial eta squareg?, = .07). Thematic analysis revealsik themes:
Gradual but nottinear process to acceptance, where pain may always remain, and a
minority of participants demonstrated an insight into where they felt they were in the
adjustmenprocessParticipants engaged in cognitive coping strategies to facilitate
adjustment, but some were more beneficial than gtRarsicipants were able to

allude to some of the benefits of their experience, including a sense of personal
growth Some so@tal contexts (e.g., pronatalist) and a lack of social support can
make the adjustment process more difficAlternative goals are meaningful and
provideasense of fulflmentSeeking other goals requires support and can be
difficult and, for a minority alternative goals will never replace the desire for
children or be as fulfillingThese themes highlighted thiatlividuals who are

childless by circumstance experience adjustment difficultiesppédar to engage

with the three tasks outlined in the 3TBlescriptive statistics showed that
participants wes willing to seekormal (57, 39.3%) anohformal (89, 64.0%)

support to help them move through their adjustment proEestermore, of the
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paticipants who answered the question about using an online app for support, 68

participants (48.9%) said they would use this type of support.

Reasons for caution for both these studies include their-seat®nal
design, meaning causality is difficuét determine, and participants being self
selected and therefore possible bias in the findings towards individuals who have
experienced the most difficulties adjusting their UPG and who are more likely to

seek support.

[ll. Modelling processes and outcomes

Logic Model
Severalogic model versions were iteratively developed for MyJourney

(Chapter 2Figure 21; AppendixE andK). The final logic model is presentau

Figure 4.1, which integrates all reviews done in response to feedbackeeduring

the formative evaluations. Athelogic models included four components: 1. Input

the inputs required to produce MyJourney; 2. Activifigse specific therapeutic

activities of MyJourney, which were developed to trigger the hypothesized

mechanisms of change; 3. Outputhe hypothesized mechanisms of change

(mediators); 4. Outcomédsthe desired outcomes of MyJourn&e logic model

also presemtthe set of assumptions about the therapeutic frameworks chosen to

underlie MyJourneyanduses 6 engagement with it genera
expert opinion, as well as factors that may impact on implementation, including

anticipated barriers and facilitators.
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Logic Modelof MyJourney (v1)
[ )

Input

Activities based on
Three Task Model of
adjustment (Gameiro

[ Activities: Steps and Routines ]

o

Outputs

Step 1: Your starting point
Routine: Stop and be present™

-‘ Validation of experience
—

Step 2: Be kind to yourself
Routines: Loving kindness™/ Self-compassionate
postcardi

and intervention rationale
-ﬂ{

Self-compassion

Step 3: Travel at a safe distance

I am having the thought that?

Routines: Watching thoughts™ / Weight of your luggage! /

Acceptance

—ﬂ[ Cognitive defusion

and Finnigan, 2017)
and acceptance and

Step 4: Set your direction of travel
Routines: Act values? / Think valuesi / Talk values®

\-ﬂ[ Value clarification

commitment therapy
(Hayes and Smith,
2005) and self-
compassion (Neff
and Tirch, 2013)
therapeutic
frameworks.

Developed by

Step S: Illuminate your journey
Routines: Feeling the positives™/ Good daily vibes?

-ﬁ[ Positive reappraisal

'. Meaning Making

Step 6: Plan your route
Routines: Fit new habits in your routine? / Enlist
helpe / Future steps’

Goal definition

-

Step 7: Step out of your comfort zone
Routines: Stop and breathe in difficult situations™ /
| Acceptance aidsP

l-‘[ Experiential avoidance

Pursuit of other
meaningful goals

Step 8: Connect to others
Routines: Reacting to insensitive comments® / Giving and
taking meditation™ / The wall of insensitive commentsP

—ﬂ[ Connectiveness skills

clinical
psychologists.

-

Step 9: Stay on route
Routines: Keep going? / Facing a dead end / Stay
committed?

I

goals

Committed action towards

Connection to

Step 10: Looking ahead
Routines: Remember your ABC! / Self-compassion

break™ / Looking ahead kit

. J

others

Promote maintenance

)

/
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(

)

Outcomes

Primary:
Hedonic

wellbeing

—

Secondary:

Eudaimonic
wellbeing

Mental — health

Post-traumatic

\

growth

Assumptions: Efficacy of ACT and self-compassion, fit between ACT and self-compassion associated
therapeutic activities and mediators of the 3TM (outputs), users will engage to the extent they will
receive a ‘sufficient’ dose of intervention to produce moderate (effect size) change in outcomes.

External factors
Barriers: Lack of general awareness & policy about support for UPGs,
stigma. Facilitators: easily accessible, no training required, no cost to users.

Note.™=Mindfulness meditatioifaudio), = journaling,P= practicing new skills’= can be completed with someone else
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The inputswverethe 3TM as the underlying theoretical model and the
expertise of clinical psychologists. MyJourmmynsistof a total oftenactivities
(Table4.3for rational§. Most activities were designed to trigger one specific
mechanism of change (mediatdylit ane activity (Stefeight Connect to others)
triggers both acceptance and connection to otfidesactivities designed to trigger
acceptance were based on principles of@aifipassion, cognitive defusion,
experiential avoidance, and social connectivenHssse designed to trigger
meaning making were based on values clarification and positive reappraisal coping.
Finally, those designed to trigger pursuit of new goals were based in goal definition
and committed action. Based on results from empirical tesfithe 3TM, it was
hypothessed that increases in acceptance will result in improvements in hedonic
wellbeing and mental health, increases in meaning making efforts will result in
improvements in eudaimonic wellbeing, and increased engagement with other
meaningful goals will result in improvements in mental health, hedonic and
eudaimonic wellbeing. Engagement with all tasks was hypothesised to promote a
sense of personal growth, considered within eudaimonic wellbeing in the 3TM, and
operationalised as ppgaumatic growth in the logic model. In sum, based on the
magnitude of effects found in the quantitative and qualitative-stthesis, it was
expected that exposure to all MyJourney activities will emulate the full adjustment
process to a UPG (as p@yed by people who underwent it), which should result in

moderate to large increases in outcomes.
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Therapeutic targets and mechanisms of change (mediators) for each Step in MyJourney

Step

Therapeutic Target

Mediator

Definition and Rationale

1. Your starting
point

Validation of experience
and rationale for
intervention

Definition: Validate the UPG experience apaesent rationale for support overall. Promote insight into
how one feels etc atart of engagement with support.

RationaleeEx peri ence and grief of t(&rkman@ds, Kder & Daailgk,
2017; Tonkin, 2010and people with UPGs may not realise they are experiencing grief or want to av
that grief(Fieldsend & Smith, 2020}herefore validation of the experience is import@dameiro &
Finnigan, 2017)

2. Be kind to
yourself

Selfcompassion

Acceptance

Definition: Self-compassion consists of three components:lgetfness, common humanity, and
mindfulness, which aim to promote a positivew towardso n e 6 s s e leficesNeffd2008)x p e r

Rationale:Empirically, selfcompassion is positively associated with acceptéNe#f & Tirch, 2013;
Neff et al., 2005)Acceptance is a key mechanism of adjustment to a UPG (Gameiro and Finnigan,
For example, many peopbdame themselves for their UPG atheérefore developing setfompassion
could bebeneficial Selfcompassion is considered an adaptive coping strategy that can facilitate
acceptance of stressful situatidiadlen & Leary, 2010) People who report being more self

3. Travel at asafe
distance

Cognitive defusion

Acceptance

compassionate engage in less experiential avoidat€® st a & Pi nt.o Gouvei a,
Definiton:Cogni ti ve defusion describes onebds abil
observing them as psychological states or events rather than literal representations ¢fFoealan et
al., 2012; Masuda et al., 2004)

Rationale:Cognitive defusion can minimise the emotional discomfort of negative thoughts or emotic
(Masuda et al., 2010; Masuda et al., 200d)n-clinical sample exposed to a pdefusion experimental
condition reported increased willingness and reduced discomfort of negatigtasethent§Healy et al.,
2008) i.e., facilitated acceptance. Acceptance is a key mechanism of adjustment to a UPG (Gamei
Finnigan, 2017).
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Step

Therapeutic Target

Mediator

Definition and Rationale

4. Set your
direction of travel

Value clarification

Meaning
Making

Definition: Values are principles through which one feels a sefisgeaning and purpose in life and
clarification of these values facilitates one to identify and then define what is most important to then
(Harris & Hayes, 2019)

Rationale:lt is considered that many people make meaning from stressful life events by being able
clarify their values or priorities in liféPark, 2010; Park & Folkman, 199®jalues based interventions

have demonstrated desired effects on numerous outq®akal & Gon, 2020) Consi der i n
associated with parenthood is a key mechanism of adjustment to a UPG (Gameiro and Finnigan, 2

5. llluminate
your journey

Positive reappraisal copin

Meaning
Making

Definition: Positive reappraisal coping is described as cognitive effores@walude a situation or
experience in a positive wag change the meaningnd is a form of meaninbased copingFolkman,
1997, 2008; Lazarus & Folkman, 1984; Park, 2010)

Rationale:Positive reappraisal is thought to lead to a senseeaining when faced with a stressful life
event(Garland et al., 2015; Lazarus & Folkman, 198%)sitive reappraisal copirftas been reported as .
useful coping strategy in the face of uncontrollable stressful life events, including &g et al.,
2009; Kraaij et al., 2008; Ockhuijsen et al., 2014b)

6. Plan your
route

Goal definition

Pursuit of
other goals

Definition: Defining achievable goals (short, medium, andiongr m) based on one
(Hayes et al., 2006)

Rationale:Both the focus of goals and the motivation behind them (e.g. values) can influenteiwell
(Sheldon et al., 2004Pursuing othemeaningful goals away from parenthood is an important mechar
of successful adjustment to a UPG (Gameiro and Finnigan, 2017).

7. Step out of
your comfort
zone

Experiential avoidance

Acceptance

Definition: Experiential avoidance is considered the ofipds acceptance and is the unwillingness to
experience emotions, thoughts, feelings etc and is reflected in a person taking steps to change the
frequency of these private experien@dayes etil., 2006; Hayes et al., 1996)

Rationale:Experiential avoidance, when it is costly or life altering, is correlated with poorer mental t
and wellbeing and other measures of psychopathdldgyes et al., 2004; Kashdanadt, 2006; Tull et
al., 2004) Minimising experiential avoidance can increase the willingness to engage with negative ¢
uncomfortable thoughts or emotions, thereby promoting acceptance. Building acceptance of difficu
thoughts or emotions can lead to living a more fulfilling life (eoataic wellbeing)Davis et al., 2016)
and acceptance is a key mechanism of adjustment to a UPG (Gameiro and Finnigan, 2017).

8. Connect to
others

Connectiveness skills

Connection to
others

Definition: Perceptions of positive or meaningful social relationships with or support from others
(Eisenberger & Cole, 2012; Wilkinson et al., 2019)
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Step Therapeutic Target Mediator Definition and Rationale
Rationale:Soci al connecti on appear $Abraham, ¥Ba54niddswrie of the
3 basic human needs focused on within-delermination theor{Deci & Ryan, 2013)Social connection
Acceptance plays a role in both preventing and attenuating poorer mental l{€altvys et al., 2013)Social

connection can be disrupted afteajor life changeéWilkinson et al., 2019)and therefore suppon t
promote connection is important. Social support is a protective factor for adjustment to a UPG (Gat
and Finnigan, 2017). Promoting social connection is also considered to promote acceptance as the
perception of social support may minimising the neeengage with experiential avoidance.

9. Stay on route

Committed action towards Pursuit of new

goals

goals

Definition: Committed action is defined as mindful, valued and effective afitlarris & Hayes, 2019)

Rationale:lt is easier to stay committed to goals that are consistent with values and can promote lo
improvements in wellbeing, and intentional action may be a bigger predictor of happiness (subjecti
wellbeing) than own set point (see paper) or circumstsiiyubomirsky et al., 2005)Pursuing other
meaningful goals away from parenthood is anangint mechanism of successful adjustment to a UPC
(Gameiro and Finnigan, 2017).

10. Looking
ahead

Promote maintenance

Definition: Promotion of insight into how one feels after engagement with the support and promotio
maintenance of skills developed.

Rationale:National Institute of Mental Health and Psychosocial Intervention Development Workgrot
suggest psychosocial interventions should contain maintenance strategies to prevent reciypashce o
problems/difficultiegHollon et al., 2002)The adjustment process to a UPG is characterised by recur
experiences of grief and lgsometimes triggered lpther peers meeting normative milestones (Game
and Finnigan, 2017), and thereforeintanance strategies could be used to support recurrence of
adjustment difficulties.
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Formative Evaluation Activities
Prospective qualitative acceptability study The detailed findings of the

acceptability study can be found in Chagefhe analysis resulted mine main

themes organised undireehigher order themes:nt er vent i on meet s u
working through the UPG experience; ahdintervention is appropriat&hemes

anderi nt er vent i on Osiowethl paticpants $efh thennteeventon
was useful and helpfuhnd most participants were able to describe how the activities
had triggered the mechanisms of change indbe&Imodel, with participants

describing feeling better after engaging withParticipants thought that connecting
with others is important and that the intervensbould supportthis. Themes under
avorking through the UPG experieridgghlighted that participants saw their
experience of adjusting UPGas a journey that the intervention can facilitate.
Around two thirds of participants initially felt concerned that engaging with the
intervention might be challenginglowever,a maprity experienced no negative

effect, with three participants reporting they felt upset at tilk@sajority notedit
provided a structure to organise and clarify thoughts, whilst providing guidance to
move through their los§hemes undeithe interventio is appropriatéreflected
participants considered the intervention acceptable due to being easy to use,
comprehensive and appropriate. Nearly all participants used the intervention
individually, with one using it verbally with their partner. Just undgf éngaged

with it digitally, the rest printed out the activitiddarriers toappropriateness

included limited digital access, poor interactiyiéynd uncleanavigation A minority

of participantdelt some sections were difficult to understand and damguage

was not always appropriatéhe findings confirm the value of continuing the
devel opment of MyJourney by integrating |

feasibility testing.This study only included a small homogenous sample of childless
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married women presenting with infertility diagnosis and therefore may not represent
the views people who have children and wish to have more, those who consider

themselves childless by circumstance, and of men.

Consultation exercise The feedback frorthe advisory committee about
MyJourney was overallery positive. Specifically, the committee noted the
comprehensive nature of the support, commended the flexible nature of delivery
(e.g., users could engage at times that suited them), and that okeralyport
would be useful for those seeking support. Additionally, committee members who
represented potential users reported that they would recommend MyJourney to
someone else as it felt relatable and met the challenges one faces while going
through tkeir own journeyOverall, siggestions for minor amendments were
provided, which are presentedAppendixL, with those deemed feasible and

integrated in the final version of MyJourney being presented below in Tdble 4.

Table 4.4

Feedback from advisory committee and the changes that were implemented

Feedback How the change was applied
Accessibility
Text too long in places Use of more bullet points and break up sections of t
Language too complex Review all content and simplify language further
Sequence of steps is not clear enough Addition of numbers against each step to show

sequence

Suggestion to include examples where users Include hints at the bottom of datext box with
are asked to write down a response examples or further explanation of what users are b

asked to write about
Data protection/Security/Confidence in support

Concerns about entering personal Ensure terms of data protection and collection are
information/data explicit

Suggestion to include information about the  Addition of content on landing page with image and
team who created MyJourney short bio of each person

Inclusivity

Request for inclusive support Ensure support page contains divenseport
recommendations recommendations

Queried if support was developed for men Make text clearer on language page that content is
available for any gender
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Feedback

How the change was applied

Queries about how to support individuals
who are not sure if they are ready to engage
with support

Addition of ONot ready
person can address this feeling and if not ready, to ¢
reminder to come back and engage with support at
later date

User interaction

Suggestion that users will want to receive
feedback about theirwellbeing score

Provide tailored feedback (based on gender and
country of residence norng$opp et al., 2015)for
users, each time they complete wellbeing questionn

Queries about the requirement for
mandatory test responses to allow
progression to the next step

Remove mandatory text responses and replace witr
prompt to remind users to write down their answers
order to get the most out of the support

Suggestion to ensure examples provided are
not too prescriptive

Reviewed all examples to ensure they were support
but not prescriptive

Suggestion to make it clear about what
happens when all ten steps are completed

Include a pop up box at end of each step (including
final step) to highlight what tdo next

Design

Some icons are not appropriate (road signs)

Replaced any road sign icons

Suggestions to display which step users are
on as they move through each page of the
same step

Title of step visible at the top of each page so users
reminded what step they are working on

Specific content

Step 3i include content that encourages
users not to judge or evaluate their own
thoughts

Included content that advises users think about whe
they can just describe and notjudgéh o u g ht s :
describe, not judge?5d

Step 41 suggestion to amend the word
06domaind as too hars

Changed word |ife O6doma
language softer

Step 71 suggestion of more support for this
step

Included text at end to highlight beitefof not
engaging in experiential avoidance and also
recognition that this can be difficult

Step 81 suggestion to change title and
reformat delivery of content to make it easier
to read and ensure content reflects different
cultures

Changed title to ffeect content more, split the content
into three pages to make it easier to read, and upda
responses to insensitive comments to reflect culture
where confrontation would not be appropriate

Step 10i suggestion to amend content to
focus on tolerance oemotions rather than
whether they have changed over the
engagement of intervention

Content was revised to encourage users to think ab
whether their tolerance of difficult emotions had
changed while using the intervention and also to offi
reassurancd no changes were perceived.

Backpacki Looking Ahead Kit T suggestion
to make it clear this can be used in advance
of a difficult situation and normalising
experiencing difficult situations

Content revised to provide clear indication of when t
sectionof the support can be used and reassurance
experiencing difficulty does not mean weakness

Reminders

Suggestion that any reminders are
empowering

Developed content of reminders to ensure that they
were empowering and encouraging

Guiding Principles

Development of guiding principles Table 45 presents thguiding

principlesdeveloped tanform MyJourney, particularly aiming to englit was

appropriate for the intended users and promheteyagement. Design principles were

also used from the PSD mod€&linasKukkonen & Harjumaa, 2009p promote

engagement and are outlined in the table. For example, the primary task category
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supports userds engagement with the inte]
provides a degree of systepetiback; system credibility support category outlines
principles to build an intervention that is credible; and the social support category

aims to motivate users to engage with the intervention via social leverage.

Table 4.5

Guiding principles for MyJourney

Guiding principles T Key intervention features
MyJourney sh
reflect empathy towards the Use of positive, hofjludgemental, simple, and empathic language.

experience of people with a UPC Provision of content to reassure users who are concerned about enge
in a challenging process of adjustment.

inspire users to move forward  Tailoring of intervention by answers to previous steps being used in

through the adjustment process subsequenttsps (e.g., users provide their own values, and these are
presented in a subsequent step when users are asked to think of goal
associated with their values).

Principles fromthe PSDmodelé nor mati ve i nfluel
(i.e., inclusion of quoteBom others who have shared a similar experier
to both normalise the experienc

(primary task) (i.e., users receive feedback on their wellbeing score).
be inclusive to anyone who has i Careful use of language to account for the heterogeneity of the experi

UPG and to ensure inclusivity of gender, parenthood status, ethnicity, etc.
Not for profit intervention ensuring cost is not a barrier to use.
promote user autonomy Allow users toengage with steps in the intervention at their own pace,

the sequence of steps is fixed so that users work through the interven
in a logical manner, which is informed by the logic model.
Examples provided to prompt users to enter their own ansareasset of
options are provided, e.g., specific set of life domains provided (Step -
from which users can build their own values and subsequent goals.
Principles fromthe PSD modeb r e mi nder sé (di al c
email reminders were sent to usé complete a Step or start a new Ste

promote user competence Provision of clear, structured support, with optional additional resourct
for those who wish to engage with them.
Each therapeutic activity broken down into shorter sections (witkbstep
step guidance) to enable users to engage on a smaller screen (e.g.,
smartphone) so that it can be engaged with at convenient moments.
Encouragement of small goal setting and small changes to
behaviour/engagement with thoughts to promote confidence.
Principles from the PSDmodélét unnel I i ngd (pri
the users through a series of Steps).

promote trust in and credibility  Present a professional and consistent intervention design.

of the intervention Content that explains user datdlwi kept securely and in line with
GDPR regulations.
Intervention developed to meet the field guidelines (ESHRE, HFEA,
NICE) that recognise that this support is needed.
Principles fromthe PSD modelé t r ust wort hi ness o
credibility) (i.e., providing information that the intervention was eviden
based and developed by experts).
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Therapeutic and technical development
Development and refinement of intervention contents and deliverylable

4.6 presents the intervention dents and delivery, in accordance to the TIDieR
checklist(Hoffmann et al., 2014and Figure 4.2 presents screen shots of MyJourney.
The first prototype of the interventigithe MoreToLife SeHHelp Guide)is

presented in Chapt@r This initial prototype underwent considerable changes
following formative feedback from the acceptability study. The most substantial
changes included: (1) each actiiresente@s aStep and was rewritten to follow

the same structuiiean aim, a rationale, and the main exercise(s) wivietesplit

across multiple pages to make it easier to read on smaller de@ictee title and
contents of each activity were amended to portray a sense of a journey and the
sequence obteps was reevaluated(3) the language was simplified and revised to
minimise the anticipated challengaekengadgng with the interventiorand to increase
inclusivity; (4) the delivery was transformed from static webpages to an interactive
web-based design built around a journey metapimatuding mindfulness and
compassiomeditation audio files. In addition to this, the entire content was
translated from English to Portuguese by an expert native speaker (including the
mindfulness and compassion meditation audio recordings). This version (MyJourney
v0) was then presentedttte advisory committee for the consultation exercise and
less substantial changes were then made, as summarised id.Baldading to the

final version (MyJourney v1) put forward for feasibility testing.
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Description of MyJourney (v1) as put forward for feasibility testing, according for TIDieR chdEldiénann et al., 2014)

TIDieR ltems

Description

Brief Name:

Provide the name or a phrase that describes the intervention

MyJourney

Why:

Describe any rationale, theory, or goal of the elements essential to
the intervention

The 3TM(Gameiro & Finnigan, 2017hformed the hypothesised mechanisms of the chang
targeted by the intervention. Contextual Cognitive Behavioural Therapy (CCBT), in partic
Acceptance and Commitment Therapy (AGHpyes et al., 2006yas chosen as the therapeu
framework for the activities of the intervention expected to trigger the meamanischange,
focussing on a persondés relati ons hHapes & wi
Hofmann, 2017)

What:

Materials: Describe any physical or informational materials used
in the intervention, including those provided to participants or
usedin intervention delivery or in training of intervention
providers. Provide information on where the materials can be
accessed (such as online appendix, URL)

Procedures: Describe each of the procedures, activities, and/or
processes used in the interventigrincluding any enabling or
support activities

All materials forMyJourneywere developed to be used independently by users at their ow
time and pace, and are provided within an online web app which can be accessed at
www.myjourney.pt This link provides access to the landing page which includes informati
about who MyJourney is for, what participants can expect and theditsest engaging with
MyJourney. To use MyJourney, participants must create an account and complete
sociodemographic details, following this they can access the main content.

MyJourney is structured in two main sections: the Map and the Backpack.

The Mapis organized into ten ordered Steps, which correspond to the ten therapeutic acti
of the MyJourney logic model. Therefore, each Step is a structured therapeutic activity de
to trigger a specific theorized mechanism of change (See Figurech) SEep has up to three
additional optional therapeutic resources called Routines. These are unlocked with the
completion of the Step and added to the Backpack area. These Routines are designed tc
encourage participants to sustain engagement with thdt&egpeutic activity. Overall, each
Step and its associated Routines can make use of different models of deksyetyoeducation
audio mindfulness mediations, journaling, and interactive exercises) to engage users.
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TIDieR ltems

Description

On completion of the last Step, paipiants get access to a Looking Ahead section, designe
prevent relapse by encouraging users to recognise the appropriate therapeutic skills to u:
specific stressful or challenging situations they may face.

At the start of each Step, users compketvellbeing assessment (WHQLIfe Satisfaction and
Happiness scales) which provides them with their score from the ¥/k@omparison to
normative values and additional information to be able to interpret it. If users score below
repeated times drelow 28 at any timéTopp et al., 2015)his triggers a message to users th,
recommends they seek additional support, e.g., an accredited mental health professional
of support contacts is also prded as this intervention is delivered withoupi@rson support.

Who provided:

For each category of intervention provider (such as psychologist,
nursing assistant), describe their expertise, background, and any
specific training given

N/A

How:

Describe the modes of delivery (such as face to face or by some
other mechanism, such as internet or telephone) of the interventiol
and whether it was provided individually or in a group

Web-based app designed to be used individually

Where:

Describe the type(s) of location(s) where the intervention occurred
including any necessary infrastructure or relevant features

Users can engage with MyJourney wherever is most convenient for them and using their
preferred device (e.g., tablsmartphone, laptop).

When and how much:

Describe the number of times the intervention was delivered and
over what period of time including the number of sessions, their
schedule, and their duration, intensity, or dose

Participants are recommended to eggwith one Step per week, implying that total time
recommended for the intervention is 10 weeks. However, users are free to progress at th
Each Step takes approximately five minutes to read but each particgsatite flexibility to
answer (wrie down or reflect on) the questions or concepts introduced, or practice an ass
skill, for as long as they wisiiompleting the Step unlocks its Routines, as well as the next
Step. There is no recommend time for users to spend on the Routinesyaodrtlengage with
the same Step and Routine repeated times.

Tailoring:

If the intervention was planned to be personalised, titrated or
adapted, then describe what, why, when, and how

The intervention is personalised to users.

Users receivpersonalised feedback about their wellbeing scores.

The MyJourney steps present users with questions for them to reflect on their personal
circumstances and some of the data imputed is displayed in future Steps, so that users ¢
continue reflecting on pticular aspects of their situation. For instance, in Step 4 users are
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TIDieR Items Description
asked to reflect and write down values and these are fed back on Step 6, so that users ci
concrete goals that will help them pursue those values. On Step 9 users are theedpnégen!
the goals they defined and asked to consider ways they can commit to these goals. Over
expected that this organization will provide a sense of personalisation or tailoring.

Modifications:

If the intervention was modified during the course of the study, N/A
describe the changes (what, why, when, and how)

How well:

Planned: If intervention adherence or fidelity was assessed, N/A

describe how and by whom, and if any strategies were used to
maintain or improve fidelity, describe them

Actual: If intervention adherence or fidelity was assessed, describe N/A
the extent to which the intervention was delivered as planned
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Figure 4.2

Screen shots of MyJourney

M?JGU['“E}I’ Home About Support Porbsguis
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Map

These ane the ten steps you willl take on EyJoumney We suggest you take one
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wish for children. . :

Ta make your jaumney casier, practos how you can be kind to yourself while
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Map > 1. Your starting point

@
@

four score

Average score

Undersranding vour wellbeing score

vour wellbeing score refiects haw well wou fecl naw and it can vary from O (worst wellbeing

passible) to 100 (best wellbeing possiblel. Usually wamen lving in the UK scare B1

four wellbelng score ks 600

Scones higher than S0 indi that the p able to cope, regardiess of how
rocky their jpurney might have been so far However, if you feel concerned about yose
wellbeing, please do not hesitate w seck specialised support hers .

Scores between 28 and 50 indicate that the person ks struggling and may find it hard to
cope without additional suppart. i you feol this applics to youw, or if you sconed lower
than 50 repeated times, we recommend you seck speclalised support. You can find
wseful contacts hors .

@ A

Backpack

¥ 2 Bekind to yourself

To miake: your joumney sasher, practios how you can be kind o yourssH while travelling

Mag = 2. 8o kind o youwrsclf

Seif-compassion involves treating yourself the way you wauld treat a dear friend whao s
struggling and fazing a tough time. This may scem difficuls but following the steps cutlined
Betow will give a better iea of what we anc talking about

How self-compassionate are you normally?

T!- A moderale amoni
| 2- Alita

1 - Mot atal

Try to thénk back ta a time when a clase frend felt really bad about themselves. How did
you try to comfort your friend? Think atse about what you typically do and say when you are
trying to comifort people arcund you. How do you address them, what words and tone of

walce do youw wse?

Dascribe how you usually ot whan you am Syng fo comfort someone. Do you spask deferently, for

sxample uss curtain words or tone of voioeT Wiite these hare.

A

Eackpack
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Discussion

Main findings

Results from this chapter show it is possible to develop a thedrgnd
acceptable psychosocial intervention that aims to promote positive adjustment to
UPGs. MyJourney is based on the 3TM, whias informed by a systematic review
of all evidence on how people adjust to unsuccessful fertility treatment and proved
applicable in heterogeneosamplesvho selfidentified has having a UP& who
selfidentified as childless due to unfavourable circtamsesThe inclusion of
formative evaluation exercises and definition of guiding principles allowed for the
progressive refinement of MyJourney to maximise its acceptability and inclusivity.
Overall, this phased, iterative approach resulted in the prioduita selfguided,
internetbased intervention that is considered to meet the negdsis acceptable
to, intended users and health professionals who could recommend MyJourney to
their clients. The evidence collected through this development pragggsrts the
idea that it is feasible to deliver MyJournéjowever this, including limited

efficacy (Bowen et al., 2009)must now be evaluated in a feasibility RCT.

MyJourney is based on a comprehensive model of adjustment to UPGs. This
model, informed by an exhaustive review, proposes the mechanisms through which
people adjust to their UPG. Despite this model being developed from the experience
of unsuccessful treatnt, the validation work indicatexverallthat the model could
also be applied to those who did not do treatment or consider themselves to have a
UPG due to circumstantial reasons. The implication of this is that MyJourney could
be considered useful suppéor anyone with a UPG, regardless of the factors that
led to this. However, there were some inconsistencies in the findings about how

meaning making may facilitate adjustment. More specifically, the findings suggest
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that other meaning making strategiesyond positive reappraisal coping, may need
to be contemplated. As the systematic revieat informedhe 3TM referred to
participants engaging in4e&valuation of their values, particularly around

parenthood, it was considered that therapeutic aetsvitirgeting values clarification
could also be beneficial. The ACT framework considers the clarification of values as
representative of a way to create meaning in(kfayes et al., 2012A recent

systematic reviewthat reported specifically on the valdessed aspects of ACT
interventionsindicated that valuebased interventions demonstrate efficacy for
numerous outcomes including depression and anxiety across clinical anbinmad
samplegRahal & Gon, 2020)But, as noted by another qualitative study with ACT
experts investigating the values process within ACT, it is difficultréav out and
measure values processes separately from the broader aim of ACT to promote
psychological flexibility(Barney et al.2019) therefore the systematic review

should be interpreted with caution. As the development process of MyJourney
continues, further work is needed to better understand the most beneficial meaning

making strategies for individuals with a UPG.

The orly other online sethelp intervention developed for people with UPGs
used cognitive behavioural therapy (CBT) techniques and the findings indicated that
depression scores (the only outcome) were improved in the intervention group
compared to the waitlistontrol group(Kraaij et al., 2016)ACT, instead of CBT,
was chosen to provide the therapeutic framework for MyJourneaube this
framework appears to integrate well with the 3TM, but only quantitative mediation
analysis will provide evidence that the three tasks are being targeted by the
intervention.Several systematic reviews indicate thalineor internet basednd

self-guidedACT-based intervention®r mental health, such as depression and
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anxiety, and wellbeing outcomes, such as quality ofdifier promising findings of

the efficacy/effectiveneg8rown et al., 2016; Cavanagh et al., 2014; French et al.,
2017; Thompen et al., 2021)Thefeedback throughd the development proceks
MyJourney has indicatetiat ACT-based activities are considered suitable for online
self-guideddeliveryand appear to address the needs of people with UPGs

Therefore, at this stage in development there is confidence @atekhds itself to

this intervention as MyJourney targets multiple mechanisms of change and has taken
a more holistic approach towards adjustmeftiat was not possible to clarify yet

was the minimum dose of engagement with MyJourney that is sufficierdtigate

clinically relevant change, which should be determined in future work.

One of the most important findings of this chapter is that the phased development
of MyJourney has resulted in an intervention thabverall considered acceptable
by users and reproductive health professiomdthough the first prototype of
MyJourney was considered acceptable, engaging in the phased development has
allowed for significant changes to be made to the intervention to strengthen
acceptability For examplethe introduction of an interactive wdlased design and
thesimplification and segmentingf the written content into more easily read
sectionsLack of acceptability of interventions can hinder engagement and
implementation, mening that the benefits of the intervention are never determined
as the required dose to instigate change is not met, and as such acceptability is
considered an essential requirement for the effectiveness of an inter(&atkiron
et al., 2017)This has been further evidenced by the increasing references to
acceptability in eacbf updated versions of the guidance (between 2000 and 2015)
from the MRC for complex interventiorfSekhon et al., 2017Therefore, the

strengthened acceptability through the development process of MyJourney
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demonstrates the value in engaging in this type of intervention development to
ensure the best chance at evaluating ef§icin addition to the overall acceptability,
the features that reflect the guiding principles were positively evaluated in the
consultation exercise, suggesting that these principles meet their objdetives.
example, advisory committee members notetl Mhalourney was flexiblewhich
reflectsthe guiding principle outlining that MyJourney shopldmote user
autonomyln addition, the committee members who represented potential users felt
they would recommend MyJourney to someone, @béh indicates ta guiding
principle to promote trust in and credibility of the intervention was successful.
However, the acceptability of newer features of the intervention remains to be
evaluated in more depth for acceptability, for example the audio mindfulness
meditatons. Although other research has demonstrated promising results that this
has been successfully delivered in other-galtled interventionfCavanagh et al.,
2014; Taylor et al., 2021}his was not included until the final prototype. Therefore,
future work should ensure that actaplity of newer features continues to be

evaluated.

It was clear from the formative activities that there is individual variability in
readiness to engage atig pace at which people will engage with MyJourney. This
is consistent with theoretical modedf change, e.g., the Transtheoretical Model of
ChanggProchaska & Velicer, 1997 this model, it is not always clear how long
one might remain in one stage and people who are icotitemplation stage may be
likely to relapse if they are presented with support aimed at someone in the action
stage(Krebs et al., 2018)urthermore, it has been argued th&rventions tailored
to the stage of change are critical for a successful out@@®roehaska & Norcross,

2001) Future research should clarify how this readiness is associated with
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acceptability and efficacy so that MyJourney can be better tailorékdd®ee it can

help the most and/or it can be improved to facilitate engagement, as those
approaching this support are likely to be at different stages. In particular, the
formative evaluation exercises indicated that the perceived challenge of engaging
witht hi s type of support may be related to
influence engagement. Although the researchers have attempted to address the
feedback suggesting there is an overall perceived challenge of engaging with the
intervention, it § not known whether this is sufficient to help people engage with
MyJourney earlier in their adjustment process. The perceived emotional challenge
could be considered an unintentional harm of the intervention and should continue to
the monitored as develogent progresses. Investigating this further will not only

inform the future work on MyJourney but will also be helpful for other researchers

who wish to develop support for people with UPGs.

The findings so far suggest thiaat delivery of MyJourney asselfguided,
internetbased intervention is feasibleowever this can only be determined in a
RCT feasibility trial For example,dedback from users during the development
process has shown that users are willing to progress through stie@s atvn pace.
However, participants who provided feedback were either given a set time frame to
engage with the intervention (e.g., 8 weeks in the prospective acceptability study)
and knew they would be asked for feedback following this, or the researche
directly presented MyJourney to those evaluating it. This means the findings
reported are unlikely to represent high ecological validitshough it will not be
possible to replicate redéife use, it is important that during feasibility testing
MyJoumey is used with minimal contact with the researchers and that users are

encouragdto engage with it in a way that suits them bé&sis can facilitatelata
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being gatheredn how this type of intervention will be engaged and adhered to.
More specific featres also need to be evaluated for feasibility including the option
for users to enter responses to questioss slider scales to enter their wellbeing

datg andreceive feedback on their wellbeing scores

Strengths andlimitations
The development of Mjourney followed a phased approach that closely

followed the MRC guidancg€Craig et al., 2008)urthermore, the iterative

devel opment was responsive to stakehol de
threedifferent prototypesAnother strenth is theclose link between theory and
operationakation of intervention, which will also translategora better ability to

evaluate efficacy in the future, via high conceptual clarith@assessment of

mediators and outcomdsowever, the theoretical modelbased on the UPG
experience following unsuccessful treatment only. Despite this, validation studies
indicate that the theoretical model could be applied to those who did not engfage wi
treatment or attribute their UPG to circumstantial factors. A systematic review of
other interventions was not possible to inform the initial phases, however the
development team have-tlepth knowledge of the field. The choice of therapeutic
techniguesvas not evidence based (i.e., no systematic reviews of interventions to
promote acceptance, meaning making, pursuit of new goals) to identify active
components. Instead, the choice was made based on peroanosgtual fit with the
3TM. But evidence isgassuring about tredequacyf the therapeutic techniques
chosen. Finally, resource and time constraints meant that PPI with several people
was not always possible at each stage, for example during the planning phase of the
intervention. However, it is oegnised that it is challenging to implement PPI at

every stage of developmeMardley, Morrison, et al., 2®).
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Implications
Thedetailed description provided inisichapter will enable otherfor

example other researchensmental health support practition€esg., within

primary care and fertility pathwaygd create similar interventions using similar
processes, which is needed given the scarcity of evideamed support for UPGs.
The findings from this chapter suggest that a theory and research informed
acceptable intervention that meets the needs of the intendedhasdrsen
developed. MyJourney addressies current gap irvidencebased support for
individuals with a UPG. The development of MyJourney will continue to follow
MRC guidance and move intbe exploratory phasé which the feasibility of both
the intervention and study protocol to assess it will be evaluated. This phase will also
allow for limited efficacy testing of MyJourney, so that the hypothesis that
engagement will result in betterellbeing and mental health can begin to be
examined. Once feasibility has been established, efficacy of MyJourney can be
evaluated in a fulscale RCT. However, these initial findings already suggest that
MyJourney could become an important ttmithe povision of supporto

individuals with a UPG.
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Chapter 5: Randomised controlled &asibility trial of MyJourney
Introduction

The previous chapter described the development of MyJourney inatedail
the following chapter will now describe the feasibility evaluation of the latest

prototype of the intervention and study protocol used to evaluate it.

In response to a recognised demand and multiple calls for support from
guidelines and regulatoryties (e.g., ESHRE, HFEA, NICE), the MRC framework
for developing complex interventiofSraig et al., 2008)vas adopted to develop
MyJourney, a seffuided intervention to support individuals with a UPG (See
Chapter 4). MyJourney is theoretically informed by the Three Task Model of
Adjustment (3TM)(Gameiro & Finnigan, 20174nd applies contextual cognitive
behavioural therapy (CCBT), in particular the Acceptance and Commitment Therapy
(ACT) framework(Hayes et al., 2006)n brief, MyJourney is a viieapp designed to
guide users through 10 therapeutic activities that are hypothesized to promote the
development oskills to build acceptance of n eU$@, find meaningn their
current situationand move on towards other meaningful gaalgfe, ultimately
leadng to improvements in hedonic wellbeifgrimary outcome), as well as
eudaimonic wellbeing, mental health, and post traumatic grasvthe My Jour ney 0
logic model in Figure 4.1, Chapte). Although the MRC phased approach,
including patient andyblic involvement (PPI), has been undertaken in the
development of MyJourney, uncertainties remain, with the overarching research
guestion being whether MyJourney and the study protocol used to evaluate it are
feasible to be implemented in a full scaledamized controlled trial (RCT) to

determine efficacy.
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As previously notedot t he aut hor és knowledge onl
to UPGs (i.e., undesired definitive childlessness) has been developed and evaluated.
While results suggest seajiided inteventions for UPGs can be feasibly
implemented and evaluat@draaij et al., 2016)MyJourney has many novel aspects
that warrant feasibility testing. Specifically, it aims to beusacte of anyone with a
UPG regardless of how this came to be, it is entirelygétied, and it requests a
long (10week) engagement period from users. Furthermore, itesigned to be
freely available to people withlPGs soit was important to asceitaif people
would independently access and udeét, with no useresearcher or usetinician
contact) Thereforejnt hi s ¢ hapt e 009)Basibiltymutcenes \aered s
operationalised to evaluate MyJourney viaasiBility RCT with an embedded

qualitative process evaluation.

Uptake, usage, and sustained adherence with onlingugdid interventions
can be influenced by numerous factors, traversing different feasibility outcomes.
Adherence is defined as to thaemnt the participant engages with the content of the
intervention(Eysenbach2005) Within trials, complete adherence to smartphone
interventions reportedly ranges betweer63446 of participants, with usage
declining over timéLinardon & FullerTyszkiewicz, 202Q)Reasoa cited for low
uptake or adherence, include poor usability (e.g., difficult to use), lack of user centric
design (e.g., does not meet the needs of intended users), and concerns about privacy
(Torous et al., 2018Elsewhere higher estimates of complete adherence to online
interventions within RCTs have been reported, betweer080 for depressiomal
around 5890% for anxiety disorder&hristensen et al., 200%lowever, uptake and
adherence with entirely sejfuided intervenons, with no researcher or clinician

input, are likely to be at the lower end of these percen{&ysenbach, 2005t is
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unknown to what degrabe phased approach to intervention development made

MyJourney resilient to these issues and therefore empirically evaluating acceptability

and demand is crucial. toughacceptabity had been established with an earlier

prototype significant changes were implemented to address feedback for

improvements to warrant a-evaluation of the resulting final versioidditionally,

as MyJourney was accessible to anyone interested initigomgfiling study

participants (e.g., socidemographic background, fertility history) can provide

insight into the typical user of MyJourney and, more generally, of online support for

UPGs. In particular, research suggests that when people aredagtfith their

UPG, intense grigfGameiro &Finnigan, 2017pr, paradoxically, lack of insight

about grief(Turnbull et al., 2016)can make them less receptive to suppdther
research has demonstdite t hat usersdé receptivity to si
help seeking or not) may also be an important factor when considering engagement

with interventions and subsequently evaluating effi¢&oafft et al., 2019)

Exploratory work gaining insight about how acceptability and demand vary

accordingtopr t i ci pantsé6 stage of their UPG j ou

people feel ready to engage with support.

Online interventions offer promising features that can overcome barriers to
access support, such as no requirement to travel, lowarst@ndflexibility to
engage whenevand wherevesuitable Furthermore, persuasive systems strategies
can be used to promote adherence, such as primary task support (e.g., tuinnelling
using the intervention to guide the user through a process), dialogue sepport (
reminders to engage with the intervention), and system credibility support (e.g.,
intervention incorporates demonstrates knowledge and expertise of the problem)

(OinasKukkonen & Harjumaa, 2009However, despite using these strategies,
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online and webapp interventions are technically demfo implement and, in
particular for seHguided interventions, participants can choose to discontinue use
easily if barriers ariséEysenbach, 2005 herefore,tiwas also important to
ascertain whether MyJourney can be fully delivered as an onlingsdéd tool
(implementation) and if there are factors constrainingrifdementation
(practicalitie3. MyJourneyis bilingual (English and Portuguess)d, even though

its logic model was informed by research evidence involving people from multiple
countries and its development included consultation with English and Pa#ugue
speaking potential users, documenting acceptability and demand diffebethwesn
participants who engaged with itiEnglish and Portuguese will inform on the

success of its adaptati¢Barrera & Castro, 2006)

Finally, arecent systematic review of psychosocial care and stress
management apps found that only 2% had evidence of feasibility caaffiLau et
al., 2020). To ensure users can make informed decisions about whether to use
MyJourney limited efficacywas evaluad i.e., whether engagement with
MyJourneypromoted positive adjustment to UP®saaij et al. (2016)showed that
a cognitive behavioural intervention aimed at promoting cognitive coping and goal
adjustment in women with undesired definitive childlesprioned depressive
symptoms within a month. Given the over]|l
change (meaningiaking, pursuit of new goals), it was expected that MyJourney
would also produce benefits. However, to fully capture adjustment experiences as
repoted by those who undergo this adjustment process, and therefore as
hypothesized by the 3TKGameiro & Finnigan, 2017 adjustment was
operationalised in a holistic way. This considers not only how people feel (hedonic

wellbeing, mentahealth) but also their perceptions of s@élization in life and
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personal growth due to facing their UPG (eudaimonic wellbeing;tpmsnatic

growth).

In addition, the study procedures designed to evaluate MyJourney tequire
appraisal to ensure thesereacceptable to participanamdthat meaningful data
was collectedfundamentally answering the question of whether this study could be
carried ouf{Gadke et al., 2021; National Institute for Health Research, 2882)n,
this evaluation was operationas ed usi ng Bowen et al ds fea
Specifically,this trial aimed to determine whether the recruitment target would be
reached within the proposéicheframe and the rate of attritiotefined as
participants not completing all triaksessment momis (Eysenbach, 2005)
(demand) A metaanalysis of smartphe interventions reported that attrition rates
are 24.1% for short term follow upgightweeks) and 35.5% for long term follow
up (>eightweeks)(Linardon & FullerTyszkiewicz, 202Q)This trial 4so aimed to
determine whether participants would consider the randomisation and assessments as
acceptable (acceptability); any reported issues that were raised regarding
implementation of MyJourney and how these were addressed by research team
(implement&ion); time taken to complete assessment moments and time taken to
administer the trial (practicalities); and finally, whether they would be any
differences in dissemination, recruitment and retention between participants who

engaged in English and Portwpe (adaptation).

In sum, hemain objectiveof this trialwas b gather data on uncertainties
abaut the feasibility of MyJourney. Thesecluded 1) what is the typical MyJourney
user profile anavhether participants would independently accesseaigagevith
MyJourney in a similar way to other online supgodils, and whether this was

influenced by the stage of their UPG journey (demand); 2) whether participants
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positively evaluate MyJourney (acceptability), and whether this was influenced by
the stagef their UPG journey; 3) whether participants engaged with the intervention
as intendedwhether the proposadnweek engagemepieriod was considered
appropriate (implementation), amdhether thereverebarriersto or facilitatorsof
engagement (practitites); 4) whether therevereengagementariations between
participants usinglyJourneyin Portuguese and English (adaptation); and 5)
whether MyJourney demonstrdtgromise of limited efficacy by reporting on effect
sizes for primary and secondary outconfesecond goal was tgather data on
uncertainties about the feasibility of thieidy protocolised to evaluate MyJourney
The trial included a qualitative procesgluation to develop a moredepth
understanding of the implementation of MyJourney, how engagement with it may
trigger change, and whether there are any external fabtdrsay influence

delivery (e.g., the devidglyJourneywas accessed on) or engatwent (e.g., personal

or work commitmentsjMoore et al., 2015)

The hypotheses of this feasibility trial were operationalized in terms of
predefined progression criteria for each feasibility outcome, which also informed
whether work could attinue to a full scale efficacy RQ(Rvery et al., 2017)It is
hypothesised that MyJourney, and its study protocol, would prove feasdniail
Results from this chapter, reported according to the CONSORT guidelines for
feasibility and pilot trialgEldridge et al., @16) (Appendix M for checklist)will
inform modifications to be done in MyJourney and in the study protocol to test
efficacy via RCT. Results can also be informative for the implementation of other
interventions tailored to UPGs and infertility carerengenerally, in particular self

guided and online care.
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Methods andMaterials

Design

This was awo arm, parallegroup, norblindedfeasibility onlinetrial with
1:1randomisedhllocation to thenterventiongroup (immediate access to
MyJourney) or waitlist control group (receive access to MyJourney after 10 weeks)
including an embedded qualitative process evalualiberewerethreeassessment
moments: one at baseline (f®eposure to interventio 1) and onelO-weeks after
baseline (post exposure to interventidf), followed by dal-hoursemistructured
individual interview for process evaluation participants only, and oneraingéhs
after baseline (for intervention participants only; post exposure to intervention, T3).
Only the first two assessment moments, T1 and T2, will be reported in this chapter
(third assessment moment data collection and analysis were not intended to be
included in this thesis submissio&thical approval was obtained from t&ehool
Research Ethics Committee, School of Psychology, Cardiff University

(E.C.20.10.13.6082)The trialwasregistered aflinical-Trials.gov

(NCT04850487

Participants

Recruitment
The recruitment phase took place between Novemberi2020ch 2021 A

Faceboolpageand Twitter accounwith information about theterventionand trial
werecreated for MyJourneylhese were disseminatbg fertility charities(e.g,
Fertility Network UK, Portuguese Fertility Associatioeic,), advocates and support
groups, via their websitepcial media, bloggr newsletters. The trial was also
disseminated vighe Prolific recruitment platfornThe Facebook and Twitter

adverts included a lindlirectingpar t i ci pant s t opagdy Jour neyds
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(containing information about MyJourney, the research behind it, contact details,
language optionsyyhere interested individuals coulegister for the trialby reading
the participant information sheet and completing the consent(fyppendixN).
Consenting articipantshad the option to bentered into a prize draw to win one of
ten £20 Amazon vouchers at each assessment mameparticipants who took part
in the process evaluation were also offered a £15 Love to Shop voBah@ipants
whotook part in the trial via the Prolific platform were not entered into the prize
draw as they received payment via the platform.
Eligibility criteria

Inclusion criteriawerebeinganadult (>18 years), able to give consesaif
identifying as having aanfulfilled wish for childrenable to access and use
MyJourney (have an internet connection, suitable device and have an active email
address)understandindgenglish or Portuguesand able to fill in online
questionnairesMlyJourney is a selielp tool, and it is not a substitute for
professional support. It is possible that MyJourney is not the most adequate support
for distressed individuals. This is explained to participants in the terms of use of
MyJourney. Thereforgheexclusion criteria were having been diagnosed with a
mentathealth disorder within the lasto years(to be conservativeturrently
receiving therapy for a clinically diagnosed meiitahlth problem (individual or
group therapy) or being unable to usgJXdurney due to other health problems (e.g.,
vision impairments), all selleported.This was to limit any confounding factors that
could diminish the impact of the intervention by decreasing the ability to be able to

engage with MyJourney.
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Intervention
The intervention was described using the Template for Intervention

Description and Replication (TIDieRjoffmann et al., 20143nd is presented in

Table 4.6 (Chapter 4).

Procedures
Participants who clicked the button to take part in the trial were presented

with the infamation sheet and informed consdparticipants who fit inclusion
criteriaand consentedere allocated a random Study ID and invited to complete the
online (Qualtrics surveyCopyright 2024, Qualtrics, Provo, UYbaseline assessment
(T1), after which the wererandomly assigned to theterventionor waitlist control
groups. Ten weeks after completion of the baselih&) assessmendll participants
were invitedby emailto complete a followup assessmelfi2). Upon completion of
this assessmef(it2), participants in the waitlist control groweredebriefedand

given access to MyJourndyarticipants in the intervention group were invited by
email to complete a final-Bionths followup assessment (T3), after which they were
debrefed.Reminder emails and SM&eresent four seven and tedays afteemail
invitations to register an accoumtith MyJourneyandcomplete assessment
guestionnairedf participantsdid not complete questionnairaier all reminders,
theywere sent a shibquestionnaire to determine their reasons for dropping out and

provided with a debrief form

Between February and March 2021, approximately two weeks after being
invited to complete the followp assessment (T2), participants were sent an email
inviting them to take part in a short sestiuctured individual interview for the

process evaluationnformed consent was obtained from participants who agreed to
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take part and online interviews using Zoom were arranged at a time convenient for

the participant.

MyJourney automatically stored data on registration details (e.g., gender,
country of residengdanguage), number of visits, duration of visits overall and per
Step/Routine, Steps started and completed, number of times Steps were completed
(i.e., repeated), rating of Steps (usefulness, challenge), and any answers entered by

participants within thé&teps (i.e., if they were prompted to write a response).

Feasibility Outcomes

Intervention
The feasibility outcomes for MyJour ne

guidance on feasibility trials are outlined in Tablg. As suggested bivery et al.
(2017) a traffic light system has also been implementegfogression criteria
green: proceed; amber: proceed with amendments; red: do not proceed to main trial

(Table5.1).

Table 5.1

Feasibility outcomes and progression criteria for the intervention

Outcome Description Progression Criteria
Demand. Number of participants who registered, Green: >50% in the intervention group
The extent that set up account, and started and register and start using the intention
MyJourney is likely =~ completed Steps 1 to 10 (completed Step 1)
to be used. Time spent overall, total number of Amber: 1650% in the intervention

visits, time spent on Ste@and Routi_n(_es, group register and start using the
and number of times these were visitec intervention(completed Step 1)

Acceptability. Quantitative ratings of MyJourney Green: For all interention group
The extent that regarding: successful in supporting participants the average rating for is >4
MyJourney is people with UPGs, usdriendly (somewhat agree/very) for all

judged as interface, visually appealing, easy to  acceptability variables.
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Outcome Description Progression Criteria
acceptable, e.g., understand, inclusive, trusted content, Amber: For all intervention group
suitable or wellbeing feedback useful and Step participants the average rating is >3

attractive, by
participants.

assessment useful.

Nr who recommend to others and inten
to keep using

amount) for allacceptability variables.

(neither agree nor disagree/a moderate

Green: >50% of intervention group
participants would recommend to other
and intend to keep using

Quantitative ratings of Steps regarding
usefulness and challenging

Amber: 1650% of intervention group
participants would recommend to other
and intend to keep usin

Green: For all intervention group
participants the average rating for all
steps is >4 (very much) for usefulness
and <2 (a little) for challenging.

Implementation.
The extent that
MyJourney can be
delivered as
planned.

Issues/problems reported during the trii
Responses to opended questions abol
technical issues and appropriateness o
10-weekrecommended engagement

Amber: Forall intervention group
participants the average rating for mosi
steps is >3 (moderately) for usefulness
and <3 (moderately) for challenging.

No criteria set.

Practicalities.
The extent that
participants can
engage with
MyJourney.

Nr who used intervention as intended,
who received a sufficient dose (defined
as completing up to Step 6 meaning the

Green: > 50%ntervention group
participantsreceive sufficient dose
within 10-week timeframe

completed at least 1 Stassociated with
each of the 3TM mediators) and who
received less than a sufficient dose (dic
not complete up to Step 6)

Time taken to complete Steps 1 to 10
time taken to complete Steps 1 to 6
(sufficient dose)

Adaptation.

The extent that
MyJourney usage
varies in different
populations.

Differences in number of participants
engaging with intervention in Portugues
and English who registered, set up
account, started, received a sufficient
dose ancdompleted all 10 Steps
Differences between participants
engaging with intervention in Portugues
and English in time spent overall and
total number of visits

Amber: 1850%intervention group
participantgeceive sufficient dose
within 10-week timeframe

No criteria set.
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Outcome Description Progression Criteria
Limited efficacy. Modified intentionto-treat (all No criteria set.

The extent that
MyJourney shows
promise of being
successful in
influencing
outcomes.

participants randomized) and per
protocol (only participants who receivet
a sufficient dose) analyses on outcome
and mediators

Difference in proportion of participants
who experienced clinically significant
change in hedonic wellbeing (i.e.,
increase of 010 pc
intervention and waitlist control group
for mlIT and PP analysis
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Study protocol
Feasibility outcomes for the study protocol included: participedioh

attrition ratesreasongor nonparticipation/withdrawal (demand)roportion who

completed T1 and T2 questionnaires (acceptahiliggorted issues relating to

procedures (implemerttan); time taken to complete questionnaires and process
evaluation interviews and researchero6s t|
and finally, participation and attrition rates according to language of engagement

(adaptation)Progression criria are presented in Table 5.2.

Table 5.2

Feasibility outcomes and@gression criteria fothe study protocol

Outcome Progression Criteria

Demand Green: >50% of participants who demonstrated an interest in the trial are eli
Green: >50% of eligible participants are recruited.
Green: <20% lost to follow up

Amber: 3050% of participants who demonstrated an interest in the trial are
eligible.

Amber: 3650% of eligible participants are recruited

Amber: 20%80% lost to follow u

Acceptahility Green: >70% participants complete both assessment moment questionnaire
(number completed / number invited at each assessment moment)
Amber: 3670% participants complete both assessment moment questionna

inumber comileted / numbewited at each assessment momenti

Implementation No criteria set.
Practicalities No criteria set.
Adaptation No criteria set.

Processvaluation
The feasibility of the intervention and study protocol for an efficacy RCT

was operationalised in terms of particip:

Materials
Table 5.3 outlines thmaterials and questionnaires presented to participants

at the T1 and T2 assessment moments and for which group.
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Table 5.3

Materials and questionnaires presented to participants at each assesaoraaht

Variable Measure / Scale Description T1 T2
Sociodemographics Researcher developed Participants were asked to provide their age (in years), gender (0 =femal n INT
guestions male), country of residence, relationship status ¢thgle (including divorced [, L

or widowed), 1 = in a relationship), education level (0=no University
education, 1 = Universiteducation) and employment status (0 = not
employed: unemployed, student, retired, 1 = employed part or full time).
English speaking participants were also asked to provide their ethnicity. 1
was not asked to Portuguese participants as the NatiotigtiSsdnstitute in
Portugal does not include questions about ethnicity in the census and the
it was not considered appropriate to define categories of ethnicity for thes
participants.

UPG journey status Researcher developed To capture participantsé status r
guestions they were asked their parental status (0O = no children, 1 = children (incluc

stepchildren), whether they sustained a child wish (i.e., Do you still have i
child wish? 0 = no, 1 = yes), whether they had engaged in fertility treatme
the past (0 = no, yes = 1). Participants were also asked about where they
considered themselves in their UPG journey (i.e., What best describes yc
journey status?) using the Stagé€bange Mode(Prochaska et al., 1993)
with 6 options reflecting five stages of change (peecontemplationnot
trying to acceptcontemplabn: not trying to accept but thinking of trying
preparationjust started trying to accepction:trying for less than 6 months;
maintenancetrying to accept for more than 6 montassn d an 6 Ot |
in which patients could specify their situation an operended response
Based on these, participants were categorised as 1) not trying to accept
(precontemplation/contemplation), 2) trying to accept for less than 6 mont
(preparation, action), 3) trying to accept for more than 6 months (maingn
and 4) accepted (termination), 5)

15 15
sz
[

Engagement with other Researcher developed Participants were asked three guestions about their engagement with forr  n INT n INT
support guestions support in the past (e.g., from a certified therapist or counsellor, either in
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Variable Measure / Scale Description T1 T2

individual or group format), informal support in the past (e.g., peer group n WL n WL
support, online supportel-help books), and whether they were currently

engaged with informal support. At T2, participants were asked whether th

had since engaged in formal or informal support during the trial.

Recruitment Researcher developed Participants were asked how they found out about the trial and were prov.  n INT
guestions with 11 options including Facebook, Fertility Network UK (FNUK), and n WL
Portuguese Fertility Association (APF). Participants could provide any ott  ~
options not already puided by writing in the free text response box.
Mediator (outputs) and Outcome (outcomes) variables

MEDIATORS (outputs)

Meaning Making Positive reappraisalBrief This subscale assesses positive n INT n INT
COPEinventorysubscale i n a different I|ight, to make I n WL n WL

(Carver, 1997) froml(I havendét bedwd(oévegbehns jaad B B
atotal summed score ranging from 4 to 16 was calculated, with higher
scores indicating more positive
alpha was .852 at T1 and .870 at T2.
Valued actionMotivation and This subscale assesses valued action with 8 itemsl(engke choices n INT n INT
activation subscale of the  based on what is importantnae, even if it is stressful). Item scores ran¢ n WL n WL
Comprehensive Assessment  from O (Strongly disagrekto 6 (Strongly agreg Negatively scored items B B
Acceptance and Commitmen were reversed and items then summed to produce a total score rangir
Therapy processes scale from 0 to 48, with higher scores indicating greater valuedmadt this
(CompACT) (Francisetal, sampl e the Cronbachoés al pha was
2016).

Acceptance AcceptanceAcceptance This subscale assesses acceptance withmsite ( e . g . , o6l f n INT n INT
subscale of the SCREENIVF accept my fertility problemsd). n WL n WL
QuestionnairdVerhaak etal., accept ance towards an unful fild]l B B

2010) the consequences of having an u
6émy ferobliemgdé. The r e sljfdomsagregs
to 4 (strongly agre¢ and a total summed score ranging from 6 to 24 wa
calculated, with higher scores indicating higher acceptance. In this sar
the Cronbachdéds al phaT2was . 937 a
SeltCompassionSelf- This scale assesses oneds compa n INT n INT
Compassion ScaleShort (e.g., When | d6m goi n givetmgseliche gahinga n WL n WL

and tenderness | need). The response scale ranged {rave) to 5
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Variable Measure / Scale Description T1 T2
Form (SCSSF)(Raes et al., (Alway9. Negatively scored items were reversed and items then sumn
2011) to produce a total score ranging from 12 to 60, with higher scores
indicating higher seltompassionl n t hi s sampl e th
.871 at T1 and .887 at T2.
Openness to experience: This subscale assesses acceptance and defusion with 10 item<éng., n INT n INT
Openness to experience take thoughts and feelings as they come, without attempting to control n WL n WL
(acceptance and defusion) avoid them). The response scale varied ffbfstrongly disagregto 6 B B
subscale of the CompACT (strongly agre@. Negatively scored items were reversed and items ther
scale(Francis et al., 2016) summed to produce a total score ranging from 0 to 48, with higher scc
indicating greater openness to experiefice. t hi s sampl e
alphawas .793 at T1 and .841 at T2.
Pursuit of new goals Goal reengagementRe- The scale assesses the ability n INT n INT
engagement subscale ofthe have convinced myself that | ha n WL n WL
Goal Disengagementand commi t t o new goal s dffértwowvard otherms , i )
Reengagement Scald/rosch, meani ngful goals. &) and to star
Scheier, Miller, etal.,2003) e. g. 6l have sought after other
to answer on a fivpoint scale fronl (drongly disagregto 5 (strongly
agree. The total sum score ranged between 6 and 30, with higher scol
indicating greater engagement in other meaningful life gtathis
sample the Cronbachdéds al pha was
Committed actionCommitted This scale assesses commitment to goals with 8 items (e.g., | can rerr n INT n INT
Action Questionnaire (CA@) committed to my goals even when there are times that | fail to reach tt n WL n WL

(McCracken etlg 2015)

The item scores varied betwe@fnever trie) to 6 (always trug.
Negatively scored items wereversed and items then summed to produ
a total score ranging from 0 to 48, with higher scores indicating greate
committed actionl n t hi s sample the Cront
.875 at T2.
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Variable Measure / Scale Description T1 T2
Social connection Social connectionSocial This subscale assesses sensitivity to comments from others and feelir n INT n INT
concern subscale of the  social isolation with 10 items (e.g., | find it hard to spend time with frie n WL n WL
Fertility Problem Inventory ~ who have young children). The item scores ranged ft¢grongly i )
(FPI) (Newtonet al., 1999)  disagre¢ to 6 (strongly agre@. The item scores were reversesdeptthe
ones that were already negatively scored) and items then summed to
produce a total score ranging from 6 to 60, with higher scores indicatir
higher social connectioh.n t hi s s a mp lalpha wds 6888@tr
T1 and .869 at T2.
OUTCOMES
Primary: Hedonic Wellbeing World Health Organisation Parti ci pants were asked to rate n INT n INT
Wellbeing Index (WHGb calm and relaxed6) applied to tFr 4w n WL
(;Topp et al., 2015) 0 (none of tle timg to 5 (all of the timg. All items were summed, and the B B
total score was linearly transformed to vary from 0 to 100, with higher
scores indicating better hedonic wellbeing. General population mean sc
for WHO-5 are estimated at {Bech et al., 2003)scores)  fdicating
reduced wellbeingTopp etal.,,2015) n t hi s sampl e t
was .883 at T1 and .888 at T2.
Secondary: Eudaimonic Life is worthwhile Office of Life is worthwhile6 Over al | , to what extent n INT n INT
Wellbeing National Statistics (ONS) single y our | i fe are worthwhile?6 The s ,wL n WL

item eudaimonic wellbeing scal¢ indicating better eudaimonic wellbeing. The average score from the An

from the Annual Population
Survey (Office for National,
2012)

Satisfaction with lifeSingle item
satisfaction with life scale
(Ahrendt et al., 2017)

population Survey 2012 was 7AHicks et al., 2013)

Satisfaction with life6 A1 | t hi ngs consi dered,
|l'ife as a whole these days?6 The
dissatisfied) to 10 (completely satisfied), with higher scores indicating
higher satisfaction with life. The average score in Eurepeported as
70.07.1(Ahrendt et al., 207).

Happinessdraking all things together on a scale of 1 to 10, how happy
woul d you 3Jhegcalyranged&romel?véry unhappy) to 10
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Variable Measure / Scale

Description

T1

T2

HappinessSingle item
happiness sta (Ahrendt et al.,
2017)

(very happy), with higher scores indicating greater happiness. The aver
score in Europe is reported @.47.5 (Ahrendt et al., 2017)

Secondary: Mental Health Mental Health Inventory (MHI
5) (Berwick et al., 1991)

This 5-item scale assesses mental health by asking participants how th
have been feeling during the previous fouweks (e.g., Have you been a
happy person?) on a spoint scale fronl (none of the timeto 6 (all of the
time). Negatively scored items were reversed and items were then sum
and linearly transformed to produce a total score ranging from 0 to 100,
higher scores indicating better mental health. A suggested cut off score
MHI-5 is 76, with scores equal below this indicating the presence of
common mental disordéKelly etal., 2008)l n t hi s sampl
alpha was .833 at T1 and .898 at T2.

15 15

INT
WL

15 15

INT
WL

Secondary: Postraumatic Post Traumatic Growth
Growth Inventoryi Short Form (PTGl
SF)YCann et al., 2010)

This assesses the degree to which a person grows as a resuffiofih di
life experience or event with 10 items (e.g., | changed my priorities abo
what is important in life). The introduction to the questionnaire was ada
to ask participants to answer the items in relation to their unfulfilled wisl
children. The item scores varied betwee(l did not experience this chang
as a result of my unfulfilled wish for childreto 5 (I experienced this
change to a very great degree as a result of my unfulfilled wish for
children). The total sum score ranged betweean@ 50, with higher scores
indicating a greater degree of post traumatic growth. Normative scores
threshold scores for the presence of growth have not yet been reported
this sample the Cronbachds al phe

15 15

INT
WL

15 15

INT
WL

Perceived impact of COVID-  Researcher developed questior
19 pandemic

Invitations to complete the second assessment began during the third natic
lockdown (UK) and therefore two questions were added to assess how the
COVID-19 pandemic waaffecting the participants wellbeing and their
experience of having an unfulfilled wish for children. Both questions had a
response scale df(very negatively affectgdo 5 (very positively affectedOne
open question also invited participants to write any further comments abou
pandemic that related to their experience of having an unfulfilled wish for
children.

15 15

INT
WL
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Evaluation of study protocol = Researcher developed questior All participants were asked whether they had any comments about the trial n INT
(e.g., how they were recruited, thoughts about the assessment moments). n WL
Evaluation of intervention Researcher developed questior Seventeen questions about the intervention were also presented to the n INT

intervention group only. Ten of these questions asked participants to rate t
intervention (e.g., whether they thought it was user friendly or visually
appealing) with ratings rangingoim 1 (srongly disagregto 5 (strongly agreé
or 1 (not at all) to 5 (extremely, or provide yes or no responses (e.g., whethe
they would recommend the intervention to someone elsend) 1= yes). The
remaining 7 questions askpdrticipants to provide free text responses aboul
their experience of using the intervention (e.g., whether they experienced ¢
technical issues). Intervention participants were also asked for any other
comments about the intervention. Intervention pgxdicts who engaged with
the intervention were asked to ra
or challenging with ratings fror (not at all) to 5 (extremely.
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Process evaluation
The scriptfor the process evaluation sestructured interviews was

i nformed by Bowen et aldés (2009) feasibil
covering the interventionbds acceptabil it
MyJourney you particularly eayed or found particularly helpful?), demand (2

guestions, e.gWWhat were your expectations about MyJourneyfplementation

and practicality (3 questions, e.g., What mode of technology did you engage with
MyJourney on?), as well as the trial procedyfeguestions, e.g., How demanding

did you find the trial?). Participants were prompted for additional suggestions or

comments.

Sample Size
Participation and retention rates of other online infertility interventions

(Cousineau et al., 2008; Hammerli et al., 2010; Kersting et al., 2011; Van Dongen et

al., 2016)indicatedaround60% ofinterested people would be eligib®nsenaind

complete the baselirpuestonnaire(T1), from thesé0%would register to

MyJourney, and from thes®% would complete thdollow-up (T2)questionnaire,

suggesting a participation and retention rate of 60% and 34%, respectively.

Recruiting 152 participants participation rate of@86 to within a 95% confidence

interval of +/8% and completion rate of 34% to within a 95% confidencevatef

+/-7% could be estimated and a final sample of 50 (25 per group) could be obtained.

The latter represented enough power to detect moedertdege effecisize

differences in limited efficacy testinf&E . 2 5, U = (MwSetalpower =.

2007)

Randomisation
Randomsationoccurredafter participantsompleted the consent form and

baseline assessment (TRarticipants wrestratified into an Englisispeaking group
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(EN) and a Portuguesspeaking group (PT) (indicated by their choice of language to
completethe questionnaire) and then both growpsrerandomised in a 1:1 ratio via
therandomiser feature ithe Qualtricssoftware(e.g, EN Intervention, EN Waitlist
Control, PT InterventiorRT Waitlist Control) Participants were informed which

group they had been allocated to upon completion of the baseline assessment (T1)

and the researchers were also aware of the randomisation result.

Data analysis
Quantitative data was analysed usintp IBM SPSS Statistics for Windows

Version 25 A two-sidedp value was considered statistically significant if it was

lower than .05. Continuous variables were presented with megra( standard
deviations §D) and categorical variables with absolutanbers and frequencies.
Extreme outliers (i.e., data points greater or less than 3 x interquartile range outside
of the upper and lower hinge of the boxplot respectively) were excluded from the

analyses.

To describe the sample, between group comparisatesyention and
waitlist control groups and 1@eek follow up assessment (T2) completers and non
completers) were performed using independent sartypdsss (continuous variables)

or chisquared tests (categorical or dichotomous variables).

Data for demand, practicality, acceptability, and adaptation (intervention and
study protocol) were reported with descriptive statistdsSD, frequencies). As not
all intervention group participants engaged with the intervention, data related to the
intervention ctlected from the online questionnaire at T2 were presented for 1) all
intervention group participantand?2) only those who used the intervention. These

data were also presented per journey status.
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Data for limited efficacy were reported for modifiedention to treat (mITT)
(i.e., all participants who completed T1 and T2) and per protocol (PP) (i.e., only for
participants who received sufficient dosefle PPanalysiswill indicate potential
efficacy of the interventioand mITTanalysismore closely represents use of the
intervention in realife. Mean and standard error were presented for all mediators
and outcomes. Limited efficacy was analysediwia-way mixed ANOVAsand
MANOVAs (for eudaimonic wellbeingyith Group(waitlist contro| intervention
as the betweesubject factor and Timénéseline T1, 1Qveek followup T2 as the
within-subject factorEffect sizes (partial eta squareg?) were reported [small =
.01, medium = .06, and large = .(@ohen, 1989) Finally, statistical significare of
the dfference in proportion of participants who experienced clinically significant
change in hedonic wellbeingdi, increase of010 points)Topp et al., 2015 the
intervention and waitlist control group for mIlIT and PP ansygas tested with a

Chi-square test

Process evaluation interviews were audio recorded and transcribed verbatim.
Surveydata for factors that influenced implementation of the intervention and study
protocol were of a qualitative nature and wiectively analysedkeasons for
nonparticipation were reported for each assessment moment and were inductively
categorised agaist Bowens 6 f e@ualitabve datafrogm these sucveyme s
free text responses and interviews were analyssahrding to the six steps outlined
by Braun and Clarké€006; 2019¥or thematicanalysjisi si ng QSR I nternat
NVivo 12 Software This first involved familiarisation with the data by reading
through thdree text surveyesponsesr transcriptseveral times. Themductive
generation of codes that described a piece of information present in theadata

completed This exercise @s descriptive with minimum inferences made to
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minimise researcher bias. Codes weretheng ani sed according to
feasibility criteria.Themes were developed from analogous data, but attention was

also given to divergent data if it was strognghdorsed by the participant(§D and

BR performed the analysis on the interview data and BR performed analysis on the

free text survey response data. BR, SG, and&be together repeatedly for peer
debriefing, reflection and to discuss and reviewdbees Quotes are accompanied

by participant number (P), gender (M or F), age (in years), and language (EN or PT).

Results

Sample characteristics
Four hundred and forty individuals accessed the baseline survey but 25 did

not meet the inclusion criteriand 12 represented duplicate access of questionnaire
by the same person (identified by email address). Of the 403 remaining, 235 (58.3%)
completed the baseline and were randomised into the intervention and waitlist
control groups, and 16 (4.0%) participanithdrew at this point, so 219 (54.3%)
were included in analysis. One hundred and tweigit (31.8%) filled followup
(T2) questionnaire. Figure 5.1 presents the participant flowchart.

Table 5.4 presents the sample characteristics. The average agecgignts
was 39 years old and arouadein tenwere men. The majority had a white ethnic
background, were in a relationship, had a university education, and were employed.
MyJourney was accessed from 25 different countries, but most participants were
from the UK and Portugal. Only 14% of participants had children, most still
sustained a child wish and were trying or thinking of trying to accept their unfulfilled
wish for children, with around half having engaged with support in the past and a

minority being currently engaged with informal support. Table 5.4 presents the
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sociodemographic details for participants in the intervention and waitlist control

group, and at T1 there were no significant differences between these two groups.

At T2, participants reprted on average that the COVI® pandemic had
negatively affected their wellbeintyl(= 2.36,SD= 1.02) and their experience of
having a UPGNI = 2.52,SD= 0.96). There was no difference between intervention
and waitlist control groups for either vdrla (wellbeing1(127) = .196p = .845;

experience of having a UP®127)=-.450,p = .653).

Comparisons of sociodemographic details of those who completed or did not
complete the 1-Qveek follow up (T2) are reported Appendix Q Overall, no
significant differences were observed. The exceptions were that participants who
completed the follow upssessment (T2yere more likely to be younger, reside in

Europe (excluding UK and Portugahndto have been recruited via Prolific.

Process evaluation participants
Ten participants were recruited for the qualitative process evaluation, five

(50.0%) from the intervention group (2 English, 3 Portuguese) and 5 (50.0%) from
the waitlist control group (all English). The average age of these participants was 42
(SD=5.56) years old. All were female, a majority (80.0%) were in a relationship, all
but one had a university education (90.0%), and two thirds were employed (60.0%).
None of these participants had children, and all but one sustained a child wish
(90.0%). Most (7, 70.0%) had been trying to accept their unfulfilled wish for

children for moe than 6 months, 2 (20.0%) within 6 months, and one (10.0%) was

not trying to accept.
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Figure 5.1

Participantflow chart (following CONSORT, 201®oher et al., 201p

Enrollment Accessed sanvey Excluded:
* Did not start survey n = 120

* Did not consent n= 11
-~ {+ Noteligible n=25

Did not complete baseline n = 32
* Withdrew n=35
x * Duplicate entry n =12
Completed baseline and
randomised
N=235
Allocated to intervention n = 119 Allocated to waitlist control n = 116

*  Withdrew after randomisation n =11 . * Withdrew after randomisation n =5
* Registered to use intervention n = 101 Allocation

* Did not register to use intervention n =7

v

Analysed at T1 n =108 | |Analysed at Tl n=111
l |
Lost to follow up n = 66 Lost to follow up n =25
+ Did not start survey n = 50 FO]IOW'UP + Did not start survey n =20
* Did not complete survey n =14 * Did not complete survey n=3
* Withdrew n =2 * Withdrew n=2
Consented to take part Consented to take part
in process evaluation® |« i in process evaluation”
N=5 o N=5§
mITT i
‘ Analysed at T2 n =42 ‘ Analysis | Analysed at T2 n =86 ‘
. PP v
‘ Analysed at T2 n =12 | Analvsi | Analysed at T2 n =86 ]
nalysis

Note. ~All participants who completed the baselogestionnaireT1) between November 2020 and February 2021 were invited to take part in the process evallE&fion.
= modified intention to treat, PP = per protocol.
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Summary of sample characteristics of participants who completed baseline and

differences between intervention and waitlist control group

Variable Baseline Intervention Waitlist Control t(215y [CI] p
N =219 N =108 N=111
M SD M SD M SD
Age, years[range 39.15 9.53 39.28 10.05 39.01 9.05 0.20[-2.30,2.8] .84
18-72]
n % n % n % G® p

Female 192 87.7 92 85.2 100 90.1 1.29 .52
In relationship 175 79.9 83 76.9 92 82.9 1.24 .27
University 169 77.2 86 79.6 83 74.8 0.73 .39
education
Employed part/full 182 83.1 92 85.2 90 81.1 3.10 21
time
White » (n = 148) 136 91.9 64 90.1 72 93.5 0.56 45
Country 3.64 .46

United Kingdom 88 40.2 42 38.9 46 41.4

Portugal 68 31.1 35 32.7 33 29.7

Rest of Europe 41 18.7 17 15.7 24 21.6

USA 11 5.0 8 7.5 3 2.7

Rest of World 10 4.6 5 4.7 5 4.5
Sustained child wish 184 84.0 90 83.3 94 84.7 0.07 .79
With children 31 14.2 14 13.0 17 15.3 0.25 .8
Engaged in fertility 133 60.7 60 55.6 73 65.8 2.39 A2
treatment
UPG journey status 1.49 .83
Not trying to accept 54 24.7 27 25.0 27 24.3
Just started or trying 68 31.1 34 315 34 30.6
to accept for less
than 6 months
Trying to accept for 80 36.5 39 36.1 41 36.9
more than 6 months
Accepted 6 2.7 4 3.7 2 1.8
Ot her / D¢ 11 5.0 4 3.7 7 6.3
Engaged with 176 80.4 90 83.3 86 77.5 1.19 .28
support in the past
Currently engaged 50 22.8 25 23.1 25 22.5 0.01 91

with informal
support

Note M = Mean,SD = Standard DeviatiorCl = confidence interval$Tests for a difference between

intervention and waitlist control group, and were estimated using Pearson chi squared test or

independent tests"Ethnicity question not presented to Portuguese participants.



Chapter 5 183

Feasibility Outcomes

Intervention

Demand Of the 108 intervention participants who were provided with the
link to register with MyJourney, 1084.9%) registered and 97§ 5%) completed
their account set up, with 87 (80.6%) agreeing to receive reminders. Sewenty
(65.7%) participants started using MyJourney (i.e., engaged with the Steps), with 51
(47.2%) participants completed at least one Step (Fig@jeOn average,
participants used the intervention for 10 ho @B € 18.08 range 0.04 79.37 and
accessed it 8 timeSD= 5.38) (Figure 5.2). Although patrticipants revisited the
Steps on average 2.5 times, overall, they only completed each step once (Figure 5.3).
To the operended question asking participants why they may not have completed all
steps, twentyone (19.4%) participants responded stating they forgot to use the
intervention or had other commitments (e.
duetolackof ti me and forgetful nesso; P247, F,
with the intervention (8, 38.1%), they would have engaged more if MyJourney had
been a mobile app (Al think i f 1 had the
engaged withitmoras | woul d see it often.o; P323,
triggered negative emotions, or they needed more time to deal with those emotions
(4, 19.0%) (Al start ed;lfelsadanedhacunpleasant me |

t hought so;ENRP264, F, 27,
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Figure 5.2

Percentage of intervention participants who completed the Steps for all participants and per journey status
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Figure 5.3

Average hours per Step and number of times participants accessed Steps
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Al |l routi nes wer Remenmber posrAB ( &p &mpt 10N on
Figure 5.4 presents the average time and frequency partisiaccessed the
Routines. On average, participants accessed routines for 1.4 mBDted 6,
range 0.10'0.90 and accessed 0.23 routin&D(= 1.5, range0i 22). Routines were
revisited on average 1.3 timeS= 0.48) (Figures.4). Only five(4.6%)
participants selected at least one routine as being a favourite. Mindfulness audio files
were accessed on average 1.5tinsd3{ 0 . 8 6 Watchingithoughtsé bei n g

accessed by t he Saléecenipaspiamatbrenkt i phaetkeasd. 6

Accepability. Figures 5 and 56 present acceptability ratings of the
intervention. Overall, for all participants, most of the acceptability ratings were
around 4 (verpr somewhaagree) ranging from 2.9 (SD= 1.3) (successful at
supporting people with amfulfilled wish for children) to 4.07SD= 0.84) (user
friendly interface). Overall, the majority of participants would recommend
MyJourney to someone else in a similar situationthednajority intended to keep
using it, as this was consistentacrasds| st ages of the journey

however this was only one participant (Fig&r6).

Figures 5.7 and 5.8 present participa
challenges for the Steps. Overall, for all participants, the ratings of ussfulrere
moder ate, wooki ®ghang thednihl@est rating=4.17,SD=
0.98). Across all stages of the journey, most participants rated the Step between
moderately and very usefidescriptives suggest thogo were not trying to
acceptheir UPG reported higher average usefulness ratings for the majority of
Steps. Overall, participants6é ratings f ol

moderate, with Step 6 6Pl an yoM#3420uted |
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Figure 5.4

Average number of minutes and times accessed for Routines

Stop and be present m————
Self compassionate postca resss——
Loving kindness* 1
Having thought that ms-
Weight of luggage ms=—
Watching thoughts* mee——
Talk values m=-
Think values H
Act values
Good daily vibes m
Feeling positives* m—=——
Future steps mmm==—j
Enlist help m
Fit in new habits n
Acceptance aidsH
Stop and breathe in difficult situations he—————
Wall of insensitive commentsms
Giving and taking* mss——
Reacting to insensitive commentemmms—s——
Stay committed m
Facing a dead ends
Keep going =
Looking ahead kit mms-
Self-compassion break*msm

0 0.05 0.1 0.15 0.2 0.25
Averge time accessed (hours)

Stop and be present ———————
Self-compassionate postcarcim———
Loving kindess* m———
I am having the thought that--————
The weight of your luggage/ —————
Watching thoughts* me—
Talk values® neessssss— |
Think values” m———————
Act values~ m—
Good daily vibes~ m—————
Feeling the positives* m—————
Future steps” m———
Enlist help® m——
Fit new habits in your routine ~m————
Acceptance aids~m—
Stop and breathe in difficult situations te—
The wall of insensitive comments -=o——
Giving and taking* me—
Reacting to insensitive commentStam—
Stay committed~ m—
Facing a dead end/ ——
Keep going~ m—
Looking ahead kit m———
Self-compassion break* —
Remember your ABC"

0 1 2 3

Mean times accesssed

Note.* = Mindfulness meditatiogaudio), * = journaling, ~ = practicing new skilfsz can be completed with someone eBgor bars = standard deviation.
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Figure 5.5

Acceptability ratings of the intervention at T2 for all participants and per journey

status

MyJourney successful at supporti

|

User friendly interface

Visually appealing

i
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Inclusive

Trusted content

Wellbeing feedback was helpfu

Step assessment was helpf

-
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w
EN

m All participants (N = 42)
m All participants (used MyJourney) (n = 31)
= Not trying to accept (n = 13)
® Trying to accept within 6 months (n = 13)
Trying to accept for more than 6 months (n = 13)
= Accepted (n =1)

Mean Rating

Note.Error bars = Standard deviatidd.= maximumnumber ofparticipants who provided a rating

= maximum mmber ofparticipants who provided a ratifigr each group.
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Figure 5.6

Acceptability ratinggYes) of the intervention at T2 for all participants and per
journey status

All participants (N = 42) g
All participants (used MyJourney ) (N = 3 g
Not trying to accept (N = 13) g
Trying to accept Within 6 MONthS (N = 13 g
Trying to accept for more than 6 MoNths (N = 18

Accepted (n=1)

0 50 100
Percentage Yes (%)

Recommend to someone else® Intend to keep using

Note.N = maximumnumber ofparticipants who provided a rating, n = maximuamtoer of

participants who provided a rating for each group.
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Figure 5.7

Participantsd average ratings of percei v
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Mean Rating
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m All participants (used MyJourney) (N = 51)
= Not trying to accept (n = 10)
m Trying to accept within 6 months (n = 16)
Trying to accept for more than 6 months (n = 21)
m Accepted (n =1)

Note.Data from & participants who completed the Step and rated itredleded in this figureN =
maximum number of participants wheoopided a rating, n = maximum number of participants who

provided a rating for each grouprror bars = standard deviation.
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Figure 5.8

Participants®o

Step
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average ratings of percei v
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Mean Rating
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m All participants (used MyJourney) (N = 51)

® Not trying to accept (n = 10)
u Trying to accept within 6 months (n = 16)
Trying to accept for more than 6 months (n = 21)

= Accepted (n=1)
Note.Data from # participants who completed the Step and rated it are included in this figure.

N = maximum number of participants who provided a rating, n = maximum number of participants

who provided a rating for each grolrror bars = standard deviation.
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SD=1.38).Those who were not trying to accepeir UPGreported higher

challenge ratings on average for the majority of Steps.

Thirty-three (78.6%) participants who completed the follgw
assessment (T2) provided free tee¢ponses indicating their views on acceptability
(i.e., what they liked most, liked least). Overall, the most favourable features of the
i ntervention were the struct Relagiwly and sup|
short, simple, selflirected steps P 4 5 6 , F it w8s@esigned\Nand wiitten
from a place of understanding P275, F, 42, EN); the eas:
2 4 . 2 the fac(thiat | could advance the various levels at my own pace also pleased
med P260,M, 30, PT); andthegenerale | pf ul nes #tiséhelpfull 2. 1 %) ( |
program for people who may not be willing or able to see a thedapist P 4 5 7 F, b5
EN). The most cited least favourable aspects related to the reminders (e.g., wanted
mor e or | ess oTexttemhiredes woultl havelh2lped ) refolous
P298, F, 50, EN); and wanti nganaptomefss t o
booking an appointment with someone for supportifneeded P3 23, F, 37,

with 10 (30.3%) participants reporting there was nothingthed i s lcank e d ( A

answer, | wasn't displeased with anything. P 45 1, F, 39, PT) .

Implementation. Thirty-one (73.8%) participants provided a comment on
whether they experienced technical issues. A majority (23, 74.2%) did not
experience issues, 3 (9.7%) experienced issues registering, 3 (9.7%) felt the login
process was not accessible, and 2 (6.5%9rteg other issues (i.e., missing content
or data not being saved). Twesitye participants (59.5%) commented on the 10
week recommended engagement period. Twelve participants (48.0%) felt it was the
right amount of ti me ( fndteoe daunbing but endughp a wi

to keep me focused. Any more would have |
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(28. 0%) felt that it was too short (Al n
this time, as these are very personal issues, and acceptaneawftivi | | t ake t i
P324, F, 44, PT), 5 (20.0%) felt there should be unlimited time to engage to suit

i ndi vidual profiles (A[é] we heal di ffer

32, EN), and 1 (4.0%) thought it was too long.

Practicalities. From participants who were given access to MyJourney, 6
(5.6%) participants completed all 10 Steps, 12 (11.1%) received the sufficient dose
six Steps) The average time taken by participants who completed all ten Steps was
12.4 hours$D= 16.66 range 2.211 37.30 and by those who completed six Steps

(sufficient dose) was 15.6 houiS= 18.15 range 1.5353.25.

Adaptation. Seventynine (78.2%) participants registered with MyJourney
in English and 22 (21.8%) in Portuguese. Of the participantsenbaged in
English, 50 (63%) started the first Step, 9 (11.3%) received the sufficient dose and 5
(6.3%) completed all ten Steps. Of the participants who engaged in Portuguese, 21
(95.5%) started the first Step, 3 (13.6%) received the sufficient dose(drisdd)
completed all ten Steps. Portuguese speaking participants were significantly more
likely to start the first Step compared to English speaking participatir(ts) & 8.53,
p =.004), but there was not a statistically significant difference betweglskmnd
Portuguese participants who recei¥%ed suf:
(1) = 0. 082(1)p0.19p=784 respactivelyr There was not a
statistically significant difference for the time spent using MyJourney or nurber o
visits for English (Time spent (hourd)t = 10.07 SD= 17.57 number of visitsM =
12.44, SD=20.27 and Portuguese (Time spent (houkd)= 10.08 SD= 20.04
number of visitsM = 9.25 SD=5.15 participantsf(79) =-0.004, p = .97 and

t(79) = 0.69, p = .490, respectively.
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Limited efficacy. Descriptive statistics for the study outcomes and
mediators for the intervention and waitlist control groups at baseline (T1) and
follow-up (T2) in themITT andPPanalysis are presented in Tables 5.5 aBdFb
ratiosandeffectsizes are presented as a function of Group (waitlist control,
intervention) and Time (baseline T1,-v@ek followrup T2) for themixed ANOVAsS

and MANOVAS.

Primary outcomeFigure 5.9 presents the means and standard errors in
hedonicwellbeing for the intervention and waitlist control groups across assessment
times. In the mITT, the mixed ANOVA for hedonic wellbeisigowed significant
interactions of Time by Grousimple effects test showed a large increase in
hedonic wellbeing in @ intervention group from baseline (T1) to therdOnths
follow-up (T2), while no change was observed in the control group. Seventeen
(40.5%) and 15 (17.4%) participants in the intervention and waitlist control groups,
respectively, reported a clinicallygsificant improvement in hedonic wellbeing
from baseline (T1) to the 4Months followup (T2). The difference in proportions

was statistioBf199p=sod5y.ni ficant (6

For the PP analysis, the mixed ANOVA for hedonic wellbeing showed a
significant interaction of Time by Group. Simple effects test showed a large increase
in hedonic wellbeing in the intervention group from baseline (T1) to thedriths
follow-up (T2), whie no change was observed in the control group. Six (50%) and
15 (17.4%) participants in the intervention and waitlist control groups, respectively,
reported a clinically significant improvement in hedonellbeing. The difference in

proportions was statit i cal | y 2@)=6.63pE.D10)ant ( 6
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Table 5.5

Descriptive statistics for outcome and mediator variables at baseline (TH)0andekfollow up (T2) and F ratioandeffectsizesfor the twa
way mixed ANOVAs and MANOVAs testing limited efficacy for the study outmodne®diatorspresented as a function of Group

(Intervention, Waitlist control) and Time (baseline T1-wiek followup T2)(mITT) (N = 128)

Variables Intervention Waitlist Control Fstatipstic, d
N =42 N =86 Time main effect Group main effect Time x Group interaction
M (SE) M (SE)
T1 T2 T1 T2
OUTCOMES
Hedonic WB 49.40 (3.13) 58.70 (3.01) 43.95(2.14) 44.00 (2.05) F (1,124)=7.58** F (1, 124) = 9.27* F (1, 124) = 7.43* g2 = .057
T1<T2=.068 C<I dy?=.070 C: T1=ED00 q

Il T1&3.256 (

Eudaimonic WB F (1, 120) = 3.48*, F (1, 120) = 2.13¢,2= F (1, 120) = 1.02},2= .025
T1<T2=.080 .050
Life is worthwhile 6.38(0.38) 7.05(0.37) 5.61(0.26) 5.75(0.25) F (1, 122) = 5.86%,
T1<T2=.046

Satisfaction with life  6.05 (0.31) 6.74(0.33) 5.66(0.21) 5.91(0.22) F (1, 122) =8.08**,
T1<T2=.062

Happiness 6.05(0.30) 6.64(0.32) 5.56(0.20) 5.88(0.22) F (1, 122) = 8.78*,
T1<T2=.067




Chapter 5 196

Variables Intervention Waitlist Control Fstatipstic, d
N =42 N =86 Time main effect Group main effect Time x Group interaction
M (SE) M (SE)
Mental Health 57.70 (2.85) 59.80 (3.09) 51.91(1.94) 54.70 (2.11) F (1, 124)=2.15, F (1,124)=2.92¢2= F (1, 124) = 0.04¢},2= .000
dp2=.017 023
Post traumatic growth  23.15 (1.70) 27.49 (1.75) 21.64 (1.15) 22.34 (1.19) F (1,122)=6.95** F (1, 122) = 3.25(,2= F (1, 122) = 3.60¢},2= .029
T1<T2 dy%=.054 .026
MEDIATORS
Acceptance
Acceptance 13.37 (0.78) 15.90 (0.78) 12.66 (0.53) 13.01 (0.53) F (1, 124) = F (1, 124) = 4.17*, F (1, 124) = 10.77** 2= .080
18.73, 1T§1<T2 C<l dy?=.033 C: T13EDIL (
p2=.

Il . T1&3.211 (

Self-compassion  33.70 (1.06) 35.45 (1.06) 30.28 (0.72) 30.09 (0.72) F (1,124)=2.80, F (1, 124) = 13.51%* F (1, 124) = 4.28*(,?=.033

dp2=.022 C < 1,2=)98 C: T13EDO2 d
| © T1823.089 d
Openness to 28.63 (1.59) 29.85 (1.63) 25.65 (1.09) 24.94 (1.11) F(1,124)=0.11, F (1, 124) = 4.82*, F (1, 124) = 1.59¢2 =.013
experience dp? =.001 C<l dy2 =.037
Meaning Making
Positive reframing  11.18 (0.54) 11.59 (0.55) 10.39(0.36) 10.66 (0.37) F(1,123)=1.84, F (1, 123)=2.01q? F (1, 123) = 0.08¢|;2=.001
d:2=.015 =.016
Value Clarification  36.74 (1.30) 36.15 (1.32) 34.07 (0.88) 35.07 (0.89) F(1,123)=0.13, F (1, 123) = 1.63¢> F (1, 123) = 1.922=.015
0p2=.001 =013

Pursuit of other goals

Goal reengagement 22.00 (0.86) 22.92 (0.86) 19.71(0.57) 20.64 (0.57) F (1,122)=4.73*,  F (1, 122) =5.91%, F (1, 122) = 0.00¢|; =.000
T1<T2 dp?=.037 C < I p2=dP46
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Variables Intervention Waitlist Control Fstatipstic, d
N =42 N =86 Time main effect Group main effect Time x Group interaction
M (SE) M (SE)
Committed action  30.58 (1.18) 29.21 (1.26) 27.55(0.79) 27.53 (0.84) F(1,122)=1.63, F (1, 122)=2.99¢y F (1, 122) = 1.57¢,2=.013
42 =.013 =.024

Social connection

Social connection  32.74 (1.89) 35.50 (1.77) 32.01 (1.25) 32.90(1.18) F (1,122)=5.82%,

T1>T2=.046

F (1, 122) = 0.65¢}2
=.005

F (1, 122) = 1.55¢,2=.013

Note.*p < .05, *p<.01 **p<.001,F=Fr at f-opartiatieta square

Table 5.6

Descriptive statistics for outcome and mediator variables at baseline (T1) and follow up (TR2)atius and effectsizesfor the tweway mixed

ANOVAs and MANOVAS testing limited efficacy for the study outcamdesediatorspresented as a function of Grouptérvention, Waitlist

control) and Time (baseline T1,-ieek followup T2)(PP) (N = 98)

Variables Intervention Waitlist Control Fstatipstic, d
N=12 N =86 Time main effect  Group main effect Time x Group interaction
M (SE) M (SE)
T1 T2 T1 T2
OUTCOMES
Hedonic WB 48.00 (5.67) 63.33(5.50) 43.95(2.12) 44.00 (2.05) F (1,96)=28.74** F (1, 96) = 4.75* F (1, 96) = 8.63**(,>=.082

T1<T2 dp?= .083

C<l qu =.047

C: T1#F.000d
| ©  T1,2=TZB4 d
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Variables Intervention Waitlist Control Fstatipstic, d
N=12 N =86 Time main effect ~ Group main effect Time x Group interaction
M (SE) M (SE)
Eudaimonic WB F(1,93)=6.05% F(1,93)=1.002= F (1, 93)=3.00%?=.088
T1<T2 dp?=.163 031 C: T1#®Fpa8(
| © T 1R=T.847 q
Life is worthwhile 6.00 (0.70) 7.17 (0.67) 5.61(0.26) 5.75(0.25) F (1, 95) = 6.24* F (1, 95) = 3.95%,2= .040
T1<T2 dp?= .063 C: T1g@F.p124
| © T 1R=T.260
Satisfaction with life  5.25 (0.57) 6.92 (0.59) 5.66 (0.22) 5.91(0.22) F (1, 95) = 12.77* F (1, 95) = 7.03**q,2= .069
T1<T2 dy2=.118 C: T1#Fa21d
| © T 1&T.427 d
Happiness 5.25(0.54) 6.92 (0.58) 5.56(0.20) 5.88 (0.22) F (1, 95) = F (1, 95) = 8.0~(,2=.078
17.32%** C: T1#3B51(
T1<T2 dp?=.154 | © T 1R=T.270 d
Mental Health 57.33(5.28) 65.33 (5.62) 51.91(1.97) 54.70 (2.10) F (1, 96)=3.92 F (1, 96)=2.442= F (1, 96) = 0.91d;2=.009
=.039 .025
Post traumatic growth  24.18 (3.21) 29.64 (3.36) 21.64 (1.15) 22.34 (1.21) F(1,94)=3.782 F (1, 96)=252= F (1, 94) = 2.25|2=.023
=.039 .026
MEDIATORS
Acceptance
Acceptance 13.00 (1.44) 17.58 (1.46) 12.66 (0.54) 13.01 (0.55) F (1, 96) = F (1, 96) =2.83d2= F (1, 96) = 16.47**(2=
22.35%** .029 146
T1<T2 dp?=.189 C: T1g@Fe1l(
| © T 1&T.602 d
Selfcompassion  33.50 (1.93) 38.33 (1.93) 30.28 (0.72) 30.09 (0.72) F (1, 96) = F(1,96)=8.78"  F (L, 96) = 12.99%*(,2=
11.14%** 119

T1<T2 dp?=.104

C<l dp?2=.084

C: T1#F.002d
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Variables Intervention Waitlist Control Fstatipstic, d
N=12 N =86 Time main effect ~ Group main effect Time x Group interaction
M (SE) M (SE)
| @ T1,%T.825 d
Openness to 32.75 (3.07) 36.25(3.01) 25.65(1.15) 24.94 (1.12) F(1,96)=1.18)° F (1, 96) = 9.52** F (1, 96) = 2.68,>=.027
experience =.012 C<I dp2=.090
Meaning Making
Positive reframing  12.09 (1.01) 13.18 (1.02) 10.39 (0.36) 10.66 (0.37) F (1, 95) = 2.79); F (1, 95) = 4.45* F (1, 95) = 1.03,?>=.011
=.028 C < 12=¢045
Value Clarification 40.73 (2.56) 41.45 (2.47) 34.07 (0.92) 35.07(0.88) F (1, 95) =0.71d? F (1, 95) = 7.00** F (1, 95) = 0.04,>=.000
=.007 C < 1,2=d069
Pursuit of other goals
Goal reengagement 22.00 (1.70) 24.73 (1.61) 19.71 (0.61) 20.64 (0.58) F (1, 95)=6.57** F (1, 95) = 3.94* F (1, 95) = 1.59,>=.016
T1<T2=.065 C < 1p?=d040
Committed action  35.36 (2.25) 34.27 (2.43) 27.55(0.80) 27.53(0.87) F (1, 95) =0.37%? F (1, 95) = 9.90** F (1, 95) = 0.36],>= .004
=.004 C < 1,2=d094
Social connection
Social connection  30.46 (3.57) 37.46 (3.44) 32.01(1.28) 32.90 (1.23) F (1,95)=9.53* F(1,95)=0.18’= F (1, 95) = 5.74*dp?= .057

T1>T2 dp?=.091

.002

C: T1@®@Fpl4aq
| T12=T.304

Note.*p < .05, *p<.01** p<.001,F=Fr at Q-opartiatjeta square
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Secondary outcome#n the mITT analysis, the MANOVA for eudaimonic
wellbeing, subsequent ANOVAs for its three measures, and the ANOVA for post
traumatic growth showed significant main effects of Timdidating that, regardless
of group, participants reported a moderate increase in eudaimonic wellbeing and post
traumatic growth from baseline (T1) to thei@ek followrup (T2).No significant
effects were observed in the mixed ANOVA investigating lim@éttacy on mental

healthor PTG.

Figure 5.9

Estimated marginal means at T1 and T2 for intervention and waitlist control groups

for primary outcome (hedonic wellbeing) for mITT and PP

Modified intention to treat analysis
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T1 (baseline) T2 (10-week follow up)
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Per protocol analysis

70

(2]
o

a
o

Hedonic wellbeing
N
o

30

20
T1 (baseline) T2 (10-week follow up)

Waitlist control === |ntervention

Note.dp? = partial eta squarérror bars = standard error.

In the PP analysis, the mixed MANOVA for eudaimonic wellbeing and
subsequent ANOVA for life is worthwhile showed a significant main effect of Time,
indicating that, regardless of group, participants reported a moderate increase in their
perceptions that #ir lives were worthwhile from baseline (T1) to thew8ek
follow-up (T2). For satisfaction with life and happiness, the main effect of Time was
qualified by a significant interaction of Time by Group. Simple effects tests showed
large increases in satéftion with life and happiness from baseline (T1) to the 10
week followrup (T2) in the intervention group. The control group showed no change
in satisfaction with life and a moderate increase in happihgssignificant effects
were observed in the mix@dNOVA investigating limited efficacy on mental health

or PTG.

Mediators.For the mITT analysighe mixed ANOVAs for acceptance and

selfcompassiorshowed significant interactions of Time by Gro@mmple effects



Chapter 5 202

showed 6r both variables that there wasnoderateto largeincrease across time in

the intervention group while the waitlist control remained stdbdal re

engagement and social connection showed significant main effects of Time,
indicating that, regardless of group, participants reportedderateincrease from
baseline (T1) to the @eek followup (T2). Finally, a significant main effect of

Group was observed in openness to experience (acceptance), and goal re
engagementn all instances, the waitlist control scores were, on average, lower than

the interventiorgroup scores.

For the PP analysishe mixed ANOVAsshowed significant interactions of
Time by Grougdor acceptance, sefompassionand social connectioimple
effects for all showedalargeincrease across time was observed in the intervention
group while the waitlist control remained stat§bmal reengagemerghowed main
effects of Timdndicating that, regardless of group, participants reportedderate
increase from baseline (T1) to the-d@ek followrup (T2).Finally, a significant
main effect of Groupvas observed for openness to experience (acceptance), positive
reframing, value clarification, goaldengagement, and committed actibor all of
these, tk average scores of the waitlist control group were lower than the

intervention group.

Study protocol

Demand Participation andetention (T2yateswere58.36 and31.7%0,
respectively. Twelve (5.5%) participants provided reasons for non
participation/withdrawal, which were related to different feasibility outcomes: 5

(41.7%) were related to acceptability (e.g., dissatisfaction with language), 3 (25.0%)
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were related to imphaentation (e.g., unable to register with MyJourney); 4 (33.3%)

related to practicalities (e.g., lack of time).

Acceptability. Fifty-four percentand58.4% of participants completed the T1
and T2 questionnaires, respectivéiarticipants allocated to theitlist control
group were more likelyo complete the T2 assessments than participants who were

allocated to the interventiamr oup (77. 5% vs Bs8009%, 62 (1)

Participants were asked one open ended question about their thoughts of the
study protocol in the followup questionnaire (T2 Seventyseven (60.2%)
participants provided a response. Fagight (62.3%) of these responses referred to
participantsd satisfacti othemajority(B87,t aki ng p:
77.1%) considexd thestudy protocot o be acceptable, exampl e
nice survey with vB8&BV¥23p¢cidnd MuUlkesti ons.
guestionnaires ar e s B2p, 4L PlaTedparticipahesr st an d

(20.8%) indicated that the asseents (T1 and T2) were not acceptable, for

example: AO0Oh my goodness it feel g12way t o
F,56,EN . The remaining partiwerenedral(L,6s Vvi ews
0.8%).

Implementation. Over the 8month period othe trial, 19 (8.1%) @rticipants
sent email queried hirteen(67%)concerned access or technical issues with the
intervention, A11%)expressed a wish to withdraw from the tria{;12%) expressed
dissatisfaction withanguage usenh questionnaires, and(21%)were related to
errors in the emails sent from the trial (e.g., intervention registration link missing on

email).
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Practicalities. On average participants took 224= 11.97) and 23 minutes
(SD=20.67) to complete the basdifT1)andfollow-up questionnaires (T2),
respectively. Rocess evaluation interviews ranged from 9.56 toGhihutes M=
24.42,SD=9.49. It took on average 44 minuteSy= 19.72 range: 18240 a day
for researchers tadministrate the trial overgeriod of 8 monthsAll participants
who started but did not complete the baseline assessment (T1) (32, 7.3%) were sent
up to three reminders and of these, six (18.8%) participants ultimately did complete
the baseline assessment (T1). At the follqggvassesment (T2), 128 (58.4%)
participants were sent one reminder, 104 (47.5%) sent two, and 97 (44.3%) sent all
three reminders if they did not complete it. Of theigle(20.1%)completed the

follow-up assessment.

Adaptation. Participation rates for Englistagicipants and Portuguese
participants wer&9.0% and46. 746, respectively{c® (1) =5.73 p =.017), and
retention rates wer@s.8% and25.0% at T2, respectivelysf (1) =7.23 p =.007).
Most PT participants were recruited via APF (32, 45.1%) whereas most EN

participants were recruited from Facebook (30, 20.3%).

Process evaluation
The metathemes and subthemes generated from the process evaluation data

are presented in Tabfe7andAppendixP.

Intervention
Overall, the process evaluation data corroborated the quantitative data,

providing support for the demand for and acceptability of MyJourney. Furthermore,
the qualitative data provided context for the quantitative resultexéonple, the
demand for MyJourney was attributed to the particuarly challenging process of

adjusting to a UPG and that most were already menab@ser support groups.
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Acceptability was credited to the supportive nature of MyJourney but around
half had suggestions for improvements, which is consistent with the quantitative data
indicating acceptability ratings were slightly above average. The quantitative data
providesi mi t ed i nsight into the participant s:¢
but most participants who took part in the process evaluation felt they were a

positive feature.

These data also indicated that engagement with MyJourney was
multidetermined (im@mentation)providing insight to the varied engagement.
Some indicated that they valued the flexibility of engaging whenever they wanted
and this was reflected in participants taking longer than one week to complete each
Step. Most felt that the decisiom engage with MyJourney would be influenced by
the stage of grief, with suggestions that engagement might be most beneficial earlier
in the adjustment journey.v@rall, it was practical to engage with (practicalitie®y

example because it was alwaysidable to access and online

Study protocol

Overall, the process evaluation data supports the quantitative data to suggest
that thestudy protocolvere considered both practical and appropriapecifically,
participants felthe right questions werelasd in the questionnaires, although only a

minority understood why the randomisation was important.
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Table 5.7

Metathemes from process evaluation

206

Meta themes Themes and theirdescription Example Quotes
INTERVENTION
MyJourney is Support is needed and sought dindorsement for i | s just isolated with it, there was no one else going through it, there was no one else tc
acceptable, meeting ¢ the demand for MyJourney, in that participants toémy ment al heal th really suf f(elrTe2d,, 5r2e a
perceived demand  described the challenges faced by having an
for support unfulfilled wish for children and that around half ha 6 | did CBT um a couple of yeareat @aigWwlglsdd, EN)
already tried alternative methods of support. Most
were members of peer support groups. fi am a member of a support group and |
sorts of thingso (I T5, 39, PT)
MyJourney satisfies need for suppdtmajorityfelt iyou very quickly get support, it does f
MyJourney satisfied their need for support and we (WL2, 42, EN)
glad that research on UPGs was being carried out
il think the reason | wanted t o g eomebodyviso
hel ping, somebody is even acknowl edging
MyJourney is acceptabl@verall, MyJourneywas f | t h i n tatiort pareis amesadnie. It is very important for whonowhactice, for whom
considered acceptable, with most reportingthat has never practised, to who is not fami/l

mindfulness meditations were a positive feature, b

half of participants did have suggestions for ithere could possibly be some more work
improvement certain senseo (WL5, 48, EN)
MyJourney appears to tget expected outcomes. fiteach yourself to sort of | et go of som
majority felt that MyJourney appeared to achieve t behind that are maybe not as relevant now or as impodaheg were or would have been
expected outcomes. earlier on in the journeyéso that one wa
il suppose it's that journey bit, but it
those strategies and th@kx42selNpports to b
Flexible engagement MyJourney is flexibleAll participants valued the fiworking through it at your own pace, an
with MyJourney was flexibility to engage with MyJourney as and when (WL2, 42, EN)

valued and practical,
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Meta themes Themes and theirdescription Example Quotes
but this engagement they wanted. Most reported not engaging withone iEven t hough it was on my own, with tidme(!l
was multidetermined Step per week. 37, PT)
MyJdourney is practicalA majority felt engagement A Thi s i s one of the best parts, being al
with MyJourney was practical, but a minority
referred to less practical aspects suchasneeding iSo | think an online intervention tool
useMyJourney on a larger screen.
il engaged with it on my phone, wipdtitdmmywa
phone, I would have yeah, used it on a |
Engagement is multidetermindehgagementwas fimaybe it is geared for peopl e twlyau kndw ae sorl
influenced by many factors, e.g., by stage ofjournno f st i | | flip flopping from one stage of
barriers e.g., work commitments or reminders goin
into the spam folder, it went about 2 weeks and | hadndét | ogg
(WL3, 38, EN)
Aiperhaps had the on,esartrhiave ch,adl @ npee ri ma s
little bit moreo (1 T4, 37, PT)
il dm thinking maybe 16l give myself mor
covering everything in the backpacko (WL
STUDY PROTOCOL
The trial study Study protocol are acceptable and appropriate. il thought the questionnaires were good,
protocol are Overall, all participants felt the study protocol were you know they were nicely asked and thewbi ng was ni ceo ( WL 3,
appropriate and appropriate and a maj ot
practical. demanding. fiNot demanding at all. It was not mandat
move forward. o (I T4, 37, PT)
Study design was understood by sofminority Al knew | had a |Iike, 50/50 chance of on
reported understanding why randomisationwas i rrespective of which group | get random

important.

Note. IT = intervention group, WL = waitlist control group, age in years also provided, EN = interview conducted in Englishté?iewi conducted in Portuguese.
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Progression Criteria
The progression criteria met in this feasibility trial are presented in Appendix

Q. All criteria either met the criteria to proceed (green) or proceed with amendments
(amber).Three(33.3%) met the proceed (green) criteria indicating that more than
half paticipants would recommend to others and intend to keep using, that more
than half of participants who demonstrated an interest were eligible, and more than
half of these were recruitedlhe remaining (66.72%6) met the proceed with
amendments (amberiteria) indicatingthat between 1:80% of participants started
using MyJourneymost ratings for acceptability variables wef(neither agree nor
disagree/a moderate amoumtpst usefulness and challenge ratings of the
MyJourney steps were moderate (>3 aB3drespectively), between -BD% of
participants completed sufficient dose within thewldek recommend engagement
period, between 280% of participants were lost to follewp, and betweeB0-70%

of participants completed the questionnaires at T1 and T2

Harms
No harms or unintended effects of the intervention were reported.

Discussion
Main findings
This randomised controlled feasibility trial has demonstrated that MyJourney,

a seltguided online intervention, and its evaluation, are feaslible.findings of this

trial demonstrate that there is demand for MyJourney, it is acceptable to its intended
users, and implementation is feasible for Portuguese and English participants across
different stages of the adjustment journey. Engagement is practical to a certain
extent, however initiating the first Step and sustaining progression through the Steps

is challenging and can be hindered by several factors, including lack of time and
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technical issues. MyJourney has demonstrated promise of efficacy for the primary
outcome (hedonic wellbeing) and a secondary outcome measure (eudaimonic
wellbeing), with clinicaly relevant improvements in hedonic wellbeing observed in
half of the intervention participants. Reported changes appear consistent with the
Logic Model and underlying 3TM. Overall, the study protocol to evaluate
MyJourney is feasible, but there was coesatble attrition in the intervention group
which could be linked with declining engagement with the intervenfien.
progression criteria was met (green or amber) ovekalbendixQ), development
should continue to efficacy evaluation without significamanges to the Logic

Model or content, but some minor adjustments to the intervention (e.g., address
technical issues associated with registering) and the study protocol (e.g., changing

random allocation from 1:1 to 2:1) should be considered.

Findings fom this feasibility trial indicate that there is demand for
MyJourney andhat it meets this deman@verall, demand appears to come from
white, welleducated, and employed childless women at all stages of the adjustment
journey who have not accepted thgPG, and around half had already actively
sought out support previously. However, the participant sample might be biased by
the recruitment strategies, particularly regarding people who are seeking support as
many recruitment avenues were associated a¥fdrings of peer support or similar,
e.g., via social media of fertility support charities or childless advocates.
Furthermore, the average scores for mental health and wellbeing in the participant
sample were lower than normative data suggesting thateoeath UPGs with
poorer mental health and wellbeing may be more likely to seek support and may
need to use MyJourney. The process evaluation data supports the assertion that there

is demand for MyJourney and that it satisfies a need for support. Thetbaty
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known intervention for people with UPGs did not report on den(idrahij et al.,
2016) so it is challenging to copare these findings with other literature. However,
this trial provides confidence that should other support be developed, there is likely

to be demand for it.

Overall, the findings suggest MyJourney is generally acceptable for intended
users. Most of th positive feedback was related to the design and easy to understand
content. Perceived acceptability was average and somewhat at odds with the high
intention to continue using and recommend othérs,could simply reflect thahe
participants did notimd some aspects as acceptable as otheexnalively, it could
be that ratings associated with whether MyJourney was successful at supporting
people withUPGs and receiving the wellbeing feedback before each Step is likely to
be related to the limitedsage for most participants, as these are more difficult to
rate from first impressions. As a majority intend to continue using, it is possible that
their acceptability ratings may increase as they engage more with MyJourney.
Overall, all Steps were rated moderately useful and ratings of challenge were low
to moderate, apart from Step 6 (Plan your route) and Step 10 (Looking ahead). This
indicates that there is a potential perceived benefit of engaging with support and that
this may outweigh the inherechallenge the adjustment process poses to these
participants, but it may still influence perceptions of acceptability. However, it is
important to note that usefulness and challenging ratings were only provided if
participants engaged with and completestep and therefore the later Steps had low
numbers of ratings as usage decreased. Exploratory findings across the different
stages of adjustment journey imply that MyJourney is acceptable to all users
irrespective of the stage, with those in the earlyestaxperiencing more challenge

but perceiving more benefit. This may suggest a more significant reframing process,
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which may be reflected in more time neetlethke action, which is consistent with
the stages of change mod@Brochaska & Norcross, 200This may also suggest

that infertility professionals signposting patients to MyJourney at the point fertility
treatment is likely to end could be useful. Acceptability of intervention is considered
a key indicator of potential success and effective(tgskhon et al., 2017)

MyJourney has already demonstrated acceptability theutghe development

process and feedback from this trial continues to reflect this.

Findings show that sustained progression through the MyJourney Steps
proved challenging for most and indicated that MyJourney users may need to time to
work through eacht8p and to transition to the neRt. majority said they would
continueusingMyJourneythough indicating thatheysimply did not complete
within the 10week trial timeframes opposed to disengagemdtdaticipant® v i e ws
seem to endorse than the minimum time needed to complete MyJourney is 10 weeks
and thaimore time will be needed for somEhis usage pattern may reflect the
protracted nature of the adjustment process MyJourney targets. Naitusggms to
occu around a Zear periodDaniluk, 2001) MyJourney invited participants to
explore the main issues central to adjustment withinnadék timeframetherefore
it is unsurprising thaprogressnaybe slow and continue for much longer, which
may explain why a majority intend to continue uBee exploratory work around
different stages of the adjustment journey appear to indicate that, although group
sizes were small, people at different stageb® UPG adjustment journey engaged
at a similar pace. However, this may reflect that, although participants were advised
they could engage at their own pace, it was recommended to engage with one Step
per week. The process evaluation data highlightetdutege was multidetermined

and that often this was external factors, such as work or other commitments.
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However, some technical issues were noted that may have influenced adherence,
such as challenges registering or remembering login details. Sustairesdraxt in
web-apps is reported as a challenge across the liter@urestensen et al., 2009;
Kelders et al., 2012; Linardon & Fullgiyszkiewicz, 202Q)Although MyJourney
applied several persuasive technology principles, suctdastion (reducing

complex behaviours into simple steps), tunnelling (delivery of content to guide users
through a process), and reminders (provide reminders about using the intervention)
(Kelders et al., 2012; Oindsukkonen & Harjumaa, 2009)he number of

participants receiving the sufficient dose (completing 6 Steps) or completely
adhering (completing all 10 Steps) was poor compared to other trials of webapp and
online interventiongChristensen et al2009; Linardon & FulleiTyszkiewicz,

2020) According to the persuasive systems design framework, MyJourney uses only
one social support persuasive technology strategy, i.e., normative influence (e.g.,
with the use of quotes from others with UPGSs). Although this is consistent with a
systematigeview of persuasive technology elements of vabed interventions,

where social support was used least oftezlders et al 2012) social support

strategies should continue to be explored. Other strategies to sustain engagement
specific to the feedback received in the trial should also be investigated now to
increase the number of users that receive the sufficient @oseadmple outlining

clearly how long each Step may take to complete so that users can schedule their

time to use the intervention around their other life commitments.

A key finding is that overall MyJourney appears to be beneficial, producing
medium to argeeffects on the primary outcome (hedonic wellbeing), secondary
outcome (eudaimonic wellbeing), and some mediators (outputs). These benefits are

observed for participants who did not receive a suffiaise but the changes are
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particularly noticeabléor those who did receivaesufficient dose (engaged to at

least Step 6)The larger effect sizes for the PP analysis compared to the mITT
supports the assertion thatqr engagement can affect the benefits reported from

using an intervention, i.e., the effica@@onkin et al., 2011; Wright et al., 2019he
changes reported in the intervention group across time are consistent with the Logic
Model and the 3TM, providing some confidence the mechanisms of change (outputs)
and outcomes are beitgrgeted as expected. The increases in wellbeing appear to be
driven by increases in acceptance of one:
initial Steps in MyJourney target acceptance, and previous research has
demonstrated moderate correlationsuaen acceptance and hedonic wellbeing
(Chapter3; Appendix A. The lack of positive changes in the mediators (meaning
making and pursuit of new goals) and secondary outcomes may be related to the low
numbers that received a sufficient dose or completestegps as those who did

receive a sufficient dose appeared to report a more holistic change in the outcomes.

It could also be that MyJourney is less effective at triggering these mediators or
outcomes or that a sleeper effect is being observed whereenefitb may only be

visible at a later assessment moment. Other research has idicdtthe process of
meaning making, and cognitive processing involved in this, can také¢Rianle,

2010) so the resultant benefitsight not have occurred yet. Additiongliyne pursuit

of new goals may also appear later in the adjustment process once one has built more
acceptance of their UP&ameiro & Finnigan, 201 Bupporting the idea that it

could be a sleeper effect for this output. It could also be that it was too soon to
observe changes in some of the secondary outcomes, for example other research has
indicated that time is required for the cognitive processetaged to post traumatic

growth to occu(Sears et al., 2003; Tedeschi & Calhoun, 20B)wever, theonly
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otherevidench ased i ntervention developed for
improvements in depression scores one month after engag@meaif et al., 2016)
In a future trial, efforts to increase adherence to MyJourney should provide some

insight on this.

Overall, the study protocol was considered adequate and accepttide
participants. There vgaa high recruitment rate, and more participants were recruited
than expected in the predefined recruitment peifibe completion rate for the
guestionnaires at each assessment momernetasen 560%, andthe
guestionnaires, in particular the lengtlerev considered burdensome for a minority
of participants. This trial was exploratory which was refleatettie longer
guestionnaires. Although consideration was given to the length of questionnaires and
associated burden, it is possible that questiommiaira future RCT could be refined
and shortenedlhe overall attrition rate was slightly higher thha fertility specific
intervention studies used to determine the samplgGaasineatet al., 2008;

Hammerli et al., 2010; Kersting et al., 2011; Van Dongen et al., 2aa@¥imilar
studies of online seljuided interventionand web app&Cavanagh et al., 2014;
Kelson et al.2019; Linardon & FulleiTyszkiewicz, 2020; Melville et al., 2010)
There wadigher attrition in the intervention group compared to the waitlist control
group Other RCTs in the reproductive literature do not appear to report this
differential attrition betwe®the intervention and control groufiousineau et al.,
2008; Hammerli et al., 2010; Kersting et al., 2011; Van Dongen et al.,.2016)
However, a systematicview of smartphone interventions for mental health
indicates that differential attrition does occur, with statistically significantly higher
attrition in the intervention groups compared to inactive conftat@rdon & Fuller

Tyszkiewicz, 202Q)This is consistent with a systematwiewand metaanalysis of
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differential attrition in health change behaviour RCTs which also suggested that
there is often higher attrition in the intervention group,tbigt did include trials with
various control groups (e.g., waitlist, care as usual, alternative interventions) and
interventions were not all sedfuided online or smartphori€rutzen et al., 2015)t

was also hypothesised that participants in RCTs often know they have been allocated
to the intervention group and therefore have high expectations, and if these are not
met, participants may drop out. Oftére reasons for differential attrition are not
explored but developing an understanding of this can provide some insight into ways
to minimise drop ouEysenbach, 2005Although participants were asked their
reasons for dropout in this trial, there were very limited responses, and it is not
possible to determine whether tharas a higher attrition rate in the intervention

group because MyJourney did not meet their expectations or that it has resulted in
poor outcomes or evdrarm.Alternatively attrition in the intervention group could

be related to participants not completiall Steps in MyJourney, as suggested by
Eysenbach (2005)vhere attrition(loss to follow up) follows nomsage of the
interventionandboth are considered to reflect a loss of interest in the trial and
intervention.However, as notedk is possible that participantgere just moving

more slowly through the Sts@nddid not complete the Steps in the-week
timeframe(Linardon & FullerTyszkiewicz, 2020Q)It is possible that lower attrition
rates in the waitlist control are attributed to the incentivecogiving access to
MyJourney upon completion of the follow up assessment moment (T2), although all
participants were clearly informed that they would receive access regardless of
whether they completed the T2 questionnaire. However, it is not possiblg ttus

definitively.
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Strengths and Limitations
This feasibility trial had a presgistered protocol with predefined progression

criteria. The trial utilised the Bowen et al., (2009) feasibility outcomes which has
facilitated a timeand costeffective comprehensive evaluation of both the
intervention and study protocdlhe trial emulated real world use of an online
intervention (i.e., no researcher contactyn@aximiseecological validity.The trial
protocolis generalisable to othstudies that wish to evaluate online interventions in
this way.Another strength wasé evaluation of limited efficacy consigj of per
protocol analysis anchodifiedintentionto-treatanalysis allowingfor analysisof

the intervention when it was @8 as intended and analysis of it in a way that may
more accurately reflect relfe usage This trial also hadn embedded process
evaluation which strengthened reliability of the findings.

A key limitation of this trial was that participants and tesearchers were
not blinded to allocation. A future trial should cates blinding the statistical
analysis.The participants were also a homogeneous group of whitepdetlated,
employed, childless women. Less than 15% had children and only 1 in 1éhesere
which may be representative of thasmeking supporSubgroups were not evaluated
as this is nowithin the scope of feasibility evaluati@mdit remains unclear whether
MyJourney is useful or acceptable to mparentsor ethnic andninority groups.
Thereforeafuture, better powered study, analysis can be considered to explore
different potential moderators of the impact of MyJourney on owsp including
gender, parental status, baseline outcome levels, UPG patharapling bias may
have occurred from using similar recruitment strategies and broader dissemination
should be addressed in a future trid.noted previously, data from the Fficl
recruitment platform is of high quality compared to other platfdiffe®r et al.,

2017)and Prolific has been designed for academic res¢Bathn & Schitter, 2018)
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Although the researcher is confident that the participants recruited from Prolific met
the eligibility criteria, subgroup analysisitovestigatevhether theravere any
differences betweethe participants recruited via Prolific and those recruited via
social media or online support grouw@s not possible due to lack of poveerd

beyond the scope of feasibility evaluati@émother limitation is that only seleport
guestionnaires were useahich could have resulted abias towards favourable
evaluatims of MyJourneyHowever, the heterogeneity of the acceptability ratings
indicates that participants were comfortable to provide positive and negative
feedback. Bice this trial has been conducted, the validity of the CompACT subscale
that measures openmse® experience (used in this trial to evaluate acceptance) in
Portuguese has come under question for val{dityndade et al., 20215and

therefore a different scale may need to be considered in a futur@ hegber

protocol analysislid not have sufficient power as the sample size for the per
protocol intervention group was smaller than the sampleaqeéred to observe
moderate to large effe¢tmeaning the results coulek unreliable, for example with
overestimations of effect sizAlthough participants were asked for reasons for drop
out, very limited information was providednd therefore it wasot possible to
determine whethgrarticipants dropped for reasons relatethefeasibility
outcomesFinally, there are still uncertainties about whether MyJourney targets all
outcomeor mediatorsneaning full evaluation of the underlying Logic Modelsv

not possibleHowever the 6 month follow up data may provide some insight into

this.

Implications: Changesto intervention and protocol
The findings indicate that overall, the intervention and study protocol are

feasible for efficacy testing, meeginhe progression criteri&ée AppendiX)). No
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changes are needed for the Logic Model or the content, but strategies to improve
adherence through the MyJourney Steps need to be explored. For example, the
registration and technical issues reportedHterintervention should be addressed to
make logging in and remembering login details easier, e.g., provide instructions how
users can add a MyJourney icon to their phone, options to remained logged in on
chosen devices, and support to help users intelyhaleurney into their busy

schedules, by providing examples to support regular or routine use. In a future trial,
different types of reminders (e.g., SMS, more tailored content) could be used to
determine which is most efficient at maintaining engagenkretzious feedback has
indicated that users value interactive design, short blocks of text, and clear language
and this should continue to be explor@derall, the study protocol in this feasibility

trial could be conducted on a larger scale in a RCVatuate efficacyHowever, to
address minor amendments to the study protocol, it is recommended that a 2:1
allocation (intervention: waitlist control) deployed in a future RCT to ensure a
sufficient sample size for follow up assessment moménifisture RCT could

include an interim assessment of the outcomes and mediators at 6 weeks (to allow
for sufficient dose), rather than after 10 weeks to reduce attrition &adistically
significant differelwes inparticipationand retentiomates between England

Portuguese participanitsdicate thamorePortuguese recruitment avenues should be

explored for a future RCT.

Overall implications
The findings from this trial indicate that there is high demand for support for

people with UPGs and attention towards the development of support initiatives is
necessary. MyJourney is a promising resource andyseleéd support seems

sufficient to improe wellbeing. This is the first support that has been developed for
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people with UPGs, regardless of their pathway. Delivery of an onlinggieléd
intervention is acceptable but a better understanding of barriers to engagement and
risk factors for disenggement is needed so that users can receive the sufficient dose
to subsequently experience the most benefit. Clinics, charities, and mental health
practitioners can be confident that engagement with MyJourney is beneficial for the
people and patients theyrato support. Progression criteria were met meaning that a

full scale RCT can now be planned to

eval
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Chapter 6: General Discussion

Overall, this thesis has brougdubstantiahdvances to the emergent research
on support for people with UP@seetingall theresearclobjectives outlined in
Chapterl. This chapter will present an overview of the mamdings and
implications, discuss areas for future research, provide suguestiothe future
avenues for MyJourney, ardplore the overall strengths and limitationshe work

reported in the thesis

Summary of main findings
The research in the present thesis has demonstratedgbiguided online

intervention, nameMyJourney is a promising support tool for people with UPGs.
From the perspective of people with UPGs, delivery of support as-qusedid and

online intervention is acceptatd@dpeople who consider themselves childless by
circumstance are likely to engagéh this type of suppor&urthermore, pople still

find MyJourney useful even if they are not thinking about trying to adjust and
therefore early awareness ahd even limited engagement wityJourney could
produce benefitsThis suggests that fertility clinics should be signposting patients to
MyJourney as soon as conversations begin about treatmeiniy aftebeing
unsuccessfulAdditionally, it has been argued that users may need arcéteel of

mental health or wellbeing for online séklp interventions to be effective

(Trompetter et al., 2016However, the participants in the feasibility trial (Chapter 5)
generally had poorer mental health and wellbeing compared to normative values and
benefit wa still observed, particularly for the primary outcome of hedonic
wellbeing.Further work can now build on the eviderzase for MyJourney via a

larger RCT to evaluate efficacy. Importantly, MyJourney has been developed in such

a way that it can offered fmeople with UPGs without the requirement for training,
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meaning it is a cosffective and timeefficient support toolTherefore, this work
andresultant outpuis relevant fohealthpolicy makers, fertility clinicians, fertility
counsellors, general meh health practitioners, charities, peer supporterd,the
general public with UP& Additionally, being a freely available wedpp, using
MyJourney does not require referral from a fertility clinic nor primary care
practitioner It can be easily accessed by people with UPGs who do not engage with

fertility treatment or who do not wish emgage with formadupport.

Key discussion points
The main findings from the present thesasitribute to improving the

provision of support fopeople with UPGs, acrostifferent care pathways. They also
contribute to the evolving delivery of suppas digital tools takeraincreasingly
important roleFinally, thefindingsin this thesisontributed tahe phased
development of a researblasedsupport tool, includingheory validation of the

3TM.

Conceptualising support for UPGs as a responsibility in care pathways
The research in this thesis has made major advances in the provision of

support for people with UPGs, contributing to an undeding of the demand for
support and the areas that supportive efforts should be focused. MyJourney meets
this demand, not only as an easily accessible support tool, but one that has
demonstrated benefit. Supportive efforts should concentrate on hegmpte vith

UPGs build acceptance of their experiert®elopa sense of meaning, and channel
their efforts into the pursuit of other meaningful goals away from parenthood. Social
support also playan importantole and facilitating this should also belinded in

thesesupportive efforts.



Chapter 6 222

The work in this thesis is particularly relevant for fertility care and offers a
tool thatcan supporpatientswho have been unsuccessitithe end of theifiertility
treatment journey. Considerable work has begemnied out on the provision of
support during fertility treatment because of the recognised psychological burden
(Frederiksen et al., 2019 ow national and international guidelines call for
evidenceebased support in the paseatment phase for fertility patiesnGameiro et
al., 2015;HFEA, 2019 NICE, 2017 asit is increasingly recognised that
unsuccessful treatment can have a @1 negative impa¢tGameiro & Finnigan,
2017) MyJourng and its development have not only contributed to this area of
research, but the resultant output is a tool that fulfils the requirement of the national
and international guidelindsr clinics to providesvidencebased support to their
patients Often paients can feel abandoned by their clinics once treatment ends
(Boden, 2007; Daniluk, 200Bnd UK guidance suggests emotional support should
be offered postreatment (HFEA, 2019). Offering this support tool could both
minimise this seresof abandonment from the patient perspective and, for UK clinics,

fulfil clinic licence requirements set out by the Code of Practice.

There is currently limitegrovisionof tailoredsupportand limited awareness
of the need for suppoftom among primary care providers and generic mental
health services for people with UPGs. But this thesis has made an important
contributiondemonstratinghat people fronvariousUPG pathways seek out and
would use supportThis is @rticularlyapparent from the findingsom the mixed
methods study in Chapter Additionally, people whaonsider themselvezhildless
by circumstance indicate a preferefaeinformal supportincreasing numbers of
peoplemayexperienc&JPGsbecause ofircumstantial factorsAs more people

delay childbearing, more people will not be able to meet their parenthood goals
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(Beaujouan, 2021 herefore, attention should be given to how to raise awareness
within primary care providerabout the impact of having a UPfBr example what
guestions could be asked to ascertain that people could have arldRI& impact it
might be havingso thathey can determine who might need to be signposted to
MyJourney This could subsequentljead to greater awareness abbliytlourney and
knowledge abouivho it can benefit. As this research gets published and further work
is carried out, this should raise aemess of, and evidence of, the need for this

support.

Attention also needs to be paid to how people with UPGs,deimot engage
with fertility treatment and who do not seek formal support via primary care
pathways, can find out about MyJourn®ne sugestionis raising awareness of
MyJourney and provide support to people with UPGs via the workpResmarch
suggests thahe workplace can be a particularly difficettvironmento navigate,
withsomei ndi cating a desire for(Maik& wor kpl ac
Coulson, 2013and highlighting issuewith discrimination and exclusiai@raham
et al., 2019; Turnbull etal.,, 2018) 0 t h e awlédbeoin thesUK khere is
only one organisatiowith a support group and support materials online specifically
for involuntary childless employees, the Childless Support Network, at University of

Bristol (https://bristol.ac.uk/inclusion/staffetworks/childlesstaffFnetworky).

Specific workplace policyor employees experiencing infertilitg also
recommendedalthough not yet widely applidéayne et al., 2019and there does
not appear ttea cal for thisfor people with UPGsHowever,organisations could
support involuntary childless employd®ssignposing them toMyJourney in their
equality, diversity, and inclusion support materidlsis couldnot onlypromote a

senseamong employeethat their employers are supportive of people UPGs, but also
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increase awareness of the availability of this support tool to padexperience

UPGsvia variouspathways.

Finally, the COVID19 pandemic has demonstrated the importance of online
accessible suppofforeno et al., 2020¥he impact of COVIB19 on the long term
prevalence of people experiencing UPGs will not be clear for some time, but initial
reports suggest that childlessness and people having fewer children will continue to
increase as a result tife pandemi¢Berrington et al., 2021Both fertility care and
primary care have been undeciieasing strain during the pandemic, and it is
possible that people have not received psychosocial support when they needed it.
MyJourney can address this gap by offering easily accessible online support for

people who are seeking it.

MyJourney sits witlin the world of digital support in fertility care
The inclusion of digital support in fertility care in addition to usual care is

increasingly prevalent. From timely support for patients through their IVF treatment
cycle, including educational support gmash notificationgTimmers et al., 2021p
psychosocial and psychoeducational supfo minimise the distress associated with
fertility treatment(Kruglova et al., 2021 )Fertility patients are already seeking
additional digital suppoitBrochu et al., 2019; Haagen et al., 2088y reproductive
literature indicates the people who experience infertility highly value online
information(Jones et al2020) Notably, there is limited research reporting on
availability of digitalsupporttools for post treatment and MyJourney appears to be
the first readily available theory led and resedrabed online support tool for
patients post treatmerue to the digital and accessible naturdlgflourney it

could be easily offered to patients who are reaching the endiofetigity

treatment journeyhy any clinic staff membergurthermore, fom a patient
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perspectivedigital support tools provided at zero casehighly valued, particuldy

as many will have spent a considerable sum on fertility treatfRetiertson et al.,

2021) Therefore, it is important that MyJourney remains free of charge to access for
usersMyJourneycould bean imovative tool that sits within the evolving provision

of bothdigital supporduringfertility careand support post treatment

MyJourney has a strong evidence base resulting from and developed along a
phased iterative process
Smartphone apps and wlased resources are often not evaluated, nor

evidencebasedLau et al., 2020More specifically smartphone or webased

support interventions for fertility patients aienilarly rarely researchnor evidence
basedMeyers & Domar, 2021)A recent review undertaken to provide an overview
of the current availability of digital support from app stores for fertility patients
highlighted the importance ofaluating and validating the digital t@oh fertility

care as this sectoow moves forwardRobertson et al., 2021In this review, iwas
notedthatdigital support tools should utilise frameworks to delieroryled,
evidencebasedand evaluated support interventions. Fertility care intervestneed

to respond to the latest good practice recommenddtomstervention

developmentfor example the MRC guidance, used in this th@Sraig et al., 2008,
Skivington et al., 2021 By following these guidelinesupport interventionwill be
basedn theory, follow a phased development process, and demonstrate benefit.
MyJourneyis an example of this, with strong evidence base resulting from, and
developed along, a phased iterative process and has already demonstrated benefit.
Furthermore, the development process of MyJourney has been reported in detail in
Chapter 4, and can be useful as a demonstrationesvention development for

people with UPGsfollowing MRC guidancéCraig et al., 2008)or others in

fertility care who aim to produce similar support tools.
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Contribution to theory validation of th&TM
The work in tle presenthesis hasontributed to the theory validation of the

3TM, not only for people following unsuccessful treatment,noherous pathways

to a UPG.As noted previouslythis workhas clarified where supportive efforts for
people wih UPGs should be focusdtlis evident that eveloping acceptance of the
difficult emotions associated withPG experiences a central but challenging aspect
of adjustmentind being able to seek alternative meaningful geaskeyfactor in

the holistc adjustment procesh.is also apparent that meaning makirgglikely to

be based on multiple cognitive strategies. Qualitative research indicates
strategiesuch as downward comparisonsgraluationof beliefs around

parenthood, anduestioning traditional views about marriage and fapeibuld be
used(Gameiro & Finnigan, 2017nd should be explorett is also clear that the
social context will moderate adjustment to a UPG and needscanisalered in

suppot resources because of its protective role in individual adjustment.
Furthermore, lack of social suppaonay hinder engagement with the 3TM mediators.
Therearelikely to be nuances around the timing of the adjustment process across the
different pathwayso UPGs butthe findings in this thesis indicatieat supporting

this process early on will be beneficial.

Although delivery of selguided online support has been demonstrated as
acceptable and feasible, some people may prefer or feel they need mdtreetha
online provision of suppare.g., one t@ne, or in-personsupportHowever it was
noted by some of the participants in the present thesiséatial healtlsupport
should beprovided frompractitionerswith knowledge oinsight of the psychosocial
implications ofhaving a UPGTherefore, theSTM could be used as a theoretical

frameworkfor mental health support practitioners to deliver suppactiémtswith
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UPGs via fertility care or primary care pathways, or witprivate provisions of

support Examples of thigould beframing sessions around the 3TM, focussing on
building acceptance, exploring meaning making, landing into meaningful goals

away from parenthood\dditionally, theycould refer them to MyJourney itself as an
adjunct to the support they receimed use this as talking points in sessidme

3TM couldalsobe used as a framework for group therapy sesswamish could also
facilitate social support through contact wattmer attendeefkesearch indicates that
people with UPGs value connecting with others who have faced a similar experience
(Malik & Coulson, 2013; Stenstrom, 2020hereforeuse ofthe3TM as theoretical
framework formental health practitionecould facilitate the delivery of empathetic

and efficacious suppoim various ways

Avenues for continued research
Although the main research objectives were met in the present thesis, some

guestions remain, and new questions have emerged. The following section focuses

on two key areas that require further investigation.

Determiningthe ogimal point in the adjustment process to provide support
One of the key areas of research that emerged while carrying out this work,

particularly from Chapter 2, relates to the stagfeshange of the adjustment

journey. It led to the question: when igthptimal time in the adjustment process to
provide support and when might receptivity be highest? Longitudinal research
indicates that the UPG experience is likely to lead to a protracted adjustment process
due to the complex grieving procé&aniluk, 2001; Wirtberg et al., 200 pther

research suggests that the percentages of people with sustaidedsthiwill

diminish over timgWischmann et al., 20127 his implies thasupporting people

early in the adjustment process would be beneficial, helping them to work through to

challenges of adjustment, shortening the duration. This is consistent with the
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findings from the present thesis that, although it may be challengigggmg with
support early on would be most beneficilhis suggests that providing access to
support as soon as unsuccessful fertility treatment ends coukkehd, however,
patients may simply feel it is too soon to consider developing acceptararof t
experience and meforward which may reflect in limited receptivity of suppdit

may be even more challenging the pinpoint the optimal time for support for people
with UPGs due to circumstantial factofidherecould be a gradual realisatitimat

they will not reach their parenthogaals,or they may not even pursue parenthood.
Therefore, more work needs to be done to explore these i€nesvay to explore

this could be using the concept of cues to action from the Health Belief Model
(Rosenstock, 1974; Skinner et al., 2QMere externabr internal factors can

trigger a change in behaviolExploration of triggers that may result in peopfi¢h
UPGsdeveloping insight into a need for suppamnd subsequently seeking that
supportcouldbe useful. For example, for fertility patients this could be at the end of
their fertility treatment jouray. In other pathways, it could kecial (e.g., perceived

normative ages to have a child) or biological deadlines (e.g., menopause).

When specifically considering MyJourney, follow up research investigating the
stages of change for people with UPGs $thattempt to better understand the
timeframe through which people move through stagkes was explored in the
feasibility RCT (Chapter 5), however, the limited number of participants that
received sufficient dose or completed all 10 Steps means tihatigh some insight
was gained, questions remain. It appears that people use and rate MyJourney in
similar ways across different stages of the journey, apart from those who feel they
have reached a point of acceptance. However, there was some indicatibosie

who are in the active stages of change are more able to explore different, and
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possibly unfamiliar, coping techniques, whereas this is more challenging to those in
the precontemplation/contemplation stages. As noted above, theddRGtment
process may be lengthy, and thereftwe transtheoretical stages of change model
(Prochaska & Velicer, 199@pplied in this thesimay betoo contracted to be

applied to the UPG adjustnt process. Research should also be done to determine
whether the timeframe differs according to pathway. Future work should aim to
conductprospectivan-depth qualitativeesearch following people through the stage
of adjustment to gain insight intbe stages of adjustmerand the barriers and
facilitators to initial and sustained engagement sitpport for UPGat each stage.

This may also provide some insight into how more targeted recruitment could be

used for people earlier in their adjustmentgassto promote receptivity

Meaning makingas a strategyn the specific context of facing a UPG
The research in the present thesis was not able to clearly report on how meaning

making operates in the specific context of adjusting to a UPG. Positiver aess

coping has been shown to be efficacious for anticipatory anxiety during fertility
treatmen{Ockhuijsen et al., 2014and cognitive coping, particularly positive
reappraisal coping, has been reported as an effective strategy to promote adjustment
and positive affect for definitively childlesepple(Kraaij et al., 2009; Kraaij et al.,
2008; Lechner et al., 200But this was not found in the results of Chapter 3 in the
present thesidvieaning making is a dynamic process and should decrease over time
as meaning is mad@ark, 2010)which could be whyhe findings from the cross
sectional study in Chapter 3 were inconclusive. In the feasibility RCT (Chapter 5),
meaning making was operationalised as both positive reappraisal coping arsd value
clarification.However results from the feasibility RCT dicbhshow improvements

in either of these meaning making stratedoeshe intervention grougAt this stage



Chapter 6 230

it was difficult to determine whether this was because MyJourney did not facilitate
this or whether lack of engagement meant that participants did not report the
benefits.It is also possible that because positive reappraisal coping and values
clarification arise from different theoretical frameworksmexpected paradoxical
effectsmay haveoccurred whereby one strategyuld counteactthe other.

Although previous research has indicated that intervention users like to have the
flexibility of different tediniques to choose frofiallis et al., 2016)and that
integration has been successfully implemeli@atrier & Cote, 2010; Hallis et al.,
2016) there a paucity of research on interventions that combine CBT and ACT and
further work is needed to better understand how these frameworks could be
integrated for particular populations or outcomidserefore, it isstill not clear

whether these represeasftective meaning making strategies in tomtext of UPGs

The meaning making literature is emergent and has not been researched
specifically for people with UPGs and so a morelé@pth evaluation of meaning
making and meaning made should be carriedMate specifically, it is currently
unknown whether meaning making strategies may vary across the different pathways
to UPGs and therefore, more strategies and measures of meaning making need to be
explored. As meaning making is a dynamic process, longalduantitative work
now needs to be carried out develop understanding of the connection between
meaning making, meaning made, and adjustr{feautk, 2010; Updegraff et al.,
2008)for people with UPGdRecent work Bs endeavoured to evaluate the
relationships between meaning making, meaning made, and distress and the role
these play in adjustment to stressful life events with university students. The findings
highlighted the complexities of this area of researchtlwis concluded that

different meaning making strategies can have different influences on adjustment,
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particularly in the sense of whether meaning was nlaaiehnit et al., 2020)The

next stage of research with people with UPGs should also include investigations of
the experiences of those who try to make meaning bobtimanage thi®r make
meaning in a noadaptiveway (e.g., consider themselva failure in all aspects of

life, including having childrenjgs this is a possible barrier to adjustment over never
trying to find meaning. For example, some research suggests that ineffective
meaning making can lead to more distri@avis et al., 1998; Michael & Snyder,
2005; Park, 2010; Park & Baumeister, 20Fospective research with patients
approaching the end of their treatment would be optimal, however thislistb be
challenging to conduct. It would also be particularly difficult to carry out prospective
research on meaning making with people with UPGs who do not engage with
treatment or experience circumstantial factors as it would be difficult to pirtheint
right time to explore this. A suggestion would be assessment moments for women

pre and post menopause.

Future avenues for MyJourney
Alongside research avenues generated from the empirical work in this thesis

consideration should also be given topty areador expansiorof MyJourney
After MyJourney has demonstrated efficacy in a large scale RCT, two suggested
areas of expansion for MyJourney are further social support features or content and

expansion to cater for a more culturally diversedapppulation.

Facilitating or emulating ®cial supportvia MyJourney
Most of the content and therapeutic activities within MyJourney aim to target

individual adjustment to UPGs. As the development phases progressed, additional
content was added to supptireé social adjustment to a UPG. Primarily, content to
facilitate social connection to others and suggestions for how users could engage

some of the people around them as they worked through the Steps and Routines.
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Consistently, through the research frdma present thesis and particularly in the
qualitative findings, features that promote social connection or support are reported
as important to people with UPGSttentionshouldbe given to understand how

social supportan facilitate meaning making, aptance, and pursuit of new goals,
and whether this can be emulated in-bellip interventions, at least to a certain

extent.

Participants in the present thesis suggested features such as online forums or
peer to peer suppaas important features in support. This is consistent with the UPG
research wheregoplereport makinguse of online forumsvaluingtheir anonymity,
ease of access, and generally supportive exch@htgi& & Coulson, 2013;

Stenstrom, 2020However, risks also need to be recognised, examples of
disadvantages of online communities or forums include being time consuming,
hearing about others negative experiences, concerns about privacy, and inappropriate
or insendive comments from othef€oulson et al., 2016; Malik & Coulson, 2010;

Mo & Coulson, 2014)Furthermore, an important factor in the success of online

forums is appropriate moderati@@mith-Merry et al., 2019)Although research on

the role of online peer support is mixesdgerall,there are promising findings, and
MyJourney should continue to signpost to charities and supportive networks that

offer online communities and peer support

Persuasive design featutesve already been incorporated successfully in
MyJourney, primarily focused on primary task support, and therefore persuasive
design features that facilitate social support should also be explored. Examples
i nclude O0soci al f a cehbw ntarytotheo usdérs avetioggedon u s e r
at the same time asthemr Or ecognitiond where users w

experience of completing all Stefi¢elders et al., 2012; Oindéukkonen &
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Harjumaa, 2009)Design principles focused on social support are not used as often
as other element§&euens et al., 2016; Kelders et al., 2012; McCall et al., 2021)
some research has demonstrated the success of using these design principles. For
example, using sociaglupport features might improve adherence and combining
different elements may even influence effectiveness, but due to limited use of these
in the intervention literature more work is needed to confirm(ketders et al.,

2012; Wildeboer et al., 2016)

Social support plays a key role in the adjustment process to UPGs. Expansion
of MyJourney should exploffertherways to emulate or facilitate social support
using design features and contria signpost tgrovisions of online peer support

provided by charities and other supportive organisations

Developing MyJourney for awlturally diverse targepopulation
Although MyJourney was developed in English and Portuguese, recruitment

was open globally and participants engaged with the trial #%oountries around

the world. Therefore, one future consideration for MyJourney is the development of
this support to reach cross cultural global target populatidfyJourney was well
receivedby those living investerncountries however it unknown how MyJourney
would be receivedinnewe st ern cul tures. Cul ture can
customs, manners, valuesligious behaviour, and other social and intellectual
aspect s (bynie&Bums, 2006y @ 61A study including data from 78
countries investigating tharevalence of womeaged 44 to 48ho still desired a

child at the end of their reproductive windemguedthatin most countries up to

50% of women had not reached their desired parenthood (@zsterline & Han,

2017) Globalresearch has demonstrated that having a UPG, particularly involuntary

childlessness, can have a negative impact on psychosocial oui@yeest al.,
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2005; Inhorn & Van Balen, 2002; Van Balen & Bos, 2000is likely that people
from ethnic minoriiesandcertainreligious groups, may experience a more
challenging experience from having a UPG, particulardychildfree lifestyle is
considered unacceptable or multiple children are exp¢Cigtey et al., 2006; Greil,
Schmidt, et al., 20; Hynie & Burns, 2006and where abuse, abandonment, and
social exclusion occui®yer et al., 2002; Gerrits et al., 201Research suggests
that culturally sensitive support is need€hmeiro et al., 2019; Kirubarajan et al.,

2021)

Exploration of noAWestern research is now needed to better understand the
support needs across cultures and how this can be translated into content within
MyJourney. However, at this point it is reasonable to suggest that the delivery of
MyJourney (i.e.anonymous, easily accessible online) lends itself to other cultures
where it may be more difficult to seek and access support. To approach the
expansion of MyJourney, there are two key considerations when focusing on cultural
contexts. One being the potetity hostile societal context which one experiences
a UPG and the other the internalisation of beliefs and attitudes that are prevalent in
these contexts which can make adjustment harder. For example, cultures where
women are unable to consider the bity of life courses apart from motherhood
or goals away from parentho@@emennick, 2000)Although it is not possible to
change the hostile social context, content that focuses on supporting the isolating and

stigmatising aspects of having a UPG could be particularly useful.

Currently, support contacts piided in MyJourney highlight support in the
UK and Portugal, with some more global support contacts, but this list will need to
be expanded to ensure it is inclusive of other countries and cultures. Considering the

internalisation of societal beliefs andpextations, a future prototype of MyJourney
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could target this with meaning making strategies, supporting people to question these
beliefs and consider their on@onsidering a more diverse cultural target population
(but also relevant to western culturesyploring the role of religion and spirituality

could be an interesting research averie WHO recognises the important role of
religionand spirituality in healtiDhar et al., 2013)and religion is often a defining

feature of many culturesoBeresearchthas indicated this can play a positive role

via a process of meaning making following Ig8kIntosh et al., 1993; Park, 2005)

and infertility (Latifnejad Roudsari et al., 2014 otably religionand adjustment is a
complex topido researctfWortmann & Park, 2008nd more work would need to

be done to understand the role of religion in adjustment to UPGs.

Strategies to improve cultural appropriateness of interventions include
peripheral strategies (e.g., titles that suggest the content is relevant to different
cultures); evidential strategies (e.g., use data to indicate the prevalence of the shared
experience for different cultural groups); linguistic strategies (e.g., translating the
content into different languages); constituteolving strategies (e.g., engagéh
members of the different cultural groups to gain a better understanding of the
nuances of cultural characteristics); and sociocultural strategies (e.g., demonstrate
understanding of the normative beliefs and values across different cu{inesier
et al., 2003)Some of these strategies could bplered to develop MyJourney for a
more culturally diverse population and mean it can be signposted as a support tool

with a broader reach.

Overall strengths and limitations
One of the main strengths of this thesis isube ofdifferentstudy

designsand methodologieto meet the objectivgsresentedn Chapter 1Consistent

with MRC guidanc€Craig et al., 2008; Skivington et al., 202fjixed method
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study designsvere used to develop and evaluate MyJourney. Following this
guidance has facilitated efficient use of time and resource leadingatoable
contribution to the evidendeased support provision for people with UPGs
Furthermore, in line with the most recent guidance from the NB@ington et al.,
2021)the research in this thesis has gone beyond looking at whether MyJourney is
efficacious, maintaining focus on other aspects that can influence successful of an
intervention, such as acceptabilifjhe prospective acceptabilityusly and

exploratory feasibility work wreparticularly important as comparisons to, or
lessons learnt from, other eviderzased support tools for people with UPGs was
not possibleFinally, well-substantiated methodology was rigorously followed and
repoted, andseveralreportingguidelines were also utilised in this thesis (e.g.,
CONSORT TIDieR, GUIDED), facilitating transparent reporting to allow for

replicationof the research or the intervention.

The research in the present thesis began in 201&asndompleted in 2021,
meaning that some stages of the research were carried out within the context of the
COVID-19 pandemic. However, the design and methodology of all the studies
conducted meant they could be completed online and MyJourney itself igisedes
as an internetbased intervention. This meant that the research could continue to be
carried out in a timely manner and in the way it was planned. Consideration of the
how the pandemic may have been affecting the wellbeing of the participants was
included inthe mixed methods studZapter 3 andfeasibility trial Chapter % by
asking whether they felt the pandemic had affected their wellbeing or their
experience of having a UPG. Although findings overall indicated that the pandemic
did not influence the results, it is not possible to say whether people with UPGs who

werecorsiderablyaffected by the pandemic chose not to take part in this research.



Chapter 6 237

Thekey methodological limitationwas the lack of diversity across the
participants included in the studies in the present thEsesam of recruitment igo
achieve a heterogens sample that is representative of the population of interest that
is satisfactorily sized to achieve sufficient power. Recruitment efforts were made to
recruit diverse samples of people WRGs. In some respects, this was successful
as around 20% maemere recruited in Chapter 3 (which is comparatively high for
reproductive literature However, when looking more broadly across all three
empirical studies, most participants wereite, welleducatedhelp-seeking,
childlesswomen.As mentioned previoug) the research underlying MyJournend
research carried out in this thegecused on samples from western, wadleloped
countriesand trther worknow needs to be carried out with more crosttural
samplesThere may also be an ovapresentation of highly educated people in the
samples in this thesis (more than three quarters of participants in all studies had
postgraduate degree). Some researcltates that women with lower educational
status may place higher importance on parentliblmidira Ramos et al., 2012)nd
thereforemay find it more difficult to adjust to their UPG. A wider range of
educational statuses should be includefdifure researcHn Chapter 1, it was noted
that LGBTQ+ individuals may experience UPGs, however there is a distinct paucity
of research on thi\lthough recruitment aimed to recruit diverse experiences of a
UPG, participants were not asked whether they identified as LGBTQ+. In Chapter 3,
when asked for reasons for childlessness only 2.1% identified that being LGBTQ+
was the reason. MyJourneyas inclusive intervention, therefore, future work
should capture whether participants identify as LGBTQ+ via the sociodemographic
questions to determine whether there is a demand for support within this population

and further work should explore the LGBT@QHG experienceAdditionally,
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although it is difficult to make direct comparisons to similar studies in the
reproductive literature, other studies in that include childless people and parents
report up to 50% of participants as pardRaqueBogdan & Hoffman, 2015;

Throsby, 2001)Furthermore, the empirical study of the 3TM with a heterogenous
samples of people with UPGs reported in Chapter 4 (Study One) (see also Appendix
A) included 48% participants with children. Thenefol14% of participants parents

in the feasibility trial (Chapter 5) could be considered a low number. Future work

should endeavour to explore recruitment avenues to reach moré&spaitenlJPGs.

Despite the online delivery of the studies anditivervention being beneficial to
allow the research to continue unhindered through the pandettiie cecruitment
also inherently biased the sample to people with access to the internet. Although this
did facilitate recruitment beyond only people who areessing fertility treatment.
Generally, it was a notable challenge to gain the trust of gatekeepers of charities,
online support groups, or childless advocates to recruit via or share information
about the research on their platforms. They requiredassel that the research
being carried out was empathetic and sensitive to the UPG experience so that their
members or followers would not be upset. This reflects the research demonstrating
that having a UPG is often a stigmatised mothting experiencera not well
understood by those who have not experiencddhé Prolific recruitment platform
was used to recruit participants in the studies in Chapter 3 and Chapter 5. The
researcher is confident that the participants in both studies met the eligifiiétya,
and it is likely that these participants may be interested in taking part in research in
general and not necessarily seeking support specifically for their UPG or seeking to
take part in specific research about UPGs, which may have increaskaettsety of

the sample. Nevertheless, further analysis was not conducted to determine this.
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Research suggests that participants from Prolific are similar to, if not better than,
university subject pools that are widely used for research recruitmeeaittia of

data quality and response rafBeer et al., 2017However, this research is limited,
and more work needs to be done to provide confidence in the use of rectuitmen

platforms.

Many people who took part in this research were already trying to seek or
already had sought support which may bias the findings towards the perceptions of
help seekers rather than a representation of all people with BRe@ductive
literature suggests that women may face more difficulties adjuétimg et al.,
2015)and be moreikely to seek supparsuch as social suppdqReterson et al.,

2006) but increasingly the literature indicates men experience adjustment difficulties
and want support to@Hadley, 2019a2019b)andprogressively moreesearchers are
reporting on childlessnessimen about their pathways to childlessness and
particularly noting that meare more likely to be childless than women
(Chudnovskaya & Ueda, 202Bnsuring MyJourney is inclusive is an important
feature of this intervention and its developméhterall, snall subgroups of men in
each study meant that inferential statistics were not possible. This may have
impacted on the findings by combining gendegsause, as notedbove andn
Chapter 1, some literature suggests that men and women may adjust differently
(White & McQuillan, 2006) Different genders may also engage in different coping
strategies, as this is reported when looking at howanenvomen cope with
infertility treatment(Peterson et al., 2008ing et al., 2015)Furthermore, it remains
unclear whether there is demand for MyJourney antangs or whether men would
engage with MyJourney differently to wométuture work should include targeted

recruitment of men and could explore the use of large national databases to access
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men who are childless. This coddsure that a sufficient sam@emen are

recruited tdfacilitate analysison the role ofgender.

Finally, most of theparticipants who contributed to the formative evaluations
(prospective eceptability study, Chapté&;, and consultation exercise, reported in
Chapter 4) were infertilehildlesswomen and therefore tfure PPI activities during
thedevelopment of MyJourney should endeavour to incltada andpeople with

UPGsfrom pathways beyond infertifitand who alreadfave children

Conclusions
Increasing numbers of people are experiencing UPGs. This can trigger a

difficult and prolonged adjustment proceassociated witpoorer mental health
wellbeing.Thisthesis has made a significant contribution to the undefisigof the
supportive effortshat should be focused onhelp people witthe UPGadjustment

processacross different pathways

As outlined by the 3TMpeople with UPGs should be supportedntegrate
the UPG experience into their livesigage in meaning making strategiebudd a
sense of meaning and purpose from their experience, and fimakncouraged to
focus their efforts into other meaningful goals away from parenti&mmilal support
also plays a keprotectiverole andfacilitating this should be consideraathin

supportive efforts.

The 3TM was applied as the underlying theoretical model of MyJouaney,
self-guided,onlineinteractive interventionThere is undoubtedlgemand for this
type of supportacross different UPG pathwaysmd delivery in this mannes
acceptabland feasibleLimited efficacy evaluation indicates that people who
engage with MyJourney experience benefit afdlascaleefficacy evaluatiornvia

an RCTshouldnow be carried out tgonfirm and expandnthe findings fronthis
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thesis Efforts should also be focussed on improving awareness of this support tool
so that it can be offered people with UPGs via fertility and primary care pathways
Chaities and other support organisatiaamalsosignpost peoplasho are seeking

supportto MyJourney.



References 242

References

Abraham, M. (1954)Motivation and personalityHarper & Row, Publishers.

Ahrendt, D., Anderson, R., Dubois, H., Jungbluil. , Leonli kas, T., f
& Sandor, E. (2017)European Quality of Life Survey 2016: Quality of Life,
Quality of Public Services, and Quality of Society: Overview Report

Publications Office of th&uropean Uniomttps://doi.org/10.2806/964014

Akerlof, G. A. (1998). Men without childreffthe Economic Jounal, 108447), 287

309. https://www.jstor.org/stable/2565562

Albertini, M., & Kohli, M. (2017).Childlessness and intergenerational transfers in
later life. InChildlessness in Europe: Contexts, causes, and consequences

(pp. 351368). Springer, Chanmttps://doi.org/10.1017/S0144686X09990341

Albertini, M., & Mencarini, L. (2014). Childlessness and support networks in later
life: New pressures on familistic welfare stat@efdrnal of family issues

35(3), 33%357.https://doi.org/10.1177/0192513X12462537

Allen,A.B.,&lea y, M. R. (2010). Sel f Sa&@iaelmpassi or
and Personality Psychology Compaé&), 107118.

https://doi.org/10.1111/j.1759004.2009.00246.x

Anderson, C. J. (2003). The psychology of doing nothing: forms of decision
avoidance result from reason and emotfsychological Bulletin1291),

139.https://doi.org/10.1037/0033909.129.1.139



https://doi.org/10.2806/964014
https://www.jstor.org/stable/2565562
https://doi.org/10.1017/S0144686X09990341
https://doi.org/10.1177/0192513X12462537
https://doi.org/10.1111/j.1751-9004.2009.00246.x
https://doi.org/10.1037/0033-2909.129.1.139

References 243

Archetti, C. (2020)Childlessness in the age of ammication: Deconstructing

silence Routledge.

Avery, K. N. L., Williamson, P. R., Gamble, C., Francischetto, E. O. C., Metcalfe,
C., Davidson, P., Williams, H., & Blazeby, J. M. (2017). Informing efficient
randomised controlled trials: exploration of bbages in developing
progression criteria for internal pilot studi®\J open7(2).

https://doi.org/10.1136/bmjoperD16013537

Baker, T. B., Gustafson, D. H., & Shah, D. (2014). How can research keep up with
eHealth? Ten strategies for increasing the timeliness sefdloess of
eHealth researcllournal of Medical Internet Researctt(2), e36.

https://doi.org/10.2196/imir.2925

Barney, J. L., Lillis, J., Haynos, A. F., Forman, E., & Juarascio, A. S. (2019).
Assessing the valuing process in Acceptance and Commitment Therapy:
Experts' review of the current status and recommendations for future measure
developmentJourral of Contextual Behavioral Sciende, 225233.

https://doi.org/0.1016/j.jcbs.2018.08.002

Barrera, M., & Castro, F. G. (2006). A heuristic framework for the cultural

adaptation of interventionbitps://doi.org/10.1111/].1468

2850.2006.00043.x



https://doi.org/10.1136/bmjopen-2016-013537
https://doi.org/10.2196/jmir.2925
https://doi.org/0.1016/j.jcbs.2018.08.002
https://doi.org/10.1111/j.1468-2850.2006.00043.x
https://doi.org/10.1111/j.1468-2850.2006.00043.x

References 244

Beaujouan, E. (2021). Late fertility intentions increase over time in Austria, but
chances to have a child at later ages remainRaproductive Biomedicine

& Society Qline. https://doi.org/10.1016/].rboms.2021.10.002

Bech, P., Olsen, L. R, Kjoller, M. & Rasmussen, N. K. (2003)
being rather than the absence of di st
36 Mental Health subscal e Iaterdhtionahe WHO
Journal of Methods in Psychiatric ReseartB(2), 8591.

https://doi.org/10.1002/mpr.145

Bel I, K. (2013). Constructions of dAinfer:H
involuntary childlessnesgiffilia, 28(3), 284295.

https://doi.org/10.1177/0886109913495726

Ben Messaoud, K., Bouyer, J., & de La Rochebrochard, E. (2020). Infertility
Treatment in France, 2008017: A Challenge of Growing Treatment Needs
at Older AgesAmerican Journal of Public Healti10(9), 14181420.

https://doi.org/10.2105/AJPH.2020.305781

Bennett, G. G., & Glasgow, R. E. (2009). The delivery of public health interventions
via the Internet: actualizing their potentidhnual Review of Public Health

30, 273292.https:/Hoi.org/10.1146/annurev.publhealth.031308.100235

Bentler, P. M. (1990). Comparative fit indexes in structural moé&slgchologtal

Bulletin, 107(2), 238.https://doi.org/10.1037/0033909.107.2.238



https://doi.org/10.1016/j.rbms.2021.10.002
https://doi.org/10.1002/mpr.145
https://doi.org/10.1177/0886109913495726
https://doi.org/10.2105/AJPH.2020.305781
https://doi.org/10.1146/annurev.publhealth.031308.100235
https://doi.org/10.1037/0033-2909.107.2.238

References 245

Bernecker, SL., Banschback, K., Santorelli, G. D., & Constantino, M. J. (2017). A
web-disseminated selfielp and peer support program could fill gaps in
mental health care: Lessons from a consumer suir mental health

4(1), e5.https://doi.org/10.2196/mental.4751

Berrington, A. (2004). Perpetual postpon:
intentionsand subsequent fertility behavio®opulation Trendsl17, 9-19.

https://eprints.soton.ac.uk/34148/1/BerringtonPopTrends2004.pdf

Berrington, A. (2017). Childlessness in the UKQhildlessness in Europe:
Contexts, causes, and consequelfpps5%76). Springer, Cham.

https://doi.org/10.1007/9%8-319-4466F7 3

Berrington, A., Ellison, J., Kuang, B., Vasireddy, S., & Kulu(2D21). Recent
trends in UK fertility and potential impacts of COI®.

http://eprints.soton.ac.uk/id/eprint/448062

Berwick, D. M., Murphy, J. M., Goldman, P. A., Ware Jr, J. E., Barsky, A. J., &
Weinstein, M. C. (1991). Performance of a fitem mental health screening

test.Medical Care 169176.https://www.jstor.org/stable/3766262

Billari, F. C., Gaisis, A., Liefbroer, A. C., Settersten, R. A., Aassve, A., Hagestad,
G., & Spéder, Z. (2011). Social age deadlines for the childbearing of women
and menHuman Reproductiqr26(3), 616622.

https://doi.org/10.1093/humrep/deq360



https://doi.org/10.2196/mental.4751
https://eprints.soton.ac.uk/34148/1/BerringtonPopTrends2004.pdf
https://doi.org/10.1007/978-3-319-44667-7_3
http://eprints.soton.ac.uk/id/eprint/448062
https://www.jstor.org/stable/3766262
https://doi.org/10.1093/humrep/deq360

References 246

Billari, F. C., Kohler, H:P., Andersson, G., & Lundstrém, H. (2007). Approaching
the limit: Longterm tends in late and very late fertilitPopulation and

Development Review49170.https://doi.org/10.1111/).1728

4457.2007.00162.x

Block-Lerner, J., Wulfert, E., & Moses, E. (2009). ACT in Context: An Exploration
of Experiential Acceptanc€ognitive and Behavioral Practic&6(4), 443

456.https://doi.org/10.1016/j.cbpra.2009.04.005

Boden, J. (2007). When IVF treatment fatuman Fertility 10(2), 9398.

https://doi.org/10.1080/14647270601142614

Boelen, P. A., van den Bout, J., & van deoui§ M. A. (2010). A prospective
examination of catastrophic misinterpretations and experiential avoidance in
emotional distress following los§he Journal of nervous and mental

diseasel1984), 252257.https://doi.org/10.1097/NMD.0b013e3181d619e4

Boel en, P. A., Van Den Hout, M. A., &
behavioral onceptualization of complicated gri€flinical psychology:

Science and practicd3(2), 109128.https://doi.org/10.1111/].1468

2850.2006.00013.x

Boivin, J., Bunting, L., Collins, J. A., & Nygren, K. G. (2007). International
estimates of infertility prevalence and treatmeeg¢king: potential need and
demand for infertility nedical careHuman Reproductiqr22(6), 15061512.

https://doi.org/10.1093/humrep/dem046



https://doi.org/10.1111/j.1728-4457.2007.00162.x
https://doi.org/10.1111/j.1728-4457.2007.00162.x
https://doi.org/10.1016/j.cbpra.2009.04.005
https://doi.org/10.1080/14647270601142614
https://doi.org/10.1097/NMD.0b013e3181d619e4
https://doi.org/10.1111/j.1468-2850.2006.00013.x
https://doi.org/10.1111/j.1468-2850.2006.00013.x
https://doi.org/10.1093/humrep/dem046

References 247

Boivin, J., Harrison, C., Mathur, R., Burns, G., PericleBusth, A., & Gameiro, S.
(2020). Patient experiences of fertility clinic closure during the COY8D
pandemic: appraisals, coping and emotidhienan Reproductiqr35(11),

2556:2566.https://doi.org/10.1093/humrep/deaa?18

Boren, T., & Ramey, J. (2000). Thinking aloud: Reconciling thendymactice.
IEEE transactions on professional communicati®(3), 261278.

https://doi.org/10.1109/47.867942

Bowen, D. J., Kreuter, M., Spring, B., Coftdoerpel, L., Linnan, L., Weiner, D.,
Bakken, S., Kaplan, C. P., Squiers, L., & Fabrizio, C. (2009). How we design
feasibility studiesAmerican Journal of Preventive Medicjig$(5), 452457.

https://doi.org/10.1016/[.amepre.2009.02.002

Brandes, M., Van Der Steen, J. O. M., Bokd&nB., Hamilton, C., De Bruin, J. P.,
Nelen, W., & Kremer, J. A. M. (2009). When and why do subfertile couples
discontinue their fertility care? A longitudinal cohort study in a secondary
care subfertility populatiorHuman Reproductiqr24(12), 31273135

https://doi.org/10.1093/humrep/dep340

Brandtstadter, J., & Renner, G. (1990). Tenacious paaluit and flexible goal
adjustment: explication and agelated analysis of assimilative and
accommodative strategies of copiRgychology and Agind(1), 58.

https://doi.org/10.1037/0882974.5.158



https://doi.org/10.1093/humrep/deaa218
https://doi.org/10.1109/47.867942
https://doi.org/10.1016/j.amepre.2009.02.002
https://doi.org/10.1093/humrep/dep340
https://doi.org/10.1037/0882-7974.5.1.58

References 248

Brandtstadter, J., & Rothermund, K. (2002). Thetiéeirse dynamics of goal
pursuit and goal adjustment: A twwocess frameworlDevelopnental

Review22(1), 117150.https://doi.org/10.1006/drev.2001.0539

Braun, V., & Clarke, V(2006). Using thematic analysis in psycholo@ualitative
research in psycholog®(2), 77#101.

https://doi.org/10.1191/1478088706gp0630a

Braun, V., Clarke, V., Hayfield, N., & Terry, G. (2019hematic analysis

https://da.org/10.1007/97881-10-27796

Brochu, F., Robins, S., Miner, S. A., Grunberg, P. H., Chan, P., Lo, K., Holzer, H. E.
G., Mahutte, N., OuhilaS., Tulandi, T., & Zelkowitz, P. (2019). Searching
the Internet for Infertility Information: A Survey of Patient Needs and
Preferenceslournal of Medical Internet Resear@i(12), e15132.

https://doi.org/1®196/15132

Brown, M., Glendenning, A. C., Hoon, A. E., & John, A. (2016). Effectiveness of
web-delivered acceptance and commitment therapy in relatioretdai
health and welbeing: a systematic review and meatzalysis.Journal of

Medical Internet Researchi8(8), e221 https://doi.org/10.2196/jmir.6200

Brunstein, J. C., Schultheiss, O., & Maier, G. (1999). The pursuit of personal goals:
a motivational approach to mental health und life adjustmediction &

seltdevelopment: Theory and research throtigd life spar(pp. 169196).

Sage Publications, Inbitps://doi.org/10.4135/9781452204802.n6


https://doi.org/10.1006/drev.2001.0539
https://doi.org/10.1191/1478088706qp063oa
https://doi.org/10.1007/978-981-10-2779-6
https://doi.org/10.2196/15132
https://doi.org/10.2196/jmir.6200
https://doi.org/10.4135/9781452204802.n6

References 249

Bryson, C. A., Sykes, D. H., & Traub, A. I. (2000). In vitro fertilization: a kbegn
follow-up after treatment failuréluman Fertility 3(3), 214220.

https://doi.org/10.1080/14647270020009011

Buhr, P., & Huinink, J. (2017). Why Childless Men and Women Give Up on Having
Children [Article]. European Journal of Populatio83(4), 585606.

https://doi.org/10.1007/s10680L7-9429 1

Bulcroft, R., & Teachman, J. (2004). Ambiguous constructions: Development of a
childless or childfree life courselandbook of contemporary families:
Considering the past, contemplating the fuiurg6-135.

https://doi.org/10.4135/9781412976022.n7

Calhoun, L., Tedeschi, R., Cann, A., & Hanks, E. (2010). Positive outcomes
following bereavement: Paths to posttraumatic groRychologica

Belgica 50(1-2). https://doi.org/10.5334/pb0-1-2-125

Campbell, M., Fitzpatrick, R., Haines, A., Kinmonth, A. L., Sandercock, P.,
Spiegelhalter, D., & Tyrer, P. (2000). Framework for design and evaluation
of complex interventions to improve healBiMJ, 321(7262), 694.

https://doi.org/10.1136/bmj.321.7262.694

Campbell, N. C., Murray, E., Darbyshire, J., Emery, J., Farmer, A., Griffiths, F.,
Guthrie, B., Lester, H., Wilson, P., & Kinmonth, A. L. (2007). Designing and
evaluating complex interventions to improve health dakdJ, 334(7591),

455-459. https://doi.org/10.1136/bmj.39108.379965.BE



https://doi.org/10.1080/1464727002000199011
https://doi.org/10.1007/s10680-017-9429-1
https://doi.org/10.4135/9781412976022.n7
https://doi.org/10.5334/pb-50-1-2-125
https://doi.org/10.1136/bmj.321.7262.694
https://doi.org/10.1136/bmj.39108.379965.BE

References 250

Cann, A., Calhoun, L., Tedeschi, Ragku, K., Vishnevsky, T., Triplett, K., &
Danhauer, S. (2009). A short form of the Posttraumatic Growth Inventory.
Anxiety, stress, and copingg, 127137.

https://doi.org/10.1080/10615800903094273

Cann, A., Calhoun, L. G., Tedeschi, R. G., Taku, K., Vishnevsky, T., Triplett, K. N.,
& Danhauer, S. C. (2010). A short form of the Posttraim@rowth
Inventory.Anxiety, Stress, & Coping@3(2), 127137.

https://doi.org/10.1080/10615800903094273

Cannold, L. (2004). Declining marriage rates and gender inequity in social
institutions: Towards an adequately complex explanation for childlessness.

People and Plagel2(4), 1.https://doi.org/10.4225/03/590bf2fc1d227

Carrier, M. H., & C*'t®, G. (2010). E£val u;
cogniti-comportementalpau | e troubl e dbéanxi ®t ® g®n
strat ®gi es de r®gul ation des ®motions
expérientiel European Review of Applied Psycholpg®(1), 11-25.

https://doi.org/10.1016/j.erap.2009.06.002

Carter, S. L., & Wheeler, J. J. (201%he social validity manual: Subjective

evaluation of Intergntions Academic Press$ittps://doi.org/10.1016/C2017

0-038521


https://doi.org/10.1080/10615800903094273
https://doi.org/10.1080/10615800903094273
https://doi.org/10.4225/03/590bf2fc1d227
https://doi.org/10.1016/j.erap.2009.06.002
https://doi.org/10.1016/C2017-0-03852-1
https://doi.org/10.1016/C2017-0-03852-1

References 251

Carver,C.S.(1997). Yomant t o measure coping but
Consider the brief copénternational Journal of Behavioral Medicind(1),

92. https://doi.org/10.1207/s15327558ijbm0401 6

Carver, C. S., & ConneBmith, J. (2010). Personality and copiAgnual Review of
Psychology61, 679704.

https://doi.org/10.1146/annurev.psych.093008.100352

Casterline, J., & Han, S. (2017). Unrealized fertility: Fertilitgides at the end of
the reproductive careddemographic ResearcB6, 427454.

https://doi.org/10.4054/DemRes.2017.36.14

Cavanagh, K., Strauss, C., Forder, L., & Jones, F. (2014). Can mindfulness and
acceptance be learnt by skHIp?: A systematic review and metaalysis of
mindfulness and acceptarbased sethelp interventionsClinical
Psychology Revievd4(2), 118129.

https://doi.org/10.1016/j.cpr.2014.01.001

Chander, J., Paolacci, G., Peer, E., Mueller, P., & Ratliff, K. A. (2015). Using
nonnaive participants can reduce effect siPegchological Scien¢c@6(7),

1131:1139.https://doi.org/10.1177/095679761539%

Chandra, A., Copen, C. E., & Stephen, E. H. (203rtility and impaired
fecundity in the United States, 198@10: data from the Natrmal Survey of
Family Growth US Department of Health and Human Services, Centers for

Disease Control andrevention, National Center for Health Statistics.


https://doi.org/10.1207/s15327558ijbm0401_6
https://doi.org/10.1146/annurev.psych.093008.100352
https://doi.org/10.4054/DemRes.2017.36.14
https://doi.org/10.1016/j.cpr.2014.01.001
https://doi.org/10.1177/0956797615585115

References 252

Chauhan, D., Jackson, E., & Harper, J. (2020). Childless by circumistisicg an
online survey texplore the experiences of childless women who had wanted
children.Reproductive Biomedicine & Society Online

https://doi.org/10.1007/s10686-91124

Christensen, H., Griffiths, K. M., & Farrer, L. (2009). Adherence in internet
interventions for anxiety and depression: systematic reviewnal of

Medical Internet Researct1(2), el3https://doi.org/10.2196/jmir.1194

Chudnovskaya, M., & Wia, P. (2021). Understanding the sex inequality in
childlessness: an approach using Swedish registerJdatianal of Biosocial

Science1-17. https://doi.org/10.1017/S0021932021000638

Ciarrochi, J., Kashdan, T. B., & Harris, R. (201B)e foundations of flourishing

New Harbinger Publications, Inc.

Cohen, J. (1988). Statistical power yséd for the behavioral sciences. Lawrence
Erlbaum Assoc., Hillsdale, N$tatistical power analysis for the behavioral
sciences. 2nd ed. Lawrence Erlbaum Assoc., Hillsdale, NJ.

http://www.utstat.toronto.edu/~brunner/oldclass/378f16/readings/CohenPowe

r.pdf

Connidis, | A., & McMullin, J. A. (1996). Reasons for and perceptions of
childlessness among older persons: Exploring the impact of marital status
and genderJournal of Aging Studied(0(3), 205222.

https//doi.org/10.1016/S0898065(96)900213



https://doi.org/10.1007/s10680-006-9112-4
https://doi.org/10.2196/jmir.1194
https://doi.org/10.1017/S0021932021000638
http://www.utstat.toronto.edu/~brunner/oldclass/378f16/readings/CohenPower.pdf
http://www.utstat.toronto.edu/~brunner/oldclass/378f16/readings/CohenPower.pdf
https://doi.org/10.1016/S0890-4065(96)90021-3

References 253

Cook, J. M., Biyanova, T., Elhai, J., Schnurr, P. P., & Coyne, J. C. (2010). What do
psychotheraits really do in practice? An Internet study of over 2,000
practitionersPsychotherapy: theory, research, practice, trainihg2), 260.

https://doi.org/10.1037/a0019788

Costa, J., & Pinto Gouveia, J. (2013).
chronic painJournal of Applied Social Psycholagy3(8), 15781591.

https://doi.org/10.1111/].1753004.2009.00246.x

Coulson, N. S., Smedley, R., Bostock, S., Kyle, S. Dlla@oz, R., Luik, A. 1.,
Hames, P., & Espie, C. A. (2016). The pros and cons of getting engaged in an
online social community embedded within digital cognitive behavioral
therapy for insomnia: survey among usdmirnal of Medical Internet

Researchl8(4), e5654https://doi.org/10.2196/imir.5654

Cousineau, T. M., Green, T. C., Corsini, E., Seibring Showstack, M. T.,
Applegarth, L. D. M., & Perloe, M. (2008). Online psychoeducational
support for infertile women: a randomized controlled tkalman

Reproduction23(3), 554566. https://doi.org/1A093/humrep/dem306

Craig, P., Dieppe, P., Macintyre, S., Michie, S., Nazareth, I., & Petticrew, M. (2008).
Developing and evaluating complex intentions: the new Medical Research

Council guidanceBMJ, 337. https://doi.org/10.1136/bmj.al1655



https://doi.org/10.1037/a0019788
https://doi.org/10.1111/j.1751-9004.2009.00246.x
https://doi.org/10.2196/jmir.5654
https://doi.org/10.1093/humrep/dem306
https://doi.org/10.1136/bmj.a1655

References 254

Crutzen, R., Viechtbauer, W., Spigt, M., & Kotz, D. (2015). Differential attrition in
health behaviour change trials: a systematic review andanefgsis.
Psychology & Health30(1), 122134.

https://di.org/10.1080/08870446.2014.953526

Cruwys, T., Dingle, G. A., Haslam, C., Haslam, S. A., Jetten, J., & Morton, T. A.
(2013). Social group memberships protect against future depression, alleviate
depression symptoms and prevent depression rel@psil Science and

Medicine 98, 179186.https://doi.org/10.1016/j.socscimed.2013.09.013

Culley, L. A., Hudson, N., Bpport, F. L., Katbamna, S., & Johnson, M. R. D.
(2006). British South Asian communities and infertility servitanan

Fertility, 9(1), 3745. https://doi.org/10.1080/14647270500282644

Cunha, M., Galhardo, A., & PirtGouveia, J. (2016). Experiential avoidance,-self
compassion, sefidgment and coping styles in infertilitgexual &
Repraluctive HealthcarglO, 41-47.

https://doi.org/10.1016/j.srhc.2016.04.001

da Silva, SM., Boivin, J., & Gameiro, S. (2016). Sétegulation and Wellbeing
When Facing a Blocked Parenthood Goal: A Systematic Review and Meta
Analysis.PloS Onel1(6), Article e0157649.

https://doi.org/10.1371/journal.pone.0157649



https://doi.org/10.1080/08870446.2014.953526
https://doi.org/10.1016/j.socscimed.2013.09.013
https://doi.org/10.1080/14647270500282644
https://doi.org/10.1016/j.srhc.2016.04.001
https://doi.org/10.1371/journal.pone.0157649

References 255

Daniluk, J. C. (2001). Reconstructifigpeir Lives: A Longitudinal, Qualitative
Analysis of the Transition to Biological Childlessness for Infertile Couples.
Journal of Counseling & Developmei@®(4), 439449.

https://doi.org/101002/j.15566676.2001.th01991 .x

Daniluk, J. C., & Tench, E. (2007). Long
following unsuccessfuhedical interventionJournal of Counseling &

Development85(1), 83100.https://doi.org/10.1002/].1556

6678.2007.tb00448.x

Davis, C. G., NoletHoeksema, S., & Larson, J. (1998). Making sense of loss and
benefiting from the experience: two construals of meadiogrnal of
Personality and Social Psycholgdgde(2), 561.

https://doi.org/10.1037//0022514.75.2.561

Davis, C. G., Wortman, C. B., & Lehmdn, R. C. S., Roxane (2000). Searching for
meaning in loss: Are clinical assumptions corréatath Studies24(6), 497

540.https://doi.org/Searchinf@r meaning in loss: Are clinical assumptions

correct?

Davis, E. L., Deane, F. P., & Lyons, G. C. B. (2016). Prediction of individual
differences in adjustment to loss: Acceptance and vdivieg as critical
appraisal andoping strengthDeath StudiesA0(4), 211222.

https://doi.org/10.1080/07481187.2015.1122677



https://doi.org/10.1002/j.1556-6676.2001.tb01991.x
https://doi.org/10.1002/j.1556-6678.2007.tb00448.x
https://doi.org/10.1002/j.1556-6678.2007.tb00448.x
https://doi.org/10.1037/0022-3514.75.2.561
https://doi.org/Searching
https://doi.org/10.1080/07481187.2015.1122677

References 256

Deci, E. L., & Ryan, R. M. (2013)ntrinsic motivation and seffletermination in

human behaviorSpringer Science & Business Media.

Deindl, C., & Brandt, M. (2017). Support networks of childless older people:
informal and formal supporhiEurope Ageing and Societ37(8), 1543.

https://doi.org/10.1017/S0144686X16000416

Dhar, N., Chaturvedi, S. K., & Nandan, D. (2013). Spiritual health, the fourth
dimension: a public health perspectiVéHHO SoutkEast Asia Journal of
Public Health 2(1), 3.

https://apps.who.int/iris/bitstream/handle/10665/329763/seajphv2nl p3.pdf?

sequence=1&isAllowed=y

Diener, E., Wirtz, D., Tov, W., KiaPrieto, C., Choi, Dw., Oishi, S., & Biswas
Diener, R. (2010). New webeing measures: Short scales to assess
flourishing and positive and negative feelin§scial Indicators Resarch

97(2), 143156.https://doi.org/10.1007/s112@%9-9493y

Doka, K. J. (1989)Disenfranchised grief : recognizing hidden sorrdgxington

Books.

Dominick, S. A,, Irvine, A. B., Beauchamp, N., Seeley, J. R., Nbleeksema, S.,
Doka, K. J., & Bonanno, G. A. (2010). An internet tool to normalize grief.
OMEGAJournal of Death and Dying(Q(1), 71-87.

https://doi.org/10.2190/0M.60.1.d



https://doi.org/10.1017/S0144686X16000416
https://apps.who.int/iris/bitstream/handle/10665/329763/seajphv2n1_p3.pdf?sequence=1&isAllowed=y
https://apps.who.int/iris/bitstream/handle/10665/329763/seajphv2n1_p3.pdf?sequence=1&isAllowed=y
https://doi.org/10.1007/s11205-009-9493-y
https://doi.org/10.2190/OM.60.1.d

References 257

Donkin, L., Christensen, H., Naismith, S. L., Né&l, Hickie, I. B., & Glozier, N.
(2011). A systematic review of the impact of adherence on the effectiveness
of etherapiesJournal of Medical Internet Researct(3), e52.

https://doi.org/10.2196/imir.1772

Donkin, L., & Glozier, N. (2012). Motivators and motivations to persist with online
psychological interventions: a qualitative study of treatment teters.
Journal of Medical Internet Researct¥(3), e91.

https://doi.org/10.1136/bmj.39108.379965.BE

Donkor, E. S., & Sandall, J. (2007). The impact of perceived stigma and mediating
social factors on infertilityrelated stress among women seeking infertility
treatment in Southern Ghargocial Science and Medicirg5(8), 1683

1694.https://doi.org/10.1016/j.socscimed.2007.06.003

dos Santos Silva, I., & Bdra/. (1997). Socioeconomic differences in reproductive

behaviour]ARC Scientific Publicatior{$38), 285308.

Duncan, E., O'Cathain, A., Rousseau, N., Croot, L., Sworn, K., Turner, K. M.,
Yardley, L., & Hoddinott, P. (2020). Guidance for reporting inéemion
development studies in health research (GUIDED): an evideased
consensus studidBMJ open10(4), e033516.

https://doi.org/10.1136/bmjope2019033516



https://doi.org/10.2196/jmir.1772
https://doi.org/10.1136/bmj.39108.379965.BE
https://doi.org/10.1016/j.socscimed.2007.06.003
https://doi.org/10.1136/bmjopen-2019-033516

References 258

Dyer, S. J., Abrahams, N., Hoffman, M., & van der Spuy, Z. M. (2002). "Men leave
me as | canndtave children': women's experiences with involuntary
childlessnesHuman Reproductiqri7(6), 16631668.

https://doi.org/10.1093/humrep/17.6.1663

Dyer, S. J., Abrahams, N., Mokoena, N. E., Lombard, C. J., & van der Spuy, Z. M.
(2005). Psychological distress among women suffering from couple
infertility in South Africa: a quantitative assessm Human Reproductign

20(7), 19381943.https://doi.org/10.1093/humrep/deh845

Dykstra, P. A. & Hagestad, G. O. (2007). Roads less taken: Developing a nuanced
view of older adults without childredournal of family issue28(10), 1275

1310.https://doi.org/10.1177/0192513X07303822

Dykstra, P. A., & Keizer, R. (2009). The wellbeing of childless men and fathers in
mid-life. Ageing & Society29(8), 12271242.

https://doi.org/10.1017/S0144686X08008374

Eckert, T. L., & Hintze, J. M. (2000). Behavioral conceptions amdicgiions of
acceptability: Issues related to service delivery and research methodology.

School Psychology Quarterl¥5(2), 123.https://doi.org/10.1037/h0088782

Eisenberger, N. I., & Cole, S. W. (2012). Social neuroscience and health:
neurophysiological mechanisms linking social ties with physical health.

Nature Neuroscien¢d(5), 669674.https://doi.org/10.1038/nn.3086



https://doi.org/10.1093/humrep/17.6.1663
https://doi.org/10.1093/humrep/deh845
https://doi.org/10.1177/0192513X07303822
https://doi.org/10.1017/S0144686X08008374
https://doi.org/10.1037/h0088782
https://doi.org/10.1038/nn.3086

References 259

Eldridge, S. M., Lancaster, G. A., Campbell, M. J., Thabane, L., Hopewell, S.,
Coleman, C. L., & Bond, C. M. (2016). Defining feasibility and pilot studies
in preparation for randomised controlled trials: development of a conceptual
framework.PloS Onel1(3), e0150205.

https://doi.org/10.1080/08870446.2014.953526

Eysenbach, G. (2005). The law of attritidournal of Medical Internet Research

7(1), ellhttps://doi.org/10.2196/jmir.7.1.e11

Farmer, T., Robinson, K., Elliott, S., & Eyles, J. (2006). Developing and
Implementing a Triangulation Protocol for Qualitative Health Research.
Qualitative Health Research6, 377-394.

https://doi.org/10.1177/1049732305285708

Feldner, M. T., Zvolensky, M. J., Eifert, G. H., & Spira, A. P. (2003). Emotional
avoidance: An experimental test of individual differences and response
suppression using biological challengehaviour Research and Therapy

41(4), 403411.https://doi.org/httpgfdoi.org/10.1016/S0005

7967(02)0002¢¢

Fieder, M., Huber, S., & Bookstein, F. L. (2011). Socioeconomic status, marital
status and childlessness in men and women: an analysis of census data from
six countriesJournal of Biosocial Sciencd3(5), 619635.

https://doi.org/10.1017/S002193201100023X



https://doi.org/10.1080/08870446.2014.953526
https://doi.org/10.2196/jmir.7.1.e11
https://doi.org/10.1177/1049732305285708
https://doi.org/https:/doi.org/10.1016/S0005-7967(02)00020-7
https://doi.org/https:/doi.org/10.1016/S0005-7967(02)00020-7
https://doi.org/10.1017/S002193201100023X

References 260

Fieldsend, M., & Smith, J. A. (2020).

psychological impact of involuntary childlessness for women living in
midlife. Human Reproduction35(4), 876885.

https://doi.org/10.1093/humrep/deaa033

Fieldsend, M., & Smit, J. A. (2021). Exploring the experiences of four men living
with involuntary childlessness in midliféournal of Loss and Trauma-14.

https://doi.org/10.1080/15325024.2021.1892942

Figueroa, C. A., & Aguilera, A. (2020). The need for a mental health technology
revolution in the COVIB19 pandemickrontiers in Psychiatryll.

https://doi.org/10.3389/fpsyt.2020.00523

Finn, C. A., & Sladeczek, I. E. (2001). Assessing the social validity of behavioral
interventions: A review of treatment acceptability measiBekool
Psyclology Quarterly 16(2), 176.

https://doi.org/10.1521/scpq.16.2.176.18703

Fleming, T, Bavin, L., Lucassen, M., Stasiak, K., Hopkins, S., & Merry, S. (2018).

Beyond the trial: systematic review of rerbrld uptake and engagement
with digital selfhelp interventions for depression, low mood, or anxiety.
Journal of Medical Internet Resedr,20(6), €199.

https://doi.org/10.2196/imir.9275

0 Ei


https://doi.org/10.1093/humrep/deaa033
https://doi.org/10.1080/15325024.2021.1892942
https://doi.org/10.3389/fpsyt.2020.00523
https://doi.org/10.1521/scpq.16.2.176.18703
https://doi.org/10.2196/jmir.9275

References 261

Folkman, S. (1997). Positive psychological states@ping with severe stress.
Social Science and Medicings(8), 12071221.

https://doi.org/10.1016/S027/536(97)0004€8

Folkman, S. (2008). The case for positive emotions in the stress prAogigsy,

stress, and copin@1(1), 3-14. https://doi.org/10.1080/1061580070174@45

Forman, E. M., Herbert, J. D., Juarascio, A. S., Yeomans, P. D., Zebell, J. A.,
Goetter, E. M., & Moitra, E. (2012). The Drexel defusionescaA new
measure of experiential distancidgurnal of Contextual Behavioral

Sciencel(1-2), 5565. https://doi.org/10.1016/}.jcbs.2012.09.001

Foundation, W. K. K. (2004WK Kellogg Foundation logic model development

guide WK Kellogg Foundation.

Francis, A. W., Dawson, D. L., & GolijaMoghaddam, N. (2016). The
development and valadion of the Comprehensive assessment of Acceptance
and Commitment Therapy processes (CompAGadlrnal of Contextual

Behavioral Sciengéx(3), 134145. https://doi.org/10.1016/].jcbs.2016.05.003

Frederiksen, Y., Farvevestergaard, |., Skgard, N. G., Ingerslev, H. J., &
Zachariae, R. (2015). Efficacy of psychosocial interventions for
psychological and pregnancy outcomes in infertile women and men: a
systematic review and megamalysisBMJ open5(1), e006592.

https://doi.org/10.1136/bmjope2D14006592



https://doi.org/10.1016/S0277-9536(97)00040-3
https://doi.org/10.1080/10615800701740457
https://doi.org/10.1016/j.jcbs.2012.09.001
https://doi.org/10.1016/j.jcbs.2016.05.003
https://doi.org/10.1136/bmjopen-2014-006592

References 262

Frejka, T. (2017). Childlessness in the United StateGhiidlesness in Europe:

contexts, causes, and consequeripps159179). Springer, Cham.

Frejka, T., & Sobotka, T. (2008). Overview Chapter 1: Fertility in Europe: Diverse,
delayed and below replacemeldemographic Researcthd(3), 1546.

https://doi.org/10.4054/DemRes.2008.19.3

French, K., GolijaniMoghaddam, N., & Schrdder, T. (2017). What is évidence
for the efficacy of sethelp acceptance and commitment therapy? A
systematic review and meganalysis.Journal of Contextual Behavioral

Science6(4), 366374.https://doi.org/10.1016/cps.2017.08.002

Freund, A. M., & Baltes, P. B. (2000). The orchestration of selection, optimization
and compensation: An actiktheoretical onceptualization of a theory of
developmental regulation. [ontrol of human behavior, mental processes,
and consciousness: Essays in honor of the 60th birthday of August Flammer

(pp. 3258). Taylor & Francis.

Gadke, D. L., Kratochwill, T. R., & GettingeM. (2021). Incorporating feasibility
protocols in intervention researclournal of School Psychologg4, 1-18.

https://doi.org/10.1016/.jcbs.2016.05.003

Gameiro, S., Boivin, J., Peronace, L., & Verhaak, C. M. (2012). Why do patients
discontinue fertility treatment? A systematic review of reasons and predictors
of discontinuation irfertility treatmentHuman Reproduction Updat&8(6),

652-669. https://doi.org/10.1093/humupd/dms031



https://doi.org/10.4054/DemRes.2008.19.3
https://doi.org/10.1016/j.jcbs.2017.08.002
https://doi.org/10.1016/j.jcbs.2016.05.003
https://doi.org/10.1093/humupd/dms031

References 263

Gameiro, S., El Refaie, E., de Guevara, B. B., & Payson, A. (2019). Women from
diverse minority ethnic or religious backgrounds desire more infertility
education and more culturally and personally sensitive fertility eamman

Reproduction34(9), 17351745.https://doi.org/10.1093/humrep/dez156

Gameiro, S., & Finnigan, A. (2017). Lotgrm adjustment to unmet parenthood
goals following ART: a systematic review and matelysis Human
Reproduction Update3(3), 322337.

https://doi.org/10.10980Umupd/dmx001

Gameiro, S., van den Bdltusebout, A. W., Bleiker, E., Braat, D., van Leeuwen, F.
E., & Verhaak, C. M. (2014). Do children make ymappier? Sustained
child-wish and mental health in women-11T years after fertility treatment.

https://doi.org/10.1093/humrep/deul78

Gameiro, S., Van Den Bettusebout, A. W., Smeenk, J. M. J., Braat, D. D. M., Van
Leeuwen, F. E., & Verhaak, C. M. (2016). Women's adjustment trajectories
during IVF and impact on mental healthi 17 years latetduman

Reproduction31(8), 17881798.https://doi.org/10.1093/humrep/dew131

Garland, E., Gaylords., & Park, J. (2009). The role of mindfulness in positive
reappraisalExplore 5(1), 3744.

https://doi.org/10.1016/j.explore.2008.10.001



https://doi.org/10.1093/humrep/dez156
https://doi.org/10.1093/humupd/dmx001
https://doi.org/10.1093/humrep/deu178
https://doi.org/10.1093/humrep/dew131
https://doi.org/10.1016/j.explore.2008.10.001

References 264

Garland, E. L., Farb, N. A., R. Goldin, P., & Fredrickson, B. L. (2015). Mindfulness
broadens awareness and builds eudaimonic meaning: A process model of
mindful positive emotion regulatio®sychological Inquiry 26(4), 293314.

https://doi.org/10.1080/1047840X.2015.1064294

Gerrits, T., Van Rooij, F., Esho, T., Ndegwa, W., Goossens, J., Bilajbegovic, A.,
Jansen, A., Kioko, B., Koppen, L., & Migiro, S. K. (201Rfertility in the
Global South: Raising awareness and generating insights for policy and

practiceFacts, views & ision in ObGyn,

Geuens, J., Swinnen, T. W., Westhovens, R., de Vlam, K., Geurts, L., & Abeele, V.
V. (2016). A review of persuasive principles in mobile apps for chronic
arthritis patients: opportunities for improvemeh¥lIR mHealth and

uHealth 4(4), 6286.https://doi.org/10.2196/mhealth.6286

Gibney, S., Delaney, L., Codd, M., & Fahey, T. (201ifetime childlessness,
depressive mood and quality of life among older Europeézosal

Indicators Researgli30(1), 305323. https://doi.org/10.1007/s112d85

11771

Gold, J. M. (2013). The experiences of childfree and childless couples in a
pronatalistic society: Implications for family counseldree Family Journal

21(2), 223229.https://doi.org/10.1177/10668812468264



https://doi.org/10.1080/1047840X.2015.1064294
https://doi.org/10.2196/mhealth.6286
https://doi.org/10.1007/s11205-015-1177-1
https://doi.org/10.1007/s11205-015-1177-1
https://doi.org/10.1177/1066480712468264

References 265

Goritz, A. S. (2006). Incentives in web studies: Methodological issues and a review.
International Journal of Internet SciencK1), 58-70. http://jwolf-

ra.wdfiles.com/locatfiles/incentives/goritz 2006.pdf

Graham, M. (2015). Is Being Childless Detrimental to a Woman's Health and Well
Being Across Her Life Coursé@¥omen's Health Issue?y(2), 176184.

https://doi.org/https://doi.org/10.1016/j.whi.2014.12.002

Graham, M., Hill, E., Shelly, J., & Taket, A. (2013). Why ahddless women
childless? Findings from an exploratory study in Victoria, Austrabarnal

of social inclusion4(1), 70:89. https://doi.org/10.36251/j0si.63

Graham, M., McKenzie, H., Turnbull, B., & Taket, A. (2019). " Them and Us": The
Experience of Social Exclusion among Women without Children in Their
PostReproductive Yearslournal of Research in Gder Studies9(1), 71

104.https://doi.org/10.22381/JRGS9120193

Greene, M. E., & Biddlecom, A. (2000). Absent and problematic men:
Demographic accounts of male reproductive rdfegulation and

Development Revie®6(1), 81-115.https://doi.org/10.1111/j.1728

4457.2000.00081.x

Greil, A. L., & McQuillan, J. (2010). "Trying" times: Medicalization, intent, and
ambiguity in the definition of infertilityMedical Anthroplogy Quarterly

24(2), 137156.https://doi.org/10.1111/].1548387.2010.01094.x



http://jwolf-ra.wdfiles.com/local--files/incentives/goritz_2006.pdf
http://jwolf-ra.wdfiles.com/local--files/incentives/goritz_2006.pdf
https://doi.org/https:/doi.org/10.1016/j.whi.2014.12.002
https://doi.org/10.36251/josi.63
https://doi.org/10.22381/JRGS9120193
https://doi.org/10.1111/j.1728-4457.2000.00081.x
https://doi.org/10.1111/j.1728-4457.2000.00081.x
https://doi.org/10.1111/j.1548-1387.2010.01094.x

References 266

Greil, A. L., Schmidt, L., & Peterson, B. D. (2016). Understanding and treating the
psychosocial consequences of infertility Tine Oxord handbook of
perinatal psychologypp. 524547). Oxford University Press

https://doi.org/10.1093/oxfordhb/9780199778072.013.007

Grell, A. L., SlausofBlevins, K. S., Tiemeyer, S., McQuillan, J., & Shreffler, K. M.
(2016). A new way to estimate the potential unmet need for infertility
services among women in thimited StatesJournal of Women's Health

25(2), 133138.https://doi.org/10.1089/jwh.2015.5390

Greil, A. L., Sl auson Bl evins, K., & McQ
infertility: a review of recent literatur&ociology of Health and lliness

32(1), 146162.https://doi.org/10.111/j.14679566.2009.01213.X

Gresham, F. M., & Lopez, M. F. (1996). Social validation: A unifying concept for
schootbased consultatioresearch and practicBchool Psychology

Quarterly, 11(3), 204227.https://doi.org/10.1037/h0088930

Grossman, P., Niemann, L., Schmidt, S., & Walach, H. (2004). Mindfulpassd
stress reduction and health benefits: A raatalysisJournal of

Psychosomatic Researd@v/(1), 3543. https://doi.orgl0.1016/S0022

3999(03)0057&F

Grossoehme, D., & Lipstein, E. (2016). Analyzing longitudinal qualitative data: the

application of trajectgrand recurrent crossectional approacheBMC

Research Note9(1), 136.https://doi.org/10.1186/s131M1 619541


https://doi.org/10.1093/oxfordhb/9780199778072.013.007
https://doi.org/10.1089/jwh.2015.5390
https://doi.org/10.1111/j.1467-9566.2009.01213.x
https://doi.org/10.1037/h0088930
https://doi.org/10.1016/S0022-3999(03)00573-7
https://doi.org/10.1016/S0022-3999(03)00573-7
https://doi.org/10.1186/s13104-016-1954-1

References 267

Guest, G., Bunce, A., & Johnson, L. (2006). How many interviews are enough? An
experiment with data saturation and variabilfield methods18(1), 5982.

https://doi.org/10.1177/1525822X05279903

Haagen, E. C., Tuil, W., Hendriks, J., de Bru,P. J., Braat, D. D. M., & Kremer,
J. A. M. (2003). Current Internet use and preferences of IVF and ICSI
patients Human Reproductiqri8(10), 20732078.

https://doi.org/10.1093/humrep/deg423

Haase, C. M., Heckhausen, J., & Wrosch, C. (2013). Developmental regulation
across the life span: Toward a new synth&elopmental Psychology

49(5), %64. https://doi.org/10.1037/a0029231

Hadley, R. (2019a). The impact of male involuntary childlessisyshreg Journal

of Psychology58-64. https://doi.org/10.5281/zenodo.3236689

Hadley, R. (202 b) . 61 t ' sigmosntg dafo myhel ipfudeo or t he
networks of involuntarily childless older mekgeing & Societyl-26.

https://doi.org/10.1017/S0144686X19000837

Hadley, R., & Hanley, T. (2011). Involuntarily childless men and the desire for
fatherhoodJournal of Reproductive and Infant Psycholo2®(1), 5668.

https://doi.org/10.1080/02646838.2010.544294



https://doi.org/10.1177/1525822X05279903
https://doi.org/10.1093/humrep/deg423
https://doi.org/10.1037/a0029231
https://doi.org/10.5281/zenodo.3236689
https://doi.org/10.1017/S0144686X19000837
https://doi.org/10.1080/02646838.2010.544294

References 268

Hallis, L., Cameli, L., Dionne, F., & Knaep, B. (2016). Combining Cognitive
Therapy with Acceptance and Commitment Therapy for depression: A
manualized group therapjournal of Psychotherapy Integratio?6(2), 186.

https://doi.org/10.1037/int00028

Hammarberg, K., Collins, V., Holden, C., Young, K., & McLachlan, R. (2017).
Men's knowledge, attitudes and behaviours relating to fertitynan
Reproduction Update3(4), 458480.

https://doi.org/10.1093/humupd/dmx005

Hammarberg, K., Kirkman, M., & de Lacey, S. (2016). Qualitative research
methods: when to use them and how to judge tifeman Reproductign

31(3), 498501. https://doi.org/10.1093/humrep/dev334

Hammerli, K., Znoj, H., & Berger, T. (2010nternetbased support for infertile
patients: a randomized controlled studgurnal of Behavioral Medicine

33(2), 135146.https://doi.org/10.1007/s108658)9-92432

Hansen, T., Slagsvold, B., & Moum, T. (2009). Childlessness and Psychological
Well-Being in Midlife and Old Age: An Examination of Parental Status
Effects Across a Range ofu@omesSocial Indicators ResearcB4(2), 343

362.https://doi.org/10.1007/s11 248894261

Harris, R. (2013)Getting unstuck in ACT: A clinician's guide to overcoming
common obstacles in acceptance and commitment thexaspy Harbinger

Publications.


https://doi.org/10.1037/int0000028
https://doi.org/10.1093/humupd/dmx005
https://doi.org/10.1093/humrep/dev334
https://doi.org/10.1007/s10865-009-9243-2
https://doi.org/10.1007/s11205-008-9426-1

References 269

Harris, R., & Hayes, S. C. (201HACT Made Simple : An Eadyo-Read Primer on

Acceptance and Commitment Therajgw Harbinger Publications.

Harrison, C. (2012)Childbearing preferences and behaviour: Where are all the
men? [Unpublished doctoral thesi€ardiff University ].

http://orca.cardiff.ac.uk/id/eprint/44627

Hayes, S. C., & Hofmann, S. G. (2017). The third wave of cognitive behavioral
therapy and the rise pfocessbased caraNorld psychiatry : official journal
of the World Psychiatric Association (WRAR3), 245246.

https://doi.org/10.1002/wps.20442

Hayes, S. C., Levin, M. E., Plumdlardaga, J., Villatte, J. L., & Pistorello, J.
(2013). Acceptance and Commitment Therapy and Contextual Behavioral
Science: Examining the Progress of a Distinctive Mod&8edfavioral and
Cognitive TherapyBehavior Therapy44(2), 186198.

https://doi.org/https://doi.org/10.1016/j.beth.2009.08.002

Hayes, S. C., Luoma, J. B., Bond, F. W., Masuda, A., & Lillis, J. (2006). Acceptance
and commitment therapy: Model, processes and outcdeésviour
Research and Therap$4(1), 1-25.

https://doi.org/10.1016/j.brat.2005.06.006

Hayes, S. C., & Smith, S. (20P%s5et Out of Your Mind and Into Your Life: The New

Acceptance and Commitment Theragw Harbinger Publications.


http://orca.cardiff.ac.uk/id/eprint/44627
https://doi.org/10.1002/wps.20442
https://doi.org/https:/doi.org/10.1016/j.beth.2009.08.002
https://doi.org/10.1016/j.brat.2005.06.006

References 270

Hayes, S. C., Strosahl, K., Wilson, K. G., Bissett, R. T., Pistorello, J., Toarmino, D.,
Polusny, M. A., Dykstra, T. A., Batten, S. V., & iBan, J. (2004).
Measuring experiential avoidance: A preliminary test of a working model.
The Psychological Recorfi4(4), 553578.

https://doi.org/10.1007/BF03395492

Hayes, S. C., Strosahl, K. D., & Wilson, K. G. (201&)ceptance and Commitment
Therapy, Second Edition: The Process and Practice of Mindful Change
Guilford Publications.

https://books.google.co.uk/books?id=0g28 CWAAQBAJ

Hayes, S. C., Wilson, K. G., Gifford, K., Follette, V. M., & Strosahl, K. (1996).
Experiential avoidance and behavioral disorders: A functional dimensional
approach to diagnosis and treatmdournal of Consulting and Clinical

Psychology64(6), 1152 https://doi.org/10.1037/002206X.64.6.1152

Healy, H-A., BarnesHolmes, Y., Barnesiolmes, D., Keogh, C., Luciano, C., &
Wilson, K. (2008). An experimental test of a cognitive defusion exercise:

Coping with negative and positive ssthtementsThe Psychological

Record 58(4), 623640.https://doi.org/10.1007/BF03395641

Heckhausen, J., Wrosch, C., & Fleeson, W. (2001). Developmental regulation before
and after a developmental deadline: The sample case of" biological fock"
childbearingPsychology and Agind.6(3), 400.

https://doi.org/10.1037/0882974.16.3.400



https://doi.org/10.1007/BF03395492
https://books.google.co.uk/books?id=og28CwAAQBAJ
https://doi.org/10.1037/0022-006X.64.6.1152
https://doi.org/10.1007/BF03395641
https://doi.org/10.1037/0882-7974.16.3.400

References 271

Heckhausen, J., Wrosch, C., & Schulz, R. (2010). A motivational theory @iple
developmentPsychological Revieyl17(1), 3260.

https://doi.org/10.1037/a0017668

Heffner, L. J. (2004). Advanced maternal agew old is too oldNew England
Journal of Medicine351(19), 19271929.

https://www.nejm.org/doi/pdf/10.1056/NEJMp048087

Hendricks, R. K., & Borottisky, L. (2016). Emotional implications of metaphor:
consequences of metaphor framing for mindset about hardship. Proceedings

of the 38th Annual Conference of the Cognitive Science Society,

Hicks, S., Tinkler, L., & Allin, P. (2013). Measuring subjectivell-being and its
potential role in policy: Perspectives from the UK office for national
statistics Social Indicators Researcthl14(1), 7386.

https://doi.org/10.1007/s11248 30384 x

Hinton, L., Kurinczuk, J. J., & Ziebland, S. (2010). Infertility; isolation and the
Internet: A qualitative interview studatient Education and Counga,

81(3), 436441.https://doi.org/10.1016/j.pec.2010.09.023

Hinton, L., & Miller, T.( 201 3) . Mapping menbés anticipat
reproductive realm:(in) fertility journey®&eproductive Biomedicine Online

27(3), 244252 .https://doi.org/10.1016/].rbmo.2013.06.008



https://doi.org/10.1037/a0017668
https://www.nejm.org/doi/pdf/10.1056/NEJMp048087
https://doi.org/10.1007/s11205-013-0384-x
https://doi.org/10.1016/j.pec.2010.09.023
https://doi.org/10.1016/j.rbmo.2013.06.008

References 272

Hoerger, M. (2010). Participant dropout as a function of survey length in Internet
mediated university studies: Implications for study designvahshtary
participation in psychological resear@yberpsychology, behavior, and

social networking13(6), 69%700.https://doi.org/10.1089/cyber.2009.0445

Hoeymans, N., Garssen, A. A., Westert, G. P., & Verhaak, P. F. M. (2004).
Measuring mental health of the Dutch population: a comparison of the GHQ
12 and the MHb. Health and quality ofife outcomes2(1), 1-6.

https://doi.orq/10.1186/14¥75252-23

Hoffmann, T. C., Glasziou, ., Boutron, I., Milne, R., Perera, R., Moher, D.,
Altman, D. G., Barbour, V., Macdonald, H., & Johnston, M. (2014). Better
reporting of interventions: template for intervention description and
replication (TIDieR) checklist and guidBMJ, 348

https://doi.org/10.1136/bmj.g1687

Hogan, D. P., & Eggebeen, D. J. (1995). Sources of emergency help and routine
assistance in old ag8ocial Forces73(3), 917936.

https://doi.org/10.1093/sf/73.3.917

Hollon, S. D., Mufioz, R. F., Barlow, D. H., Beardslee, W. R., Bell, C. C., Berna
G., Clarke, G. N., Franciosi, L. P., Kazdin, A. E., & Kohn, L. (2002).
Psychosocial intervention development for the prevention and treatment of
depression: promoting innovation and increasing acBaskagical

Psychiatry 52(6), 613630.https://doi.org/10.1016/S006#223(02)01384



https://doi.org/10.1089/cyber.2009.0445
https://doi.org/10.1186/1477-7525-2-23
https://doi.org/10.1136/bmj.g1687
https://doi.org/10.1093/sf/73.3.917
https://doi.org/10.1016/S0006-3223(02)01384-7

References 273

Hone, L., Jarden, A., & Schofield, G. (201Bsychometric properties of the
Flourishing Scale in a New Zealand samfecial Indicators Research

1192), 10311045.https://doi.org/10.1007/s112@H8 3-0501-x

Hooper, D., Coughlan, J., & Mullen, M. (2007). Structural Equation Modeling:
Guidelines for Determining Model Fithe Electronic Journal of Business

Research Method$. https://doi.org/10.21427/D7CF7R

Hu, L-t., & Bentler, P. M. (1998). Fit indices in covariance structure modeling:
Sensitivity to underparameterized model misspecificatRsychological

Methods 3(4), 424 .https://doi.org/10.1037/108289X.3.4.424

Human, Fertilisation and Embryology Authority. (201Ghde of Practice Edition

9.0. London Retrieved frorttps//portal.nhfea.gov.uk/media/1605/2019-

03-codeof-practicedecembe?019.pdf

Human, Fertilisation and Embryology Authority. (202Bamily formations in
fertility treatment 2018: UK IVF and DI statistics for herosexual, female

samesex and single patientshttps://www.hfea.gov.uk/media/3234/family

formationsin-fertility -treatment2018.pdf

Human Fertilisation and Embryology Authori{2017).Fertility treatment 2017:

trends and figures.https://www.hfea.gov.uk/media/2894/fertilityeatment

201 *trendsandfiguresmay-2019.pdf



https://doi.org/10.1007/s11205-013-0501-x
https://doi.org/10.21427/D7CF7R
https://doi.org/10.1037/1082-989X.3.4.424
https://portal.hfea.gov.uk/media/1605/2019-12-03-code-of-practice-december-2019.pdf
https://portal.hfea.gov.uk/media/1605/2019-12-03-code-of-practice-december-2019.pdf
https://www.hfea.gov.uk/media/3234/family-formations-in-fertility-treatment-2018.pdf
https://www.hfea.gov.uk/media/3234/family-formations-in-fertility-treatment-2018.pdf
https://www.hfea.gov.uk/media/2894/fertility-treatment-2017-trends-and-figures-may-2019.pdf
https://www.hfea.gov.uk/media/2894/fertility-treatment-2017-trends-and-figures-may-2019.pdf

References 274

Hviid Malling, G. M., Pitsillos, T., Tydén, T., Hammarberg, K., Ziebe, S., Friberg,

B., & Schmidt, L. (2020). s6heindg it

intentions regarding family formatiorluman Fertility 1-9.

https://doi.org/10.1080/14647273.2020.1778803

Hynie, M., & Burns, L. H. (2006). Crossultural issues in infertility counseling. In

Infertility counseling: A comprehensive handbook for clinicigops 6182).

Cambridge University Press New York, NY.

lasiello, M., Van Agteren, J., & MuiCochrane, E. (2018). Evidence of the
Complete State Model of Mental Health: Implications on public policy and

practice. Abstract from Third International Conference on Wellbeing and

Public Policy, , Wellington, New Zealand.

Ibarra, F P., Mehrad, M., Mauro, M. D., Godoy, M. F. P., Cruz, E. G,,
Nilforoushzadeh, M. A., & Russo, G. I. (2020). Impact of the COXDD
pandemic on the sexual behavior of the population. The vision of the east and
the westinternational braz j ural46, 104112.

https://doi.org/10.1590/S164538.1BJU.2020.S116

Inhorn, M., & Van Balen, F. (2002)nfertility around the globe: New thinking on

childlessness, gender, and reproductive technologless of California

Press.


https://doi.org/10.1080/14647273.2020.1778803
https://doi.org/10.1590/S1677-5538.IBJU.2020.S116

References 275

Jacob, M. C., McQuillan, J., Greil, A. L., & White, L. (2003). Psychological distress
by type of fertility poblem.Fertility and Sterility 80, 51.

https://doi.org/10.1016/S004E282(03)0194K

Jalovaara, M., & Fasang, A. E. (2017). From never partnered to serial cohabitors:
Union trajectories to childlessness [ArticlBlemographic ResearcB6(1),

17031720.https://doi.org/10.409DemRes.2017.36.55

JanoffBulman, R., & Frantz, C. (1997). The impact of trauma on meaning: From
meaningless world to meaningful life. Tine tansfomation of meaning in

psychological therapies: Integrating theory and practice

Jeffries, S., & Konnert, C. (2002). Regret and psychologicatbeitig among
voluntarily and involuntarily childless women and mothé&ise International
Journal of Agig and Human Developmei(2), 83106.

https://doi.org/10.2190/J08MBVG-6PXM-0TTN

Johansson, M., Adolfsson, A., Berg, M., Francis, J., Hogstréom, L., Olof Janson, P.,
Sogn, J., & Hellstrom, AL. (2009). Quality of life for couplesi%.5 years
after unsuccessful IVF treatmeAicta Obstetricia et Gynecologica

Scandinavica88(3), 292300. https://doi.org/10.1080/00016340802705956

Johansson, M., & Berg, M. (2005). WoneaXperiences of childlessness 2 years
after the end of in vitro fertilization treatment [Articl§candinavian

Journal of Caring Science$9(1), 5863. https://doi.org/10.1111/].1471

6712.2@5.00319.x



https://doi.org/10.1016/S0015-0282(03)01940-X
https://doi.org/10.4054/DemRes.2017.36.55
https://doi.org/10.2190/J08N-VBVG-6PXM-0TTN
https://doi.org/10.1080/00016340802705956
https://doi.org/10.1111/j.1471-6712.2005.00319.x
https://doi.org/10.1111/j.1471-6712.2005.00319.x

References 276

Jones, C. A., Mehta, C., Zwinger man,
and perceptions of online fertility eclational materialFertility Research

and Practice6(1), 11.https://doi.org/10.1186/s4073820-000832

Kashdan, T. B., Barrios, V., Forsyth, J. P., & Steger, M. F. (2006). Experiential
avoidance as a generalized psychological vulnerability: Comparisons with
coping and emotion regulation strategi@shaviour Research and Therapy

44(9), 1301:-1320.https://doi.org/10.1016/].brat.2005.10.003

Kashdan, T. B., & Rottenberd, (2010). Psychological flexibility as a fundamental
aspect of healtlClinical Psychology Reviev@((7), 865878.

https://doi.org/10.1016/j.cpr.2010.03.001

Kauer, S. D., Mangan, C., & Sanci, L. (2014). Do online mental health services
improve helpseeking for young people? A systematic reviéaurnal of

Medical Internet Research6(3), €66.https://doi.org/10.2196/jmir.3103

Kazdin, A. E. (1977). Assessing the clinical or applied impagasf behavior
change through social validatiddehavior Modificationl1(4), 427452.

https://doi.org/10.1177/014544557714001

Keizer, R., Dykstra, P. A., & Jansen, M. D. (2008). Pathways into childlessness:
Evidence of gendered life course dynamicairnal of BiosociaBcience

40(6), 863878.https://doi.org/10.1017/S0021932007002660



https://doi.org/10.1186/s40738-020-00083-2
https://doi.org/10.1016/j.brat.2005.10.003
https://doi.org/10.1016/j.cpr.2010.03.001
https://doi.org/10.2196/jmir.3103
https://doi.org/10.1177/014544557714001
https://doi.org/10.1017/S0021932007002660

References 277

Keizer, R., Dyksta, P. A., & Poortman, AR. (2009). Life outcomes of childless
men and father&uropean sociological reviev26(1), 1-15.

https://doi.org/10.1093/esr/[cn080

Kei zer , R., & lvanova, K. (2017). Whatos
differential importance of couple dynamics for the wellbeing of childless men
and women in the Netherlands.@hildlesness in Europe: Contexts, causes,
and consequencé€pp. 313330). Springer, Cham.

https://doi.org/10.1007/978-319-4466#7_15

Kelders, S. M., Kok, R. N., Ossebaard, H. C., & Van GeiRgnen, J. E. W. C.
(2012). Persuasive System Design Does Matter: A Systematic Review of
Adherence to WelBased Interventionsiournal of Medical Intmet

Researchl4(6), e152https://doi.org/10.2196/jmir.2104

Kelly, M. J., Dunstan, F. D., Lloyd, K& Fone, D. L. (2008). Evaluating cutpoints
for the MHI-5 and MCS using the GH@2: a comparison of five different

methodsBMC Psychiatry8(1), 1-9. https://doi.org/10.1186/147244X-8-

10

Kelson, J., Rollin, A., Ridout, B., & Campbell, A. (2019). Interdetivered
acceptance and commitment therapy for anxiety treatment: systematic
review.Jourral of Medical Internet Researchl(1), e12530.

https://doi.org/10.2196/12530



https://doi.org/10.1093/esr/jcn080
https://doi.org/10.1007/978-3-319-44667-7_15
https://doi.org/10.2196/jmir.2104
https://doi.org/10.1186/1471-244X-8-10
https://doi.org/10.1186/1471-244X-8-10
https://doi.org/10.2196/12530

References 278

Kersting, A., Kroker, K., Schliat, S., Baust, K., & Wagner, B. (2011). Efficacy of
cognitive behavioral interndtased therapy in parents after the loss of a child
during pregnancy: pilot data from a randomized controlled &ighives of

women's mental health4(6), 465477.https://doi.org/10.1007/s0073¥11-

02404

Keyes, C. L. M. (2005). Mental illness andrfoental health? Investigating axioms of
the complete state model of healiburnal of Consulting and Clinical

Psychology73(3), 539.https://doi.org/10.1037/002206X.73.3.539

King, R. B. (2003). Subfecundity and anxiety in a nationally representative sample.

Social Science and Medicires(4), 739751.https://doi.org/10.1016/S0277

9536(02)00062

Kirkman, M. (2003). Infertile women and the narrative work of mourning: Barriers
to the revision of autobiographical narratives of motherhbladrative

inquiry, 13(1), 243262. https://doi.org/10.1075/rfi3.1.09Kir

Kirubarajan, A., Patel, P., Leung, S., Prethipan, T., & Sierra, S. (2021). Barriers to
fertility care for racial/ethnic minority grogpa qualitative systematic
review.F&S Reviews2(2), 150159.

https://doi.org/10.1016/j.xfnr.2021.01.001



https://doi.org/10.1007/s00737-011-0240-4
https://doi.org/10.1007/s00737-011-0240-4
https://doi.org/10.1037/0022-006X.73.3.539
https://doi.org/10.1016/S0277-9536(02)00069-2
https://doi.org/10.1016/S0277-9536(02)00069-2
https://doi.org/10.1075/ni.13.1.09kir
https://doi.org/10.1016/j.xfnr.2021.01.001

References 279

Kivity, Y., Tamir, M., & Huppert, J. D. (2016). Seticceptance of negative
emotions: the positive relationship with effective cognitive reappraisal.
International Journal of Cognitive Therap$(4), 279294.

https://doi.org/10.1521/ijct 2016 09 10

Kjaer, T., Albieri, V., Jensen, A., Kjaer, S. K., Johansen, C., & Dagoq. (2014).
Divorce or end of cohabitation among Danish women evaluated for fertility
problems Acta Obstetricia et Gynecologica Scandinay@3(3), 269276.

https://doi.org/10.1111/a09s.12317

Koert, E., & Daniluk, J. C. (2017). When time runs out: reconciling permanent
childlessness after delayed childbearibgurnal of Reproductive and Infant

Psychdogy, 35(4), 342352. https://doi.org/10.1080/02646838.2017.1320363

Kohli, M., & Albertini, M. (2009). Childlessness and intergenerational transfers:
what is at stakeRgeing & Society2%8), 11711183.

https://doi.org/10.1017/S0144686X09990341

Kdppen, K., Mazuy, M., & Toulemon, L. (201Thildlessness in France. In
Childlessness in Europe: Contexts, causes, and consequyppc&#95).

Springer, Chamhttps://doi.org/10.1007/9%8-319-4466#7

KoropeckyjCox, T., & Call, V. R. A. (2007). Characteristics of older childless
persons and parents: Crasational comparisongournal of family issues

28(10), 13621414 .https://doi.org/10.1177/0192513X07303837



https://doi.org/10.1521/ijct_2016_09_10
https://doi.org/10.1111/aogs.12317
https://doi.org/10.1080/02646838.2017.1320363
https://doi.org/10.1017/S0144686X09990341
https://doi.org/10.1007/978-3-319-44667-7
https://doi.org/10.1177/0192513X07303837

References 280

Kraaij, V., Garnefski, N., Fles, H., Brands, A., & vancht, S. (2016). Effects of a
self-help program on depressed mood for women with an unfulfilled child
wish. Journal of Loss and Traumal(4), 275285.

https://doi.org/10.1080/15325024.2015.105I745

Kraaij, V., Garnefski, N., & Schroevers, M. J. (2009). Coping, goal adjustment, and
positive and negative affect in definitive infetiliJournal of Health

Psychology14(1), 1826. https://doi.org/10.1177/1359105308097939

Kraaij, V., Garnefski, N., & Vlietstra, A. (2008). Cognitive coping and depressive
symptoms in definitive infertility: a prospective studgpurnal of
Psychosomatic Obstetrics & Gynecolpg9(1), 9-16.

https://doi.org/10.1080/01674820701505889

Krafft, J., Potts, S., Schoendorff, B., & Levin, M. E. (2019). A randomized
controlled trial ofmultiple versions of an acceptance and commitment
therapy matrix app for welbeing.Behavior Modification43(2), 246272.

https://doi.org/10.1177/0145445517748561

Krebs, P., Norcross, J. C., Nicholson, J. M., & Prochaska, J. O. (2018). Stages of
change and psychothea py out comes: A r dournakolv and

Clinical Psychology74(11), 19641979.https://doi.org/10.1002/jclp.22683



https://doi.org/10.1080/15325024.2015.1057451
https://doi.org/10.1177/1359105308097939
https://doi.org/10.1080/01674820701505889
https://doi.org/10.1177/0145445517748561
https://doi.org/10.1002/jclp.22683

References 281

Kreuter, M. W., Lukwago, S. N., Bucholtz, D. C., Clark, E. M., & Sanders
Thompson, V. (2003). Achieving cultural appropriateness in health
promotion programs: targeted and tailored approa¢teslth Education and

Behavior 30(2), 133146.https://doi.org/10.1177/1090198102251021

Kreyenfeld, M., & Konietzka, D. (207). Childlessness in Europe: Contexts, causes,

and consequenceSpringerhttps://doi.org/10.1007/978-319-4466 %7

Kruglova, K., O'Connell, S. B. L., Dawadi, S., Gelgoot, E. N., Miner, S. A., Robins,
S., Schinazi, J., & Zelkowitz, P. (2021). An mHealth App to Support Fertility
Patients Navigating the World of Infertility (Infotility): elopment and
Usability Study JMIR Form Res5(10), e28136.

https://doi.org/10.2196/28136

KuivasaariPirinen,P., KoivumaaHonkanen, H., Hippeldinen, M., Raatikainen, K.,
& Heinonen, S. (2014). Outcome of Assisted Reproductive Technology
(ART) and Subsequent Sd¥eported Life SatisfactiofPloS One9(11),

e112540https://doi.org/10.1371/journal.pone.0112540

Lachnit, I., Park, C. L., & George, L. S. (2020). Processing and Resolving Major
Life Stressors: An Examination of MeaniMaking StrategiesCognitive

Therapy and Research4(5), 10151024.https://doi.org/10.1007/s10608

020101107


https://doi.org/10.1177/1090198102251021
https://doi.org/10.1007/978-3-319-44667-7
https://doi.org/10.2196/28136
https://doi.org/10.1371/journal.pone.0112540
https://doi.org/10.1007/s10608-020-10110-7
https://doi.org/10.1007/s10608-020-10110-7

References 282

Lampic, C., Svanberg, A. S., Karlstrom, P., & Tyden, T. (2006). Fertility awareness,
intentions concerning childbearing, and attitudes towards parenthood among
female and male academics {fiate]. Human Reproductiqr21(2), 558564.

https://doi.org/10.1093/humrep/dei367

Lancastle, D., & Boivin, J. (2008). Feasibility, acceptability and benefits of-a self
administered positive reappraisal coping intervention (PRB&1) for
medical waiting periodddluman Reproductiqr23(10), 22992307.

https://doi.org/10.1093/humrep/den257

Larsen, M. E., Huckvale, K., Nicholas, J., Torous, J., Birrell, L., Li, E., & Reda, B.
(2019). Using science to sell apps: evaluation of mental health app store
quality claimsNPJ digital medicing2(1), 1-6.

https://doi.org/10.1038/s41748.9-0093 1

Latifnejad Roudsari, R., Allan, H. T., & Smith, P. A. (2014). Iraniad Bnglish
women's use of religion and spirituality as resources for coping with
infertility. Human Fertility 17(2), 114123.

https://doi.org/10.3109/14647273.2014.909610

Lau, N., O'Daffer, A., Colt, S., Joyce, P., Palermo, T. M., McCauley, E., &
Rosenberg, A. R. (2020). Android and iPhone Mobile Apps for Psychosocial
Wellness and S&iss Management: Systematic Search in App Stores and
Literature ReviewJMIR mHealth and uHeal{8(5), e17798.

https://doi.org/10.2196/17798



https://doi.org/10.1093/humrep/dei367
https://doi.org/10.1093/humrep/den257
https://doi.org/10.1038/s41746-019-0093-1
https://doi.org/10.3109/14647273.2014.909610
https://doi.org/10.2196/17798

References 283

Lazarus, R. S., & Folkman, S. (1988}ress, appraisal, and copinijew York:

Springer Publishing Company.

Lechner, L., Bolman, C., & Van Dalen, A. (2007). Definite involuntary
childlessness: associations between copindgaksgpport and psychological
distressHuman Reproductiqr22(1), 288294.

https://doi.org/10.1093/humrep/del327

Lee, G. L., Hui Choi, W. H., Chan, C. H. Y., Chan, C. L. W., & Ng, E. H. Y. (2009).
Life after unsuccessful IVF treatment in an assisted reproduction unit: a
qualitative analysis of gains through loss among Chinese persons in Hong
Kong.Human Reproductiqr24(8), 19201929.

https://doi.org/10.1093/humrep/dep091

Leridon, H. (2004). Can assisted reproduction technology compensate for the natural
decline in fertility with age? A model assessméhtman Reproductign

19(7), 15481553.https://doi.org/10.1093/humretgh304

Leridon, H. (2006). Demographic effects of the introduction of steroid contraception
in developed countriesluman Reproduction Updat&2(5), 603616.

https://doi.org/10.1093/humupd/dmli025

Letherby, G. (2012). o6l nfertilitydédand Oi I
ambivalences and resolutions.Understanding reproductive loss:
International perspctives on life, death and fertilifpp. 922).

https://doi.orq/10.4324/9781315549125



https://doi.org/10.1093/humrep/del327
https://doi.org/10.1093/humrep/dep091
https://doi.org/10.1093/humrep/deh304
https://doi.org/10.1093/humupd/dml025
https://doi.org/10.4324/9781315549125

References 284

Liefbroer, A. C. (2009). Changes in family size intentions across young adulthood:
A life-course perspectiv&uropean Journal of Population/Revue
européenne de Démographis(4), 363386.

https://doi.org/10L007/s1068M0891737

Linardon, J., & FulleiTyszkiewicz, M. (2020). Attrition and adherence in
smartphonelelivered interventions for memtaealth problems: A systematic
and metaanalytic reviewJournal of Consulting and Clinical Psycholqgy

88(1), 1.https://doi.org/10.1037/ccp0000459

Lissens, W., Mercier, B., Tournaye, H., Bonduelle, M., Ferec, C., Seneca, S.,
Devroey, P., Silber, S., Van Steirteghem, A., & Liebaers, I. (1996). Cystic
fibrosis and infertility caused by congenital bilaesbsence of the vas
deferens and related clinical entitieRiman Reproductigril(suppl_4), 55

80. https://doi.org/10.1093/humrep/11.suppl 4.55

Ludden, G. D. S., Kelders, S. M., & Snippert, B. H. J. (Eds.). (20143.is your

life! Springer.https://doi.org/10.1007/978-319-07127%5 16

Ludden, G. D. S., Van Rompay, T. J. L., Kelders, S. M., & van Gemgen, J. E.
W. C. (2015). How to increase reach and adherence cbhasbd
interventions: a design research viewpaiotrnal of Medical Internet

Researchl7(7), el72https://doi.org/10.2196/jmir.4201



https://doi.org/10.1007/s10680-008-9173-7
https://doi.org/10.1037/ccp0000459
https://doi.org/10.1093/humrep/11.suppl_4.55
https://doi.org/10.1007/978-3-319-07127-5_16
https://doi.org/10.2196/jmir.4201

References 285

Luppi, F., Arpino, B., & Rosina, A. (2020). The impact of COVID on fertility
plars in Italy, Germany, France, Spain, and the United Kingdom.
Demographic Research3, 13991412.

https://doi.org/10.4054/DemRes.2020.43.47

Lyubomirsky, S., Sheldon, K. M., & Schkade, D. (2005). Pursuing happiness: The
architecture of sustainable chanBeview of General Psycholqo@(2), 111

131.https://doi.org/10.1037/1088680.9.2.111

Mac Dougall, K., Beyene, Y., & Nachtigall
bi ol ogy edanddisadvantaggs of fitshe parenting after age 40
using in vitro fertilizationHuman Reproductiqr27(4), 10581065.

https://doi.org/10.1093/humrep/des007

Mali k, S., & Coulson, N. S. (2010). O6The\
didn't belong anymored: an explorati ol
support seekinglournalof Psychosomatic Obstetrics & Gynecolp8i(3),

140-149. https://doi.org/10.3109/0167482X.2010.504870

Malik, S. H., & Coulson, N. S. (2008). Computeediated infertility support
groups: An exploratory study of online experiené&stient Education and

Counseling73(1), 105113.https://doi.org/10.1016/j.pec.2008.05.024

Malik, S. H., & Coulson, N. S. (2013). Coming to terms with permanent involuntary
childlessness: Ahenomenological analysis of bulletin board postings.

https://doi.org/10.23668/psycharchives.1369



https://doi.org/10.4054/DemRes.2020.43.47
https://doi.org/10.1037/1089-2680.9.2.111
https://doi.org/10.1093/humrep/des007
https://doi.org/10.3109/0167482X.2010.504870
https://doi.org/10.1016/j.pec.2008.05.024
https://doi.org/10.23668/psycharchives.1369

References 286

Manderscheid, R. W., Ryff, C. D., Freeman, E. J., McKnfght, L. R., Dhingra,
S., & Strine, T. W. (2010). Evolving definitions of mental illness and
wellnessPreventing Chronic Diseas@&(1), A19.

http://www.cdc.gov/pcd/issues/2010/jan/09 0124.htm

MaS2kovsg§, H. (2021). Menodés Explanations |
perspective Sociological Research Onlin@3607804211040094.

https://doi.org/10.1177/13607804211040094

Martinez, G. M., Chandra, A., Abma, J. C., Jones, J., & Mosher, W. D. (2006).
Fertility, contraception, and fatherhood: Data on men and women from cycle
six of the 2002 National Survey of Family GrowthMital and Health
Statistics, Serge23: Data from the National Survey of Family Grool.

23, pp. 1142).

Martins, M. V., Vassard, D., Hougaard, C. &., & Schmidt, L. (2018). The impact of
ART on union dissolution: a registbased study in Denmark 192D10.
Human Reproductiqr833(3), 434-440.

https://doi.org/10.1093/humrep/dey002

Mascarenhas, M. N., Flaxman, S. R., Boermayanderpoel, S., & Stevens, G. A.
(2012). National, regional, and global trends in infertility 1990: A systematic
analysis of 277 prevalence since health surveieS Medicing9(12).

https://doi.0g/0.1371/journal.pmed.1001356



http://www.cdc.gov/pcd/issues/2010/jan/09_0124.htm
https://doi.org/10.1177/13607804211040094
https://doi.org/10.1093/humrep/dey002
https://doi.org/0.1371/journal.pmed.1001356

References 287

Masuda, A., Feinstein, A. B., Wendell, J. W., & Sheehan, S. T. (2010). Cognitive
defusion versus thought diattion: A clinical rationale, training, and
experiential exercise in altering psychological impacts of negative self
referential thoughtdBehavior Modification34(6), 520538.

https://doi.org/10.1179145445510379632

Masuda, A., Hayes, S. C., Sackett, C. F., & Twohig, M. P. (2004). Cognitive
defusion and selfelevant negative thoughts: Eraing the impact of a
ninety year old techniqu®ehaviour Research and Therag@(4), 477485.

https://doi.org/10.1016/|.brat.2003.10.008

Mathews, T. J., & Hamilton, B. E. (2009elayed childbearing; more women are
having their first child later in lifeU.S. Department of Health and Human
Services, Centers for Disease Control arel/@ntion, National Center for

Health Statistics.

Matthews, R., & Matthews, A. M. (1986). Infertility and involuntary childlessness:
The transition to nonparenthoabhurnal of Marriage and the Family8(3),

641-649. https://doi.org/10.2307/352050

Maximova, K., & QuesneVallée, A. (2009). Mental health consequences of
unintended childlessness and unplanned births: Gender differences and life
course dynamicsSocial Science and Medicig8(5), 856857.

https://doi.org/10.1016/j.socscimed.2008.11.012



https://doi.org/10.1177/0145445510379632
https://doi.org/10.1016/j.brat.2003.10.008
https://doi.org/10.2307/352050
https://doi.org/10.1016/j.socscimed.2008.11.012

References 288

Mayr, S., Erdfelder, E., Buchner, A., & Faul, F. (2007). A short tutorial of GPower.
Tutorials in quantitative methods for psycholpg§2), 5159.

https://doi.org/10.20982/tamp.03.2.p051

McCall, H. C., Hadjistavropoulos, H. D., & Sundstré@,R. F. (2021). Exploring
the Role of Persuasive Design in Unguided InteBwltvered Cognitive
Behavioral Therapy for Depression and Anxiety Among Adults: Systematic
Review, Metaanalysis, and MeteegressionJournal of Medical Internet

Research23(4), e26939https://doi.org/10.2196/26939

McCarthy, M. P. (2008). Women's lived experience of infertility aftesuccessful
medical intervention [Article]Journal of Midwifery & Womens Health

53(4), 319324.https://doi.org/10.1016/].jmwh.2007.11.004

McCracken, L. M., Chilcot, J., & Norton, S. (2015). Further development in the
assessment of psychological flexibility: a shortened Committed Action
Questionnaire (CAEB). European Journal of Pain @indon, England)

19(5), 67#685.https://doi.org/10.1002/ejp.589

Mclintosh, D. N., Silver, R. C., & Wortman, C. B. (1993). Religion's role in
adjustment to a negative life event: coping with the loss of a dlaldnal of
Personality and Social Psycholodb(4), 812821.

https://doi.org/10.1037/0022514.65.4.812



https://doi.org/10.20982/tqmp.03.2.p051
https://doi.org/10.2196/26939
https://doi.org/10.1016/j.jmwh.2007.11.004
https://doi.org/10.1002/ejp.589
https://doi.org/10.1037/0022-3514.65.4.812

References 289

McLernon, D. J., Steyerberg, E. W., te Velde, E. R., Lee, A. J., & Bhattacharya, S.
(2016. Predicting the chances of a live birth after one or more complete
cycles of in vitro fertilisation: population based study of linked cycle data

from 113 8BMI3355nu%7Bbetps://doi.org/10.1136/bmj.i5735

Mc Quillan, J., Greil, A. L. ,zleBK.Ce& fl er ,
Hathcoat, J. D. (2012). Does the reason matter? Variations in childlessness
concerns among US womelaurnal of marriage and famijy4(5), 1166

1181 .https://doi.org/10.1111/jA41-3737.2012.01015.x

Mel vill e, K. M., Casey, L. M., & Kavanagl
based treatment for psychologidiordersBritish Journal of Clinical

Psychology49(4), 455471.https://doi.org/10.1348/014466509X472138

Menning, B. E. (1980). The emotional needs of infertile coupleility and

Sterility, 34(4), 313319.https://doi.org/10.1016/S004E82(16)45034

Meyers, A. J., & Domar, A. D. (2021). Reseastipported mobile applications and
internetbased technologies to mediate the psychological effects of infertility:
areview.Reproductive Biomedicine Onlid2(3), 679685.

https://doi.org/10.1016/j.rbmo0.2020.12.004

Miall, C. E. (1986). The stigma of involuntary childlessn&xcial Problems33(4),

268-282.https://doi.org/10.2307/800719



https://doi.org/10.1136/bmj.i5735
https://doi.org/10.1111/j.1741-3737.2012.01015.x
https://doi.org/10.1348/014466509X472138
https://doi.org/10.1016/S0015-0282(16)45031-4
https://doi.org/10.1016/j.rbmo.2020.12.004
https://doi.org/10.2307/800719

References 290

Michael, S. T., & Snyder, C. R. (2005). Getting unstuck: The roles of hope, finding
meaning, and rumination in the adjustment to bereavement among college
studentsDeath Studie29(5), 435458.

https://doi.org/10.1080/07481180590932544

Michie, S., & Abraham, C. (2004). Interventions to change health behaviours:
evidencebased or evidene@aspired?Psychology & Health19(1), 2949.

https://doi.org/10.1080/0887044031000141199

Michie, S., & Abraham, C. (2008). Advancing the science of behaviour change: A

plea for scientific reportinghttps://doi.org/10.1111/1.1360

0443.2008.02291 .x

Miettinen, A., Rotkirch, A., Szalma, |., Donno, A., & TamuM.-L. (2015).
Increasing childlessness in Europe: Time trends and country differences.
Families and Societies. Working Paper Sergs

http://www.familiesandsocieties.eu/wp

content/uploads/2015/03/WP33MiettinenEtAI2015.pdf

Mills, M., Rindfuss, RR., McDonald, P., te Velde, E., on behalf of the, E. R., &
Society Task, F. (2011). Why do people postpone parenthood? Reasons and
social policy incentivedduman Reproduction Updat&7(6), 848860.

https://doi.org/10.1093/humupd/dmr026



https://doi.org/10.1080/07481180590932544
https://doi.org/10.1080/0887044031000141199
https://doi.org/10.1111/j.1360-0443.2008.02291.x
https://doi.org/10.1111/j.1360-0443.2008.02291.x
http://www.familiesandsocieties.eu/wp-content/uploads/2015/03/WP33MiettinenEtAl2015.pdf
http://www.familiesandsocieties.eu/wp-content/uploads/2015/03/WP33MiettinenEtAl2015.pdf
https://doi.org/10.1093/humupd/dmr026

References 291

Mindes, E. J., Ingram, K. M., Kliewer, W., & James, C. A. (2003). Longitudinal
analyses of the relationshiptiv@en unsupportive social interactions and
psychological adjustment among women with fertility probleBuial

Science and Medicing6(10), 21652180.https://doi.org/10.1016/S0277

9536(02)0022%6

Mo, P. K. H., & Coulson, N. S. (2014). Are online support groups always beneficial?
A qualitative exploration of the empowering and dipewering processes of
participation within HIV/AIDSrelated online support grougdsaternational
Journal of Nursing Studie§1(7), 983993.

https://doi.org/https://doi.org/10.16/}.ijnurstu.2013.11.006

Moher, D., Hopewell, S., Schulz, K. F., Montori, V., Ggtzsche, P. C., Devereaux, P.
J., Elboure, D., Egger, M., & Altman, D. G. (2012). CONSORT 2010
explanation and elaboration: Updated guidelines for reporting parallel group
randomised trialdnternational Journal of Surgeryl0(1), 2855.

https://doi.org/10.1016/}.ijsu.2011.10.001

Moore, G. F., Audrey, S., Barker, M., Bond, L., Bonell, C., Hardeman, W., Moore,
L., O6Cathain, A., Tinati, T., & Wight
complex interventions: Medical Research Council guidabgl, 350

h1258.https://doi.org/10.1136/bmj.h1258



https://doi.org/10.1016/S0277-9536(02)00221-6
https://doi.org/10.1016/S0277-9536(02)00221-6
https://doi.org/https:/doi.org/10.1016/j.ijnurstu.2013.11.006
https://doi.org/10.1016/j.ijsu.2011.10.001
https://doi.org/10.1136/bmj.h1258

References 292

Moreno, C., Wykes, T., Galderisi, S., Nordentoft, M., Crossley, N., Jones, N.,
Cannon, M., Coriig C. U., Byrne, L., & Carr, S. (2020). How mental health
care should change as a consequence of the CQVYEandemicThe

Lancet Psychiatryhttps://doi.org/10.1016/S224%66(20)30302

Morgan, T. (2007). Turner syndrome: diagnosis and manageAraertican Family

Physician 76(3), 405417.

MouraRamos, M., Gameiro, S., CanawrM. C., Soares, ., & Santos, T. A.
(2012). The indirect effect of contextual factors on the emotional distress of
infertile couplesPsychology & Health27(5), 533549.

https://doi.org/10.10808870446.2011.598231

Muller, 1., Santer, M., Morrison, L., Morton, K., Roberts, A., Rice, C., Williams, M.,
& Yardley, L. (2019). Combiningyualitative research with PPI: reflections
on using the persebased approach for developing behavioural interventions.
Research involvement and engagen&(if), 1-8.

https://doi.org/10.1186/s4094119-01698

My nar sk a, M., Matysiak, A., Rybi Eska,
Diverse paths into childlessness over the life coukdeances in Life Course

Research25, 3548. https://doi.org/10.1016/j.alcr.2015.05.003

Nakamura, Y., & Orth, U. (2005). Acceptance as a Coping Reaction: Adaptive or

not?Swiss Journal of Psychology4, 281-292. https://doi.org/10.1024/1421

0185.64.4.281


https://doi.org/10.1016/S2215-0366(20)30307-2
https://doi.org/10.1080/08870446.2011.598231
https://doi.org/10.1186/s40900-019-0169-8
https://doi.org/10.1016/j.alcr.2015.05.003
https://doi.org/10.1024/1421-0185.64.4.281
https://doi.org/10.1024/1421-0185.64.4.281

References 293

Nastasi, B. K., & Truscott, S. D. (2000). Acceptability research in school
psychology: Current trends and future directid@shool Psychology

Quarterly, 152), 117122 https://doi.org/10.1037/h0088781

National Institute for, H., & Care, E. (201 Fertility problems: assessment and

treatment(1473100291)www.nice.org.uk/guidance/cg156

National Institute for Health Research, N. (2012). NIHR evaluation, trials and

studies coordination centre: Glossary.Htips://www.nihr.ac.uk/about

us/glossary.htm?letter=N&postcateqor{/=

Neff, K. (2003). SeHcompassion: An alternative conceptualization of a healthy
attitude toward onesel§elf and identity2(2), 85101.

https://doi.org/10.1080/153860309032

Neff, K., & Tirch, D. (2013). Seltompassion and ACT. Ikindfulness,
acceptance, and positive psychology: The seven foundationd -difeive

(pp. 78106). New Harbinger Publications.

Neff, K. D., Hsieh, Y-P., & Dejitterat, K. (2005). Selfompassion, achievement
goals, and coping with academic failugelf and identity4(3), 263287.

https://doi.org/10.1080/13576500444000317

Newton, C. R., Sherrard, W., & Glavac, I. (1999). The Fertility Problem Inventory:
measuring perceived infertilitselated stresd=ertility and Sterility, 72(1),

54-62. https://doi.org/10.1016/S001(282(99)001648



https://doi.org/10.1037/h0088781
www.nice.org.uk/guidance/cg156
https://www.nihr.ac.uk/about-us/glossary.htm?letter=N&postcategory=-1
https://www.nihr.ac.uk/about-us/glossary.htm?letter=N&postcategory=-1
https://doi.org/10.1080/15298860309032
https://doi.org/10.1080/13576500444000317
https://doi.org/10.1016/S0015-0282(99)00164-8

References 294

Nisén,J., Martikainen, P., Silventoinen, K., & Myrskyla, M. (2014). Aspeecific
fertility by educational level in the Finnish male cohort born 15@0
Demographic ResearcB1(5), 119136.

https://doi.or@gl0.4054/DemRes.2014.31.5

O6Cathain, A., Murphy, E., & Nichol I,

data in mixed methods studi&MJ, 341 https://doi.org/10.1136/bmj.c4587

Ockhuijsen, H., van den Hoogen, A., Eijkemans, M., Macklon, N., & Boivin, J.
(2014a). Clarifying the benefits of the positive reappraisal coping
intervention for women waiting for the outcome of IMFuman

Reproduction29(12), 27122718.https://doi.org/10.1093/humrep/deu253

Ockhuijsen, H., van den Hoogen, A., Eijkemans, M., Macklon, N., & Boivin, J.
(2014b). The impact of a sedfdministered coping intervention on emotional
well-being in women awaiting the outcome of IVF treatment: a randomized
controlled trial. Human Reproductiqr2(7), 14591470.

https://doi.org/10.1093/humrep/deu093

OinasKukkonen, H., & Harjumaa, M. (2009). Persuasive systems design: Key
issues, process model, and system feat@@smunications of the
Association for Information Systen2g(1), 28.

https://doi.org/0.17705/1CAIS.02428



https://doi.org/10.4054/DemRes.2014.31.5
https://doi.org/10.1136/bmj.c4587
https://doi.org/10.1093/humrep/deu253
https://doi.org/10.1093/humrep/deu093
https://doi.org/10.17705/1CAIS.02428

References 295

Palan, S., & Schitter, C. (2018). Prolificcaé\ subject pool for online experiments.
Journal of Behavioral and Experimental Rimce 17, 22-27.

https://doi.org/10.1016/j.jbef.2017.12.004

Park, C. L. (2005). Relign as a meaningiaking framework in coping with life
stressJournal of Social Issue§1(4), 7071 729.

https://doi.org/10.1111/].1548560.2005.00428.x

Park, C. L. (2010). Making Sense of the Meaning Literature: An Integrative Review
of Meaning Making and Its Effects on Adjustment to Stressful Life Events.

Psychological Bullen, 1362), 25%301.https://doi.org/10.1037/a0018301

Park, C. L., & Folkman, S. (1997). Meaning in ttumtext of stress and coping.

Review of General Psycholady2), 115.https://doi.org/10.1037/1089

2680.1.2.115

Park, J., & Baumeister, R. F. (2017). Meaning in life and adjustment to daily
stressorsThe Journal of Positive Psycholgdy?(4), 333341.

https://doi.org/10.1080/17439760.2016.1209542

Paul, M. S., Berger, R., Berlow, NRovnefFerguson, H., Figlerski, L., Gardner, S.,
& Malave, A. F. (2010). Posttraumatic growth and social support in
individuals with infertility. Human Reproductiqr25(1), 133141.

https://doi.org/1A.093/humrep/dep367



https://doi.org/10.1016/j.jbef.2017.12.004
https://doi.org/10.1111/j.1540-4560.2005.00428.x
https://doi.org/10.1037/a0018301
https://doi.org/10.1037/1089-2680.1.2.115
https://doi.org/10.1037/1089-2680.1.2.115
https://doi.org/10.1080/17439760.2016.1209542
https://doi.org/10.1093/humrep/dep367

References 296

Payne, N., Seenan, S., & van den Akker, O. (2019a). Experiences and psychological
distress of fertility treatment and employmeldurnal of Psychosomatic
Obstetrics & Gynecology((2), 156165.

https://doi.org/10.1080/0167482X.2018.1460351

Payne, N., Seenan, S., & van den Akker, O. (2019b). Experiences of involuntary
childlessness and treatment in the UK: what has changed in 20 ljeans

Fertility, 1-8. https://doi.org/10.1080/14647273.2019.1687946

Peer, E., Brandimarte, L., Samat, S., & Acquisti, A. (2017). Beyond the Turk:
Alternative platforms for crowdsourcing behavioral reseatohrnal of
Experimental Social Psychologg0, 153163.

https://doi.org/10.1016/|.jesp.2017.01.006

Petersen, G. L., Blenstrup, L. T., Peterson, B. D., Knudsen, L. B., & Schmidt, L.
(2015). Impact of childlessness on life and attitudes towards continuation of
medically assisted repradtion and/or adoptiorduman Fertility 18(2),

121-127.https://d0i.0rg/10.3109/14647273.2015.1006691

Peterson, B. D., & Eifert, G. H. (2011). Using acceptance and commitment therapy
to treat infertility stresCognitive and Behavioral Practic&8(4), 577587.

https://doi.org/10.1016/j.cbpra.2010.03.004



https://doi.org/10.1080/0167482X.2018.1460351
https://doi.org/10.1080/14647273.2019.1687946
https://doi.org/10.1016/j.jesp.2017.01.006
https://doi.org/10.3109/14647273.2015.1006691
https://doi.org/10.1016/j.cbpra.2010.03.004

References 297

Peterson, B. D., Newton, C. R., RosenH, & Skaggs, G. E. (2006). Gender
differences in how men and women who are referred for IVF cope with
infertility stressHuman Reproductiqr21(9), 24432449.

https://doi.org/10.1093/humrep/dell145

Peterson, B. D., Pirritano, M., Christensen, U., Boivin, J., Block, J., & Schmidt, L.
(2009). The longitudinal impact of partner coping in coupldsviohg 5
years of unsuccessful fertility treatmertsiman Reproductiqr24(7), 1656

1664.https://doi.org/10.1093/humrep/dep061

Pinborg, A., Hougaard, C. O., Nyboe Andersen, A., Molbo, D., & Schmidt, L.
(2009). Prospective longitudinal cohort study on cumulatiyedr delivery
and adoption rates among 1338 couples initiating infertility treatment.
Human Reproductiqr24(4), 991999.

https://doi.org/10.1093/humrep/den463

Pinquart, M. (2003)Loneliness in married, widowed, divorced, and navearried
older adultsJournal of Social and personal relationshigé(1), 31:53.

https://doi.org/10.1177/02654075030201002

Prigerson, H. G., Horowitz, M. J., Jacobs, S. C., Parkes, C. M., Aslan, M., Goodkin,
K., Raphael, B., Marwit, S. J., Wortman, C., Neimeyer, R. A., Bonanno, G.
A., Block, S. D., Kissane, D., Boelen, P., Maercker, A, Litz, B. T., Johnson,
J. G., First, M. B., & Maciejewski, P. K. (2009). Prolonged grief disorder:
Psychometric validation of criteria proposed for DSMind ICD-11.PL0S

Medicine 6(8), e1000121https://doi.org/10.1371/journal.pmed.1000121



https://doi.org/10.1093/humrep/del145
https://doi.org/10.1093/humrep/dep061
https://doi.org/10.1093/humrep/den463
https://doi.org/10.1177/02654075030201002
https://doi.org/10.1371/journal.pmed.1000121

References 298

Prochaska, J. O., DiClemente, C. C., Velit®r,F., & Rossi, J. S. (1993).
Standardized, individualized, interactive, and personalizecheif
programs for smoking cessatidthealth Psychologyl2(5), 399.

https://doi.org/10.1037//027813312.5.399

Prochaska, J. O., & Norcross, J. C. (2001). Stages of chasgehotherapy: theory,

research, practice, training38(4), 443.https://doi.org/10.1037/0033

3204.38.4.443

Prochaska, J. O., & Velicer, W. (1997). The transtheoretical model of health
behavior changéAmerican Journal of Health Promotiph2(1), 3848.

https://doi.org/10.4278/0890171-12.1.38

Qu, L., Weston, R., & Kilmartin, C. (2000). Effects of changing personal

relationships on decisions about having childFeaamily Matters 57, 14-19.

Raes, F., Pommier, E., Neff, K. D., & Van Gucht, D. (2011). Construction and
factorial wvalidation of a Glhieart form
Psychology & Psychotherapy8(3), 250255.

https://doi.@g/10.1002/cpp.702

Rahal, G. M., & Gon, M. C. C. (2020). A Systematic Review of Values Interventions
in Acceptance and Commitment Therajnternationaljournal of
psychology and psychological thera@®(3), 355372.

https://ijpsy.com/volumen20/num3/557&gstematiereview-of-values

interventionsEN.pdf



https://doi.org/10.1037/0278-6133.12.5.399
https://doi.org/10.1037/0033-3204.38.4.443
https://doi.org/10.1037/0033-3204.38.4.443
https://doi.org/10.4278/0890-1171-12.1.38
https://doi.org/10.1002/cpp.702
https://ijpsy.com/volumen20/num3/557/a-systematic-review-of-values-interventions-EN.pdf
https://ijpsy.com/volumen20/num3/557/a-systematic-review-of-values-interventions-EN.pdf

References 299

RaqueBogdan, T. L., & Hoffman, M. A. (2015). The relationship among infertility,
self-compassionand weltbeing for women with primary or secondary
infertility. Psychology of Women QuarterB9(4), 484496.

https://doi.org/10.1177/0361684315576208

Remennick, L. (2000). Childless in the land of imperative motherhood: Stigma and
coping among infertile Israeli womeBex RolesA3(11), 821841.

https://doi.org/10.1023/A:1011084821700

Riggs, D. W., & Bartholomaeus, C. (2018). "It's just what you do": Australian
middle-class hatrosexual couples negotiating compulsory parenthood
[Article]. Feminism & Psychology8(3), 373389.

https://doi.org/10.1177/0959353516675637

Robertson, I., Ogundiran, O., & Cheong, Y. (2021). Digital support tools for fertility
patients’ a narrative systematic revietduman Fertility, 1-10.

https://doi.org/10.1080/14647273.2021.1953711

Rockliff, H. E., Lightman, S. L., Rhidian, E., Buchanan, H., Gordon, U., & Vedhara,
K. (2014). A systematic review of psychosocial factors associated with
emotional adjustment in in vitro fertilization patierttiiman Reproduction

Update 20(4), 594613.https://doi.org/10.1093/humupd/dmu010

Rosenstock, I. M. (1974). Historical origins of the health belief matkslth
Education Monograph2(4), 328335.

https://doi.org/10.1177/109019817400200403



https://doi.org/10.1177/0361684315576208
https://doi.org/10.1023/A:1011084821700
https://doi.org/10.1177/0959353516675637
https://doi.org/10.1080/14647273.2021.1953711
https://doi.org/10.1093/humupd/dmu010
https://doi.org/10.1177/109019817400200403

References 300

Rotkirch, A., & Miettinen, A. (2017). Childlessness in FinlandChildlessness in
Europe: Contexts, Causes, and Consequefpesl39158). Springer,

Cham.https://doi.org/10.1007/978-319-4466F7 7

Rusch, N., Angermeyer, M. C., & Corrigan, P. W. (2005). Mental illness stigma:
Concepts, consequences, and initiatives to reduce stifumapean

Psychiatry 20(8), 529539. https://doi.org/10.1016/j.eurpsy.2005.04.004

Ry bska{., & Morgan, S. P. (2019). Childless Expectations and Childlessness
Over the Life CourseSocial Forces97(4), 15711602.

https://doi.org/10.1093/sf/soy098

Sabatelli, R. M., Meth, R. L., & Gavazzi, S. M. (1988). Factors mediating the
adjustment to involuntary childlessneBamily relations 338343.

https://doi.org/10.2307/584573

Schmidt, L., Sobotka, T., Bentzen, J. G., Nyboe Andersen, A., Reproduction, E., &
Society Task, F. (2012). Demographic anedical consequences of the
postponement of parenthodduman Reproduction Updat&8(1), 2943.

https://doi.org/10.1093/humupd/dmr040

Sears, S. R., Stanton, A. L., & Dandftirg, S. (2003). The yellow brick road and
the emerald city: benefit finding, positive reappraisal coping and
posttraumatic growth in women with eadtage breast cancetealth

Psychology22(5), 487.https://doi.org/10.1037/0278133.22.5.487



https://doi.org/10.1007/978-3-319-44667-7_7
https://doi.org/10.1016/j.eurpsy.2005.04.004
https://doi.org/10.1093/sf/soy098
https://doi.org/10.2307/584573
https://doi.org/10.1093/humupd/dmr040
https://doi.org/10.1037/0278-6133.22.5.487

References 301

Sekhon, M., Cawright, M., & Francis, J. J. (2017). Acceptability of healthcare
interventions: an overview of reviews and development of a theoretical
framework.BMC Health Services Researdi7(1), 88.

https://doiorg/10.1186/s12916817-2031-8

Sewall, G., & Burns, L. H. (2006). Involuntary childlessnessnfertility
counseling: A comprehensive handkdor clinicians(pp. 411427).

Cambridge University Press.

Sheldon, K. M., Ryan, R. M., Deci, E. L., & Kasser, T. (2004). The independent
effects of goal contents and motivesonwviek i n g : Il tds both
and why you pursue iBersonality andsocial Psychology Bulletji30(4),

475486.https://doi.org/10.1177/0146167203261883

Sheeffler, K. M., Tiemeyer, S., Dorius, C., Spierling, T., Greil, A. L., & McQuillan,
J. (2016). Infertility and fertility intentions, desires, and outcomes among US
women.Demographic ResearcB85(39), 11491168.

https://doi.org/10.4054/DemRes.2016.35.39

Skinner, C. S., Tiro, J., & Champion, V. L. (2015). The Health Belief Model. In
Health belavior: Theory, research, and practice, 5th gab. 7594). Jossey

Bass/Wiley.

wh


https://doi.org/10.1186/s12913-017-2031-8
https://doi.org/10.1177/0146167203261883
https://doi.org/10.4054/DemRes.2016.35.39

References 302

Skivington, K., Matthews, L., Simpson, S. A., Craig, P., Baird, J., Blazeby, J. M.,
Boyd, K. A., Craig, N., French, D. P., McIntosh, E., Petticrew, M., Rycroft
Malone, J., Whi, M., & Moore, L. (2021). A new framework for developing
and evaluating complex interventions: update of Medical Research Council

guidanceBMJ, 374, n2061 https://doi.org/10.1136/bmj.n2061

Slade, P., O'neill, C., Simpson, A. J., & Lashen, H. (2007). The relationship between
perceived stigma, disclosure patterns, support and distress in new attendees at
an infertility clinic. Human Reproductiqr22 8 23092317.

https://doi.org/10.1093/humrep/dem115

Smith-Merry, J., Goggin, G., Campbell, A., McKenzie, K., Ridout, B., & Baylosis,
C. (2019). Social Connection and Online Engagement: Insights From
Interviews With Users of a Mental Health Online ForuiIR Ment Health

6(3), €11084https://doi.org/10.2196/11084

Smith, A. D. A. C., Gromski, P. S., Rashid, K. A., Tilling, K., Lawlor, D. A., &
Nelson, S. M. (2020). Population implications of cessation of IVF during the
COVID-19 pandemicReproductie Biomedicine Onlinet1(3), 428430.

https://doi.org/10.1016/j.rbmo.2020.07.002

Solotka, T. (2017). Childlessness in Europe: Reconstructingtiemg trends among
women born in 1900L972. InChildlessness in Europe: Contexts, causes,

and consequencépp. 17#53). Springer, Cham.


https://doi.org/10.1136/bmj.n2061
https://doi.org/10.1093/humrep/dem115
https://doi.org/10.2196/11084
https://doi.org/10.1016/j.rbmo.2020.07.002

References 303

Sobotka, T., & Beaujouan, E. (2014). Two Isbest? Thépers ence of a t wo
family ideal in EuropePopulation and Development Revjel3), 391419.

https://doi.org/10.1111/].1728457.2014.00691.x

Stellar, C., GarciaMoreno, C., Temmerman, M., & van der Poel, S. (2016). A
systematic review and narrative report of the relationship between infertility,
subfertility, and intima partner violencdnternational Journal of
Gynecology & Obstetricd331), 3-8.

https://doi.org/https://doi.org/10.1016/}.ijg0.2015.08.012

Stenstrom, K. (2020). Involuntary childlessness online: Digital lifelines through
blogs and InstagranNew Media & Societyl461444820968907.

https://doi.org/10.1177/1461444820968907

StobelRi chter, Y., Beutel, M. E. , Finck, C.,
a childé, chil dl es s nEwnan Repradiucigm f er t i | i

20(10), 28562857.https://doi.org/10.1093/humrep/deil21

Stolz, T., Schulz, A., Krieger, T., Vincent, A., Urech, A., Moser, C., Westermann,
S., & Berger, T. (2018)A mobile app for social anxiety disorder: A three
arm randomized controlled trial comparing mobile andd@€ed guided self
help interventionsJournal of Consulting and Clinical Psycholg@®6(6),

493.https://doi.org/10.1037/ccp0000301



https://doi.org/10.1111/j.1728-4457.2014.00691.x
https://doi.org/https:/doi.org/10.1016/j.ijgo.2015.08.012
https://doi.org/10.1177/1461444820968907
https://doi.org/10.1093/humrep/dei121
https://doi.org/10.1037/ccp0000301

References 304

Stroebe, M., & Schut, H. (1999). The dual process model of coping with
bereavement: rationale and descriptiDeath Stidies 23(3), 197224.

https://doi.org/10.1080/074811899201046

Stroebe, M., & Schut, H. (2M). The dual process model of coping with
bereavement: A decade dMEGAJournal of Death and Dying1(4),

273289.https://doi.org/10.2190/0M.61.4.b

Sundby, J., Schmidt, L., Heldaas, K., Bugge, S., & Tanbo, T. (2007). Consequences
of IVF among women: 10 years pdstatmentJournal of Psychosomatic
Obstetrics & Gynecology8(2), 115120.

https://doi.org/10.1080/01674820701447447

Sydsjo, G., Svanberg, A. S., Lampic, C., & Jablonowsk&®&L1). Relationships in
IVF couples 20 years after treatmdAtiman Reproductiqr26(7), 1836

1842.https://doi.org/10.1093/humrep/der131

Tajfel, H., Turner, J. C., Austin, W. G., & Worchel, S. (1979). An integrative theory
of intergroup conflict. IMOrganizational identity: A readdiVol. 56, pp.

97802035059849780203505916nttp://ark143.org/wordpress2/wp

content/uploads/2013/05/Tajf@&urner1979An-IntegrativeTheoryof-

IntergroupConflict.pdf

Tanaka, K., & Johnson, N. E. (2016). Childlessness and mentabeet n a
global contextJournal of family issue87(8), 10271045.

https://doi.org/10.1177/0192513X14526393



https://doi.org/10.1080/074811899201046
https://doi.org/10.2190/OM.61.4.b
https://doi.org/10.1080/01674820701447447
https://doi.org/10.1093/humrep/der131
http://ark143.org/wordpress2/wp-content/uploads/2013/05/Tajfel-Turner-1979-An-Integrative-Theory-of-Intergroup-Conflict.pdf
http://ark143.org/wordpress2/wp-content/uploads/2013/05/Tajfel-Turner-1979-An-Integrative-Theory-of-Intergroup-Conflict.pdf
http://ark143.org/wordpress2/wp-content/uploads/2013/05/Tajfel-Turner-1979-An-Integrative-Theory-of-Intergroup-Conflict.pdf
https://doi.org/10.1177/0192513X14526393

References 305

Tanturri, M. L., & Mencarini, L. (2008). Childless or childfree? Paths to voluntary
childlessness in ItalyRopulation and Development Revie#(1), 51-77.

https://doi.org/10.1111/].1728457.2008.00205.x

Taylor-Rodgers, E., & Batterham, P. J. (2014). Evaluation of an online
psychoeducation intervention to promote mental health help seeking attitudes
and intentions among young adults: Randomised controlledJmiainal of

Affective Disordersl68 65-71. https://doi.org/10.1016/j.jad.2014.06.047

Taylor, H., Strauss, C., & Cavanagh, K. (2021). Cétila bit of mindfulness do
you good? A systematic review and matelyses of unguided mindfulness
based sethelp interventionsClinical Psychology Revievit02078.

https://doi.org/10.1016/|.cpr.20.102078

Te Velde, E. R., & Pearson, P. L. (2002). The variability of female reproductive
ageing.Human Reproduction Updat&(2), 141154.

https://doi.org/10.1093/humupd/8.2.141

Tedeschi, R. G., & Calhoun, L. G. (2004). " Posttraucrgrowth: Conceptual
foundations and empirical evidenc@sychological Inquiry15(1), 1-18.

https://doi.orq/10.1207/s15327965pli1501 01

Thoits, P. A. (1983). Multiple identities and psychological vibeling: A
reformulation and test of the social isolation hypothésiserican

Sociological Reviewl74187.https://doi.org/10.2307/2095103



https://doi.org/10.1111/j.1728-4457.2008.00205.x
https://doi.org/10.1016/j.jad.2014.06.047
https://doi.org/10.1016/j.cpr.2021.102078
https://doi.org/10.1093/humupd/8.2.141
https://doi.org/10.1207/s15327965pli1501_01
https://doi.org/10.2307/2095103

References 306

Thoits, P. A. (1986). Multiple identities: Examining gender and marital status
differences in distres&merican Sociological Review®53272.

https://doi.org/10.2307/2095520

Thoits, P. A. (1991). On merging identity theory and stress reseéauclal

Psychology Quarterlyl01-112.https://doi.org/10.2307/2786929

Thoits, P. A. (2012). Rol&dentity Salience, Purpose and Meaning in Life, and Well
Being among Volunteer&ocial Psychology Quarterly5(4), 366384.

https://d0i.00/10.1177/0190272512459662

Thompson, E. M., Destree, L., Albertella, L., & Fontenelle, L. F. (2021). Internet
based acceptance and commitmeatdpy: a transdiagnostic systematic
review and metanalysis for mental health outcomBghavior Therapy

52(2), 492507 .https://doi.org/10.1016/j.beth.2020.07.002

Thomson, E. (2015). Family size preferendeternational Encyclopedia of the

Social & Behavioral Science8, 805-808. https://doi.org/10.1016/B978-

08-0970868.310649

Thornton, A., & Young DeMarco,itudes (2001)
toward family issues in the United States: The 1960s through the 1990s.
Journal of marriage and famijy3(4), 10091037.

https://doi.org/10.1111/j.1743737.2001.01009.x



https://doi.org/10.2307/2095520
https://doi.org/10.2307/2786929
https://doi.org/10.1177/0190272512459662
https://doi.org/10.1016/j.beth.2020.07.002
https://doi.org/10.1016/B978-0-08-097086-8.31064-9
https://doi.org/10.1016/B978-0-08-097086-8.31064-9
https://doi.org/10.1111/j.1741-3737.2001.01009.x

References 307

Throsby, K. (2001). " Neone Will Ever Call Me Mummy": Making Sense of the
End of IVF TreatmentiNew Working Paper Seri@s, 1-40.

https://www.lse.ac.uk/gender/assets/documents/research/wquipags/NQ

ONE-WILL -EVER-CALL -ME-MUMMY .pdf

Throsby, K., & Gill, R. (2004). Meht 6s
and masculinitiess(4), 330348.

https://doi.org/10.1177/1097184X03260958

Timmers, T., Keijsers, M., Kremer, J. A. M., Janssen, L., & Smeenk, J. (2021).
Supporting Women Undergoing IVF Treatment With Timely Patient
Information Through an App: Randomized Controlled TdMIR Mhealth

Uhealth 9(8), e28104https://doi.org/10.2196/28104

Tonkin, L. (2010). Making Sense of Loss: the Disenfranchised Grief of Women Who
Are" Contingently Chitlless".Journal of the Motherhood Initiative for
Research and Community Involveméx2).

https://jarm.journals.yorku.ca/index.php/jarm/article/view/31220

Tonkin, L. (2014)Fantasy and loss in circumstantial childlessness [Unpublished
doctoral thesis]University of Canterbury. School of Langeg Social, and

Political Sciences.

Topp, C. W., @stergaard, S. D., Sgndergaard, S., & Bech, P. (2015). TheeWHO

Well-Being Index: A Systematic Review of the LiteratuPsychotherapy

and Psychosomatic84(3), 167#176.https://doi.org/10.1159/000376585


https://www.lse.ac.uk/gender/assets/documents/research/working-papers/NO-ONE-WILL-EVER-CALL-ME-MUMMY.pdf
https://www.lse.ac.uk/gender/assets/documents/research/working-papers/NO-ONE-WILL-EVER-CALL-ME-MUMMY.pdf
https://doi.org/10.1177/1097184X03260958
https://doi.org/10.2196/28104
https://jarm.journals.yorku.ca/index.php/jarm/article/view/31220
https://doi.org/10.1159/000376585

References 308

Torous, J., Nicholas, J., Larsen, M. E., Firth, J., & Christensen, H. (2018). Clinical
review of useengagement with mental health smartphone apps: evidence,
theory and improvementBvidencebased mental healt21(3), 116119.

https://doi.org/10.1136/eB018102891

Trindade, I. A., Ferreira, N. B., Mendes, A. L., Ferreira, C., Dawson, D., & Gelijani
Moghaddam, N. (2021). Comprehensive assessment of Acceptance and
Commitment Therapy processes (CompACT): Measure refinement and study
of measurement invariance acrossteguese and UK samplekurnal of

Contextual Behavioral Sciendettps://doi.org/10.1016/j.jcbs.2021.05.002

Trombetta, A., Travan, L., Elefante, P., Canton, M., Rispoli, F., Maso, G., Barbi, E.,
& Ri sso, F. M. (2021). The first I tal]
and voluntary terminations by just under a fitftta Paediatrica

https://doi.org/10.1111/APA.15862

Trompetter, H. R., Bohimeijer, E. T., Lamers, S., & Schreurs, K. M2@&L6).
Positive psychological wellbeing is required for online-belip acceptance

and commitment therapy for chronic pain to be effectiventiers in

Psychology7, 353.https://doi.org/10.338965y0.2016.00353

Tuil, W. S., Ten Hoopen, A. J., Braat, D. D. M., de Vries Robbé, P. F., & Kremer, J.
A. M. (2006). Patiententred care: using online personal medical records in
IVF practice. Human Reproductiqr21(11), 29552959.

https://doi.org/10.1093/humrep/del214



https://doi.org/10.1136/eb-2018-102891
https://doi.org/10.1016/j.jcbs.2021.05.002
https://doi.org/10.1111/APA.15862
https://doi.org/10.3389/fpsyg.2016.00353
https://doi.org/10.1093/humrep/del214

References 309

Tull, M. T., Gratz, K. L., Salters, K., & Roemer, L. (2004). The role of experiential
avoidance irposttraumatic stress symptoms and symptoms of depression,
anxiety, and somatizatioithe Journal of nervous and mental disease

19211), 754761.https://doi.org/10.1097/01.nmd.0000144694.3D.89

Turnbull, B., Graham, M., & Taket, A. (2018). Understanding the Employment
Experiences of Women with No Children. In N. SappietEd.),Voluntary
and Involuntary Childlessneggp. 261281). Emerald Publishing Limited.

https://doi.org/10.1108/978-78754361-420181012

Turnbull, B., Graham, M. L., & Taket, A. R. (2016). Social exclusion of Australian
childless women in their reproductive yea@scial inclusion4(1), 102115.

https://doi.org/10.17645/si.v4i1.489

Umberson, D., Pudrovska, T., & Reczek, C. (2010). Parenthood, childlessness, and
wel | being: A | i foarnatc marriage and Eamij§2{3¢, ct i v e .

612-629.https://doi.org/10.1111/].1743737.2010.00721.x

Updegraff, J. A., Silver, R. C., & Holman, E. A. (2008). Searching for and finding
meaning in collective trauma: results from a national longitudinal study of
the 9/11 terrorist attackdournalof Personality and Social Psychology

95(3), 709.https://doi.org/10.1037/0022514.95.3.709

Vaismoradi, M., Jones, J., Turunen, H., & Snelgrove, S. (2016). Theme development
in qualitative content analysis and thematic analysigrnal of Nursing

Education and Practicenttps://doi.ordl0.5430/inep.v6n5p100



https://doi.org/10.1097/01.nmd.0000144694.30121.89
https://doi.org/10.1108/978-1-78754-361-420181012
https://doi.org/10.17645/si.v4i1.489
https://doi.org/10.1111/j.1741-3737.2010.00721.x
https://doi.org/10.1037/0022-3514.95.3.709
https://doi.org/10.5430/jnep.v6n5p100

References 310

Valentiner, D. P., Holahan, C. J., & Moos, R. H. (1994). Social support, appraisals of
event controllability, and coping: An integrative modigurnal of
Personality and Social Psycholqd6(6), 1094.

https://doi.org/10.1037/0022514.66.6.1094

Van Balen, F., & Bos, H. M. W. (2009). The social and cultural consequences of
being childless in pootresource areafacts, views & vision in ObGyi(2),

106-121.https://hdl.handle.net/11245/1.312135

Van den Haak, M. J., De Jong, M. D. T., & Schellens, P. J. (2007). Evaluation of an
informational web site: three variants of the thalkud method compared.
Technical Communicatioi®4(1), 5871.

https://www.|stor.org/stable/43089468

Van Dongen, A. J. C. M., Nelen, W. L. D. M., IntHout, J., Kremer, J. A. M., &
Verhaak, C. M. (206). eTherapy to reduce emotional distress in women
undergoing assisted reproductive technology (ART): a feasibility randomized
controlled trial. Human Reproductiqr81(5), 10461057.

https://doi.org/1A.093/humrep/dew040

van GemerPijnen, J. E. W. C., Nijland, N., van Limburg, M., Ossebaard, H. C.,
Kelders, S. M., Eysenbach, G., & Seydel, E.ZR1(). A holistic framework
to improve the uptake and impact of eHealth technologesgnal of

Medical Internet Researcth3(4), el11https://doi.org/10.2196/|mir.1672



https://doi.org/10.1037/0022-3514.66.6.1094
https://hdl.handle.net/11245/1.312135
https://www.jstor.org/stable/43089468
https://doi.org/10.1093/humrep/dew040
https://doi.org/10.2196/jmir.1672

References 311

Veit, C. T., & Ware, J. E. (1983). The structure of psychological distress and well
being in general population®ournal of Consulting and Clinical Psycholqgy

51(5), 730.https://doi.org/10.1037/002@06X.51.5.730

Verhaak, C. M., Lintsen, A. M. E., Evers, A. W. M., & BtaD. D. M. (2010). Who
is at risk of emotional problems and how do you know? Screening of women
going for IVF treatmentduman Reproductiqr25(5), 12341240.

https://doi.org/10.1093/humrep/deq054

Verhaak, C. M., Smeenk, J. M., Evers, A. W. M., Kremer, J. A. M., Kraaimaat, F.
W., & Braat, D. D. M. (2007) Womeno6s emoti onal adj ust
systematic review of 25 years of reseaidhman Reproduction Update

13(1), 2736. https://doi.org/10.1093/humupd/dmIi040

Verhaak, C. M., Smeenk, J. M. J., Evers, A. W. M., van Minnen, A., Kremer, J. A.
M., & Kraaimaat, F. W. (2005). Predicting emotional response to
unsuccessful fertility treatment: a prosgree study.Journal of Behavioral

Medicine 28(2), 18+190.https://doi.org/10.1007/s1086%)5 36670

Verhaak, C. M., Smeenk, J. M. J., Nahuis, M. J., Kremer, J. A. M., & Braat, D. D.
M. (2007). Longterm psychological adjustment to IVF/ICSI treatment in
women.Human Reproductiqr22(1), 305308.

https://doi.org/10.1093/humrep/del355



https://doi.org/10.1037/0022-006X.51.5.730
https://doi.org/10.1093/humrep/deq054
https://doi.org/10.1093/humupd/dml040
https://doi.org/10.1007/s10865-005-3667-0
https://doi.org/10.1093/humrep/del355

References 312

Verhaak, C. M., Smeenk, J. M. J., Van Minnen, A., Kremer, J. A. M., & Kraaimaat,
F. W. (2005). A logitudinal, prospective study on emotional adjustment
before, during and after consecutive fertility treatment cyélesian

Reproduction20(8), 22532260.https://doi.org/10.1093/humrep/dei015

Volgsten, H., Svanberg, A., & Olsson, P. (2010). Unresolved grief in women and
men in Sweden three years after undergoing unsuccessful in vitro fertiizatio
treatmentActa Obstetricia et Gynecologica Scandinay®9(10), 1290

1297 .https://doi.org/10.3109/00016349.2010.512063

Weston, R., Qu, L., & Parker, R. (200#)t 6 s Not for Lack of Wan
Report on the Fertility Decision Making Project

https://aifs.gov.au/sites/default/files/publicatidocuments/aifsreportll1.pdf

White, L., & McQuilan, J. (2006). No longer intending: The relationship between
relinquished fertility intentions and distregsurnal of marriage and family

68(2), 478490.https://doi.org/10.1177/1097184X03260958

Wight, D., Wimbush, E., Jepson, R., & Doi, L. (2016). Six steps in quality
intervention development (€&1ID). Journal of Epidemiology and

Community Health70(5), 520.https://doi.org/10.1136/jeeh015205952



https://doi.org/10.1093/humrep/dei015
https://doi.org/10.3109/00016349.2010.512063
https://aifs.gov.au/sites/default/files/publication-documents/aifsreport11.pdf
https://doi.org/10.1177/1097184X03260958
https://doi.org/10.1136/jech-2015-205952

References 313

Wildeboer, G., Kelders, S. M., & van Gem®&ifnen, J. E. W. C. (2016). The
relationship between persuasive technology principles, adherence and effect
of web-Based interventions for mental health: A matelysisInternational
Journal ofMedical Informatics96, 71-85.

https://doi.org/10.1016/j.ijmedinf.2016.04.005

Wilkinson, A., Bowen, L., Gustavsson, E., Hakansson, S., Littleton, N., McCormick,
J., Thompson, M., & Mulligan, H. (2019). Maintenance and development of
social connection by people with lotgrm conditions: A qualitative study.
International Journabf Environmental Research and Public Healtf(11),

1875.https://doi.org/10.3390/ijerph16111875

Wilson, C., & Leese, B. (2013). Do nurses and midwives have a role in promoting
the wellbeing of patients during their fertility journey? A review of the
literature.Human Fertility 16(1), 2-7.

https://doi.org/10.3109/14647273.2013.781687

Wirtberg, I., Mdller, A., Hogstrom, L., Tronstad, S. E., & Lalos, A. (2007). Life 20
years afteunsuccessful infertility treatmerifiuman Reproductiqr22(2),

598-604. https://doi.org/10.1093/humrep/del401

Wischmann, T., Korge, K., Scherg, H., Strowitzki, T., & Verres, R. (2012).-A 10
year followup study of psychosocial factors affecting couples after infertility
treatmentHuman Reproductiqr27(11), 32263232.

https://doi.org/10.1093/humrep/des293



https://doi.org/10.1016/j.ijmedinf.2016.04.005
https://doi.org/10.3390/ijerph16111875
https://doi.org/10.3109/14647273.2013.781687
https://doi.org/10.1093/humrep/del401
https://doi.org/10.1093/humrep/des293

References 314

Wolf, M. M. (1978). Social Validity: the case for subjective measurement or how
appled behavior analysis is finding its healburnal of Applied Behavior

Analysis 11(2), 203214. https://doi.org/10.1901/jaba.1978-203

World Health Organization, W. H. O. (202@trengthening the health system

response to COVIE19: Recommendations for the WHO European Region

Policy brief. https://shorturl.at/sAR46

Wortmann, J. H., & Park, C. L. (2008). Religion and Spirituality in Adjustment
Fdlowing Bereavement: An Integrative Revieldeath Studies32(8), 703

736.https://doi.org/10.1080/07481180802289507

Wright, J. H., Owen, J. J., Richards, D., Eells, T. D., Richardson, T., Brown, G. K.,
Barrett, M., Rasku, M. A., Polser, G., & Thase, M. E. (2019). Comyputer
assisted cognitiveehavior therapy for depression: a systematiemeand
metaanalysis.The Journal of clinical psychiatrg0(2), 0-0.

https://doi.org/10.4088/JCP.18r12188

Wrosch, C., Miller, G. E., Scheier, M. F., & De Pontet, S. B. (2007). Giving up on

unattainable goals: Benefits for heal®érsonality and Social Psychology

Bulletin, 33(2), 252265. https//doi.org/10.1177/0146167206294905

Wrosch, C., Scheier, M., Miller, G., Schulz, R., & Carver, C. S. (2003). Adaptive
self-regulation of unatta@ble goals: Goal disengagement, goal
reengagement, and subjective waing.Personality & Social Psychology

Bulletin, 29(12), 14941508.https://doi.org/10.1177/0146167203256921



https://doi.org/10.1901/jaba.1978.11-203
https://shorturl.at/sAR46
https://doi.org/10.1080/07481180802289507
https://doi.org/10.4088/JCP.18r12188
https://doi.org/10.1177/0146167206294905
https://doi.org/10.1177/0146167203256921

References 315

Wrosch, C., Scheier, M. F., Carver, C. S., & Schulz, R. (2003). The importance of
goal disengagement in adaptive gelfulation: When giving up is beneficial.

Selfand identity 2(1), 1-20. https://doi.org/10.1080/15298860309021

Yardley, L., Ainsworth, B., ArdeiClose, E., & Muller, 1. (2015). The perstvased
approach to enhancing the acceptability and feasibility efwentionsPilot

and Feasibility Studied(1), 37.https://doi.org/10.1186/s4080150033 2

Yardley, L., Morrison, L., Bradbury, K., & Muller, 1. (2015). The perdmsed
approach to intervention development: application to digital heeltted
behavior change interventionkurnal of Medical Internet Researcti’/(1),

e30.https://doi.org/10.2196/jmir.4055

Ying, L. Y., Wu, L. H., & Loke, A. Y. (2015). Gender differences in experiences
with and adjustments to infertility: a literature revidaternational Journal
of Nursing Studie$2(10), 16401652.

https://doi.org/10.1016/}.ijnurstu.2015.05.004

ZegersHochschild, F., Adamson, G. D., Dyer, S., Racowsky, C., De Mouzon, J.,
Sokol, R., Rienzi, L., Sunde, A., Schmidt, L., & Cooke, I. D. (2017). The
international ¢pssary on infertility and fertility care, 201Auman

Reproduction32(9), 17861801.https://doi.org/10.1093/humrep/dex234



https://doi.org/10.1080/15298860309021
https://doi.org/10.1186/s40814-015-0033-z
https://doi.org/10.2196/jmir.4055
https://doi.org/10.1016/j.ijnurstu.2015.05.004
https://doi.org/10.1093/humrep/dex234

References 316

ZimmerGembeck, M. J., & Skinner, E. A. (2010). Review: The development of
coping across childhood and adolescence: An integrative review and critique
of researchlnternational Journal of Behavioral Developmgd(1), 1-17.

https://doi.org/10.1177/0165025410384923



https://doi.org/10.1177/0165025410384923

Appendices 317
Appendices

Appendix A: Promoting adjustment to unmet parenthood goals: A test of
the Three Tasks Model of Adjustment to Unmet Parenthood Goals

Title: Promoting djustment to unmet parenthood goals: A test of the Three Tasks Model
of Adjustment to Unmet Parenthood Goals

Running title: Promoting djustment to unmet parenthood goals

Gameiro, S., Rowbottom, B.

Cardiff Fertility Studies Group, School of Psychology, Cardiff University
Tower Building, Park Place

CF10 3AT Cardiff

United Kingdom

Corresponding author: Sofia GameitameiroS @ cardiff.ac.uk

ORCID: https://orcid.org/000@00324962004



mailto:GameiroS@cardiff.ac.uk
https://orcid.org/0000-0003-2496-2004

Appendices 318

Abstract

Study question:ls the Three Tasks Model of Adjustment to Unmet Parenthood Goals (3TM), a
theoretical model informed by a systematic literature review that explains how people adjust in the
aftermath of unsuccessful fertility treatment, valid and generalizable to adeeous population

of people with unmet parenthood goals (UPGs)?

Summary answer:The 3TM main assumptions that people with UPGs adjust better if they are
able to develop acceptance of their situation, construct positive meanings of it and pursue new life
goals, proved valid and invariant in a heterogeneous population of people witestifed has

having a UPG, regardless of the pathway leading to it (i.e., fertility/health problems with and
without treatment and unfavorable circumstances).

What is known already: The number of people with UPGs, defined as having no or fewer

children than desired, is growing worldwide. UPGs trigger intense grief that lasts around 2 years
and is associated with moderate to large impairments in rdezaith and wellbeinglhere is a

scarcity of evidencbased support for people with UPGs and one reason may be the lack of
evidence about what such support should entail. The 3TM was developed to address this gap but it
validity has not been empirically tested. Furthermoneai based on evidence about how people
adjust in the aftermath of unsuccessful fertility treatment and it is unknown if it is generalizable to
other groups of people with UPGs, for instance, who did not do fertility treatment or faced other
unfavourable iccumstances.

Study design, size, durationCross sectional English online survey study with convenience
sampling and explanatory modelling. The survey was posted from November 2017 to March 2018.
Eligibility criteria were being 18 or older, having a URt®t having been able to conceive or

having conceived fewer children than desired), not currently undergoing fertility treatment and
being able to respond in English. In total 806 individuals accessed the survey, but 204 did not
answer the inclusion critiarquestions and 140 did not meet these. Therefore, 516 (60%)

individuals were given access to the survey questions. From these, 96 (18.6%) were excluded
because they did not fill any of the survey questionnaires, 7 (1.4%) because textual comments
made itclear they had not yet decided about wanting to become parents, 3 (0.6%) withdrew their
data, and 410 (79.4%) completed the survey.

Participants/materials, setting, methodsSurvey questions assessed sat@mographic

background and fertility history, inofling pathway to UPG (fertility/health problems with

treatment, fertility/health problems without treatment, unéeable circumstances). 3TM

predictors assessed were age, having stopped trying to conceive, importance of parefitbiood (1
question), pardal status, and social support (SCREENIVF support subscale). Mediators were
meaning making (brie€COPE positive reframing subscale), acceptance (SCREENIVF acceptance
subscale) and pursuit of new goals (reengagement scale of the Goal Disengagement and Goal
Reengagement Scal®©utcomes were mental health (MB)l and hedonic (WH®) and

eudaimonic wellbeingQuestionnaire for Eudaimonic Wellbeing). To investigate group differences
in the 3TM variables accor dtittestgant anevgy ANOVAsSay t o
To test the 3TM model we conducted explanatory modelling (path analysis with maximum
likelihood estimation) considering a set epdori defined validity criteria. Finally, to test if the

3TM is generalizable regardless of pathway to UPGtitectural invariance was tested across the
three UPG groups.

Main results and the role of chanceAverage age was 35. Only 2 participants (0.5%) were men,
91% were in a relationship, 63% had university education and 75% were employeté-ifty

percent wee childless and 48% had stopped trying. Regarding pathway to UPG, 42% had done
fertility treatment to overcome their fertility/health problems, 41% had not done treatment and 17%
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had a UPG due to unfavourable circumstances. Based on theBNHEDff scores, 62% of

participants experienced poor wellbeing and 32% were clinically depressed. Testing of group
differences showed people with fertility or other health problems who did treatment were older
(p<.001, par %4.1583) anemoee likelythaae smped trfing to conceive (p<.001)
than those who did not do treatment and those with unfavourable circumstance. People with
fertility or other health probl ems whu02®)i d t
and eudaimonic wellbein  ( p <,=.029) than&hose who did not do treatment. Model fit was
G%(24) = 28.147, p =.253, CFI = 0.997, RMSEA = .021 90%CI [.000, .047]. Meaning making was

associated with eudai monic well bei ndeakhb=. 1938
(hb=.148) and hedonic wellbeing (b=.244), and
eudonic (b=.190) and eudai monic well being (b

and unconstrained models was not statistically significmat(62) = 62.632, p = .454) and the CFI
difference (.001) was lower than 0.01, indicating the model was invariant across participants with
different pathways to UPG.

Limitations, reasons for caution: Convenience sampling from socialedia and support gups

affects results generalisability, in particular for men, as only two participated. Assessment of
meaningmaking was sound but not comprehensive enough to capture the main strategies used by
this population. Results support the 3TM but definite cazmatlusions need to be based on
prospective or experimental research.

Wider implications of the findings : People who selidentify as having a UPG experience low
wellbeing. The 3TMs a valid therapeutic framework to address UPGs, regardless of how these
came to be, and can therefore be used to inform the development of eNddeadénterventions.
Tailored support to UPGs should prioritize pursuit of alternative goals to parentuooegtance of
UPG and, to a lesser extent, creation of positive meaning related to this loss. Rieseandd
suggestion to achieve these therapeutic goals are provided.

Study funding/competing interest(s):Dr. Gameiro reports consultancy fees fromrirey
Pharmaceuticals A/S, Access Fertility and SORKarm LLC, grants from Merck Serono L&hd
that she is caleveloper of the webpp to support people with UPGsyw.myjourney.pt Bethan
Rowbottomholdsa PhD scholarshigundedby the Schoolof Psychology Cardiff University andis
aco-developeinof MyJourney.

Trial registration number: n/a.

Key-words: Unmet parenthood goals / therapeutic model / evidéased psychosocial support /
mental health / wellbeing
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Introduction

In the UK and other European countries around 1 in 5 women reach the age of 45
without having children (Office for National Statest, 2012), with only 3.2% of these
being voluntarily childless (Miettinen et al., 2015, Prag et al., 2017). Many people do
fertility treatment to conceive but almost one in three people in the UK will finish without
achieving (McLernon et al., 2016), regenting around 16,000 women per year (Human
Fertilisation and Embryology Authority, 2016). Even when people manage to conceive,
many end up having fewer children than desired (Miettinen, Rotkirch, Szalma, Donno and
Tanturri, 2015, Weston et al., 2004).&all a growing number of people are ending their
reproductive lives without realizing their parenthood goals, a trend only expected to
accentuate (Schmidt et al., 2012), now also due to the impact of GO&/(Berrington et
al., 2021). Having an unmet gathood goal (UPG), defined as having no or fewer
children than desired, triggers intense grief that lasts around 2 years, from which some
individuals never fully recover. People who go through this loss after unsuccessful fertility
treatment report moderdy to largely impaired mentdealth and wellbeing compared to
those whose treatment is successful (Gameiro and Finnigan, 2017). While there is an
abundance of support for people trying to have children, the scarcity of support resources
for when such &mpts fail is wellnoted (Gameiro et al., 2015). One reason may be the
lack of evidence about what tailored support should entail. To address this knowledge gap
Gameiro and Finnigan (2017) systematically reviewed the literature on how infertile
patients djust to a UPG after unsuccessful treatment. Their findings informed the Three
Tasks Model of Adjustment to Unmet Parenthood Goals (3TM), the first explanatory
model of adjustment to a UPG, which provides the theoretical basis to develop tailored
support.This paper reports on the first empirical test of the 3TM.

The 3TM predicts three psychological mechanisms underlie positive adjustment to
a UPG: meaning making, acceptance and pursuit of new goals (Gameiro and Finnigan,
2017). People engage in meaningking as a way to solve the cognitive dissonance
between their goal of having children (and associated beliefs) and the new meanings the
loss triggers (Park, 2010), for instance by trying to find positives in the loss (i.e., positive
reframing; Folkman, 1997Individuals will also try to develop acceptance, defined as an
willingness to experience their UPG without avoidance or struggle (Williams and Lynn,
2010), for instance, as people develop acceptance they may feel more able to tolerate the
pain associatewith their UPG and to learn to live with it (Fieldsend and Smith, 2020).
Finally, people will pursue alternative goals, which has consistently been shown to
promote positive adjustment, even when the UPG is not totally relinquished (Mesquita da
Silva etal., 2016). There is evidence to suggest that these three tasks adepeiedent,
in that engaging with one eases engagement with the others (Gameiro and Finnigan, 2017
The 3TM also considers risk and protective factors. Being older, childless,\and ha
stopped trying to have (more) children are expected to be associated with a stronger
perception of loss and efforts to adjust to it in terms of meamiakjng, acceptance, and
pursuit of new goals (Gameiro et al., 2014, Ke@eiihn et al., 2009), wha attributing
higher importance to parenthood and lacking adequate support makes this process harder
(Kirkman, 2003, McQuillan et al., 2012, Thoits, 1992).
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The 3TM was developed based on evidence from infertile patients who finished
unsuccessful fertiljt treatment, but this is not the only pathway leading to a UPG. Many
people who do not undergo fertility treatment or experience unfavourable circumstances to
having children (e.g., no partner, no financial means, not being able to conceive
spontaneouslyalso report being faced with a UPG, describing a grief process similar to
those who undergo unsuccessful treatment (Koert and Daniluk, 2017). However, it could
be argued that their adjustment process can differ due to the specificities of their
experiencekor instance, as the grief experienced by those who did not do treatment or did
not try to conceive can be less visible to others (Kirkman, 2003, Koert and Daniluk, 2017)
or because these individuals may fear judgement of others for not having trigdhjeggr
to conceive (Turnbull et al., 2016), they may be less able to activate social support as they
experience a sense of 6 being an outside
Perceived lack of control over their fertility history may also makearder for them to
makemeaning and accept their situation (Wirtberg et al., 2007). While this suggests these
groups may find it harder to engage in measnmaking, acceptance or pursuit of new
goals, psychological research suggests they should expetiee same benefit once they
do engage in these tasks.

In this study we used online survey sampling and explanatory modelling (Shmueli,
2010) to test the 3TM on a heterogeneous group of people faced with a UPG. First, we
tested the main assumptions loé tmodel and identified risk and protective adjustment
factors. Our main hypotheses were that meamiagfing, acceptance and pursuit of new
goals would be intecorrelated and positively associated with psychosocial adjustment.
We operationalized psychosakadjustment in a holistic way, considering mental health
and wellbeing, the latter both in terms of how people feel (hedonic wellbeing) and the
extent they are realising their human potential and feel fulfilled in life (eudaimonic
wellbeing). We also gected age, being childless, having stopped trying to have (more)
children and social support would be positively associated with meaning making,
acceptance, and pursuit of new goals, while importance of parenthood would be negatively
associated. After,tonvestigate i f the 3TM is equall
pathway to their UPG, we tested its invariance in three groups: people who did
unsuccessful treatment, people who did not do treatment and people who did not try to
have (more) childrenwe to unfavourable circumstances. Our hypothesis was that the 3TM
model main assumptions would be invariant across groups. Results, reported according to
the Checklist for Reporting Of Survey Studies (CROSS) (Sharma et al., 2021), will inform
on the theragutic targets of support initiatives, not only for people who undergo
unsuccessful fertility treatment but for anyone faced with a UPG.

Methods

Procedures

Cardiff School of Psychology Ethics Committee approved the study
(EC.17.11.14.5138). We run a cres=ctional online survey with convenience sampling,
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from November 2017 to March 2018 using Qualtrics (Provo Utah, USA), to recruit a large
heterogeneous satepof people who selflescribed as having a UPG. We estimated we
needed 157 participants to detect moderate effects sizes in up to 15 predictors (G*Power,
U=.05, power=.90) (Mayr et al., 2007), 2.
bad (0.) fit model using RMSEA (Kline, 2005, Preacher and Coffman, 2006), and 330
participants to achieve a minimum 5 ratio between sample size and number of parameters
estimated (Kline, 2005).

The survey was reviewed by a team of psychology experts in repreglucti
medicine and patient advocates before banhgertised via multiple social media outlets.
We requested infertility charitig&ertility Network, Resolve, Fertility Matters Canada,
NISIG Ireland and Fertility New Zealapdnd forumgFertility Friends, he Not Mom,
Net Mums, Mums Net, Health UnlocKetb advertise the survey amg also advertised
on Facebook and Google. The survey advert invited people to fill a survey on adjusting to
unmet parenthood goals and indicated they had the chance to wohfone £50
vouchersinterested individualslicked on the surveyink, where heywerepresented with
theinformation sheet and informed conseéftiose who consented afitithe inclusion
criteria ofbeing adults (18 or older), selescribing as having UPG (not having been
able to conceive or having conceived fewer children than desnetgurrently
undergoing fertility treatment (as the psychological burden of undergoing treatment would
be a confoundand being able to respond in English werealéé to the survey questians
Those wanting to partici pat e -maihwhichwerev ou c |
stored separately from the datadebrief was provided at the end.

Participants

Thefinal sample included 410 individuals with a UFEght hundred and sixty
individuals accessed the survey, but 204 did not answer the inclusion criteria questions anc
140 did not meet it. Therefore, only 516 (60%) individuals were given access to the survey
guestions. From these, ninetix (18.6%) partipants were excluded because they did not
fill any of the survey questionnaires, seved¥d) because textual comments made it clear
theyhad not yet decided about wanting to become parentsthree (8%) withdrew their
data.

Sample characteristics apeesented in Table All but two participants were
women, average age was 35, the majority were in a relationship, had university education,
were employed and from the UK. Most participants could not conceive spontaneously and
had tried in the past but@nd half were childless and around half had stopped trying.
Regarding pathway to their UPG, 42% had done fertility treatment to overcome their
medical of fertility problems, 41% had not done treatment and 17% had a UPG due to
unfavourable circumstances.

Materials
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The surveyhad 39 questions organized in 5 sectionsdhats e s sed par t i
socicdemographicdertility history, mediators, outcomes the 3TM and support needs
(not reported here).

SociedemographicsWe assessed partici pant mde/othge (i
relationship status (single/divorced/separated /widower, in relationghiggrsity

education (noyesg, employment status (unemployed/student/retired/other, employed
part/full-time) and country of residence (open text)

Fertility history. Participants reportettheir parental statughildless with childrer), the

number of children they had and the number they desired toPaxeipantseported if

they had tried to conceive (ngg9, if they could conceive spontaneously (no, yéshey

had done fertility treatment (no, yes), and if they had actively stopped trying to conceive
(no, yes).

Pathway to UPGParticipants were also asked why they could not conceive

spontaneously. Qins were fertility problems from self or partner, health condition from

self or partner, being gay, not having a partner, or other (in which case they were asked to
specify in an open question), and to explain in their own words why they could not

conceve the children they wished to have (open questBaged on these responses we
classified participanta s 6 me d i c with freiatménde ritfi [tihey coul d n
spontaneoushAND reasongeferred tdfertility problemsor health condition ANDhad

done fertility treatment ; dfthey@oulddot cal / i ni
conceive spontaneocushND reasongeferred tdfertility problemsor health condition

AND hadnotdone fertility treatmenand as &by circumstanced
spontaneouslgndtextual responses made no reference to fertility or health prold&ns

if they could not conceivandr e a s o n s wadomhotthavimg anpgrtnéor delay

in actively trying to conage (open question data)

Table 1.Sample socialemographic characteristics (N = 410)

Sociodemographics

Mean (SD) [range]

Age (years) 35.06 (8.57) [1%3]
N (%)

Women 408 (99.5)

In relationship 372 (91.4)

University education 247(62.8)

Employed part/full time 302 (74.8)

Country of residence
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United Kingdom 356 (86.8)
The Netherlands 11 (2.7)
Ireland 8 (2.0)
USA 7 (1.7)
New Zealand 4 (1.0)
Other 24 (5.9)

Fertility history

N (%)
Parental status
Childless 215 (52.4)
With children 195 (47.6)
Biological children only 188 (96.4)
Adopted children only 7 (3.6)
Biological and social children 2 (1.0)

Mean (SD) [range]

Nr of children 0.71 (0.97) [66]

Nr of desirecchildren 2.61 (1.27) [12]
N (%)

Tried to conceive 373 (91.9)

Couldconceive spontaneously 72(17.9

Did fertility treatment 177 (43.4)

Stopped trying to conceive 197 (48.0)

Pathway to unmet parenthood goals

Medical/infertility with treatment 173 (42.2)
Medical/infertility without treatment 168 (41.0)
Unfavaurable circumstance 69 (16.8)

Variables of the 3TMPredictors were age, having stopped trying to conceive,
importance of parenthood, parental status, and social support. Mediators were meaning
making, acceptance and pursuit of new goals. Outcomes were mental health (presence or
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absence of disease/distredgdonic (subjective experience of pleasure) and eudaimonic
(subjective perceptionofselfe al i zati on and pursuit of ol
(Ryan and Deci, 2001). All variables were assessed with sound questionnaires previously
used in reproduive psychological research, with very good internal consistency (all

Cr onb ac 00.89, sad Tathe®) and for which final scores indicate more of the
variable.

Importance of parenthoodingleitem question taken from the IFDMS (Fulford et
al ., 2013), O6éHow i mpor t an ttyparespopse scaleranpirgo d
from 1 (not at all) to 5 (very important).

Social supportsocial support subscale of the SCREENIVF (Vekhetaal., 2010),
afiveitems (e.g. OWhen | feel sad there is
response scale ranging from 0 (nearly never) to 4 (often). The summed total score range
was 520.

Meaningmaking Positive reframing, a meanirgaking coping strategy associated
with better adjustment to definitive childlessness (Kraaij et al., 2009, Lechner et al., 2007),
was assessed with the weltablished brie€COPE Inventory subscale (Carver, 1997). The

averaged total scbrlkeeeandei wgsthi ¢l atasakl
this a lot).

Acceptance6-item acceptance subscale of the SCREENIVF (Verhaak, Lintsen,
Evers and Braat, 2010). The items were a

the consequences of notlkea zi ng my parenthood goal sé6)
response scale was 1 (do not agree) to 4 (strongly agree) and the summed total score ranc
was 624.

Pursuit of new lifegoals:reengagement scale of the Goal Disengagement and Goal
Reengagement 8le (GDGRS; Wrosch et al., 2003), which assesses the ability to identify

(e.g. o6l think about other new goals to |
goal s. 6), and pursue new goals (e.g.s o601
to pursue. 6). The suBmed total score ran
Mental healthMental Health Inventory (MHb; Ware et al., 2000), aifem scale
that asks individuals how they felt duri:

peacef ul ? 0 Jjpontr¥gponse scalakiozat ab to Sextremely) instead of the
original 6point scale (dnone of the time to-@all of the time). Negatively formulated items
were inverted, items were summed and linearly transformed to range-ft6th The
MHI-5 is preditive of mental health problems and associated-beg§king behaviour
(Hoeymans et al., 2004).

Hedonic wellbeingWorld Health Organization Wellbeing Index (WHE) Topp et
al., 2015),afivae tem (e. g., Ol have felt aegdrdinge art
the last 14 days, on a 0 (none of the time) to 5 (all of the time) response scale. Items were
summed and linearly transformed to range fre@00. WHG5 has good clinometric
properties and captures change in wellbeing over time and between @atipl.scores
of O50 and 028 indicate difficulties adj
@stergaard, Sgndergaard and Bech, 2015). UK norms indicate a mean of 61 for women
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aged 18 or more (European Foundation for the Improvement of LawidgVorking
Conditions, 2016).

Eudaimonic wellbeingQuestionnaire for Eudaimonic Wellbeing (QEWB;
Waterman et al., 2010)), 2tems that assess selfi scovery, devel opme]
potentials, purpose and meaning in life, pursuit of excellence, interdgement an
enjoyment of activities. The response scale is 0 (strongly disagree) to 4 (strongly agree).
The total summed score range wad40 The QEWB has proved valid to assess
eudaimonic wellbeing and distinguish it from hedonic wellbeing. A sanfpléG®
American university female students with an average aged of 21 reported average scores
55.24 (SD=10.19) (Waterman, Schwartz, Zamboanga, Ravert, Williams, Agocha, Kim and
Donnellan, 2010).

Statistical analysis

We used descriptive statistics to deise the samplsocicdemographic
background, fertility history and variables of the 3TM. To investigate group differences in
the 3TM variables according to ¢taststadci p a
oneway ANOVAs with pathway to UPG (ferttlt/health problems with treatment,
fertility/health problems without treatment, unfavourable circumstances) as between
subject factor and using Bonferroni correction for multiple comparisons.

To test the 3TM model we conducted explanatory modelling, speifically
path analysis with maximum likelihood estimation (using IBM SPSS AMOS v23 software)
of our causal hypothesis: we drew arrows from all 3TM predictors to all mediators and
from these to all outcomes, we covariated the residuals of all med@asone
hypothesized these were associated) and of all outcomes (as they all measure constructs ¢
psychological adjustment). We also drew arrows between social support and all outcomes
due to the extensive evidence on the direct protective role of sop@brs for adjustment
(Harandi et al., 2017). We first tested the model (Model 1) controlling for all-socio
demographic variables (age, gender, relationship status, education, employment) correlate:
(p < .05) with at least one outcome and covariatingratfliptors. We then refined the
model (Model 2) by removing all nesignificant associations between covariates and
outcomes and covariations between predictors, as well as predictors without significant
associations with mediators.

We considered the follaing criteria as evidence of the 3TM model validity: 1)
moderate positive regression weingkings (bO
acceptance and pursuit of new goals) and at least one outcome (mental health, hedonic an
eudaimonic wellbeing).Ip sy chol ogi c al research b<. 20,
recommend to indicate weak, moderate and strong associations (Hemphill, 2003); 2)
moderate positive covariations between all mediators; 3 achiuar ed st ati st
to sample sizekistatistically nossignificant; 4) Bentler comparative fit index (CFl, not
sensitive to sample size) is greater than 0.95; and 5) the $teigkroot mean square
error of approximation (RMSEA, corrects for model complexity) is below 0.06, with the
lower value of its 90% confidence interval being below 0.05 and the higher value below
0.08 (Hu and Bentler, 1998). Missing data was lower than 20% for all variables except
social support (23.9%) and eudaimonic wellbeing (25.6%). As recommended (Zhang and
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Savaei, 2020), we crosshecked fit indices estimated with Full Information Maximum
Likelihood (without data imputation) against estimated with Expectafiarimization

data imputation, which assumes that data are missing at random (i.e., missings associated
with measured data but not with unmeasured data; Graham, 2009).

Finally, to test if the 3TM main assumptions hold regardless of pathway to a UPG, its
structural invariance was tested across the three pathway to UPG groups (fertility/health
problems with teatment, fertility/health problems without treatment, unfavourable
circumstances). A statistically signific:
(regression weights are equal across the three pathway to UPG groups) and unconstrainec
(regression weighhay vary across the three pathway to UPG groups) models indicates
invariance does not hold (Byrne, 2010), as does a CFI difference equal or greater than 0.0
(Cheung and Rensvold, 2002).

Results

Differences in theThree Tasks ModeVariables according tpathway to a UPG

Table 2 presentdescriptive statistics for the variables of the 3TM for the total
sample and according to pathway to UPG

Overallparticipants considered parenthood to be very importantegmited mie
range scores fa@ocial supportmeaning making, acceptance and pursuit of new goals
Wellbeingscoreswere lower than those reported in norms or questionnaire validation data.
Basedon the WHQOS5 cut-off scores, 62% of participants were experiencing poor wellbeing
and 32% were clinically depressed.

People with fertility or other health problems who did treatment were older and
more likely to have stopped trying to conceive than thdse did not do treatment and
those with unfavourable circumstance. People with fertility or other health problems who
did treatment reported better mental health and eudaimonic wellbeing than those who did
not do treatment. No other statistically significgroup differences were found.

Test of the Three Tasks Modedlidity

Table 3 describes validity criteria for the initial (Model 1) and refined (Model 2)
models tested, with and without data impiata. Goodness of fit indices% CFl,
RMSEA) indicate the initial model (Model 1) showed good fit to the data, and the refined
model (Model2) showed very good fit.
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Table 2.Descriptive statistics for the variables of the Three Tasks Model (3TM) for the total sample and according to pathway to unme

parenthood goal (N = 410)

Fertility/health Fertility/health Unfavourable
Cronb Total sample problems with problems without . G2 or F-statistic,
circumstances
alpha (N =410) treatment treatment (n = 69) effect) s
(n=173) (n = 168)

Predictors

Age in years, M(SD) NA 35.06 (8.57) 38.91 (8.1 31.94 (7.55) 32.69 (8.16 35.931, .158+*
Stoppedrying to conceive, N(%) NA 197 (48.0) 109 (63.09 68 (40.5% 20 (29.07 29.409***
With children, N(%) NA 195 (47.6) 84 (48.6) 72 (42.9) 39 (56.5) 3.780
Importance of parenthood, M(SD) NA 4.67 (0.73) 4.67 (.73) 4.64 (.75) 4.62 (.84) .810, .004
Social support, M(SD) 13.85 (4.25) [820] 13.90 (4.23) 14.00 (4.37) 13.36 (4.05) 435, .003
Mediators

Meaning making, M(SD) .79 2.54 (0.99) [34] 2.59 (.98) 2.48 (.97) 2.56 (1.03) .514, .003
Acceptance, M(SD) 94 13.12 (5.20) [624] 13.42(5.39) 12.71 (5.07) 13.37 (5.01) 777, .004
Pursuit of new goals, M(SD) .93 19.64 (6.06) [630] 20.43 (6.10) 18.89 (5.91) 19.47 (6.18) 2.361, .014
Outcomes

Mental Health .87 47.89 (23.78) 51.108 (23.25) 43.95 (23.60) 49.37 (24.35) 3.723,.020*
Hedonic Wellbeing, M(SD) .89 41.86 (20.62) 43.36 (20.05) 40.19 (20.37) 42.03 (22.53) .896, .005

Experiencing poor wellbeing, N(% NA 228 (62.3) 91 (58.3) 99 (67.3) 38 (60.3) 2.745
Clinically depressed, N(%) NA 118 (32.2) 49 (31.4) 50(34.0) 19 (30.2) .386

Eudaimonic Wellbeing, M(SD) .86 49.72 (11.15) 51.81 (11.43) 48.22 (11.11) 47.60 (9.62) 4.495, .029*
LegendNA = Not applicable, *p<.05, **p<. 01 3=partidl giasquadeFfértility/Mdaltk problerasn, SD =

with treatment < fertility/health problems without treatment and unfavourable circumst#adéiy/health problens without treatment <
fertility/health problems with treatment. Multipmparisons conducted with Bonferroni correction. Significant differences highlighted in bold.

St
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Table 3.Results of théhree Tasks ModdBTM) validity criteria for thenitial (Model 1) and refined (Model 2) models tested, with and without
data imputation.
3TM validity criteria Model 1 . . . . l Model 2. - . .
No data imputation Data imputation No data imputation Data imputation
b(mm vwRO88 b(mm vwRO88 D(mm vwRP2 b(mm vvRP86
b( MM HWB) =.079 b( MM HWB) =.079 b( MM HWB) =.084 b( MM HWB) =.080
Moderate positive D ( vm ews) =.186** D ( vm Ewe) =.197*** D ( vm Ewe) =.198*** D(mm vEewsR05**

regression weights

( b 0).bé&ween all
mediators and at least
one outcome

b (AY MH )=.142**
D(a vHwB2IB™

D v Eews =-.094
D(pnc vmd04*
b (pnGY Hwe) =.189%**

D(pnG vEWBYS™*

b (AY MH )=.135**
D(a vHwBRIT**

D avews =-.101*
Dipnc vmRBLI*™
D (pnGY Hwe) =.199%**

Dipnc vEWBII**

b (AY MH )=.148**
D(a vHuwmR44r*
D (av ews) =-.100
Dipnc vmB02***
D (pnGY Hwe) =.190%**

D(pnG vEWBBO*™*

b(AVMH):.143**
D(a vHwe240%*
D (av ews) =-.104*
DipnG vmBl7**
D(pnc vHWAPI
D(pnG vEeEWLDE*™

Moderate positive
covariations
(covO .0between

COV (vm, A) =.402***
COV (Mm, pNG) =.443***
COV (A, PNG) =.448***

COV (vm, A) =.428***
COV (MM, pNG) =.469***
COV (A, PNG) =47 2**

COV (vm, A) =.405***
COV (um, PNG) =.444%**
COV (A, PNG) =.444***

COV (vm, A) =.428***
COV (vm, PNG) =.469***
COV (A, PNG) =.472%**

mediators

&is nonsignificant ¢%(21) =29.301* G2(21) = 30473** G%(24) = 28.147 G%(24) = 29.633
CFl1>0.95 CFIl =0.99 CFl =0.99 CFl =.997 CFl = .997
RMSEA<0.06 RMSEA = .048 RMSEA = .050 RMSEA = .021 RMSEA = .024

90%LCI<0.05 &
90%HCI<0.08

90%Cl [.021, .074]

90%Cl [.024, .076]

90%CI [.000, .047]

90%Cl [.000, .049]

Legend 3TM = Three Tasks Model of Adjustment to Unmet Parenthood Qoals;

regression

w ect: ahilsquared statistic,

CFI: Bentler comparative fit indexRMSEA: Steigef Lind root mean square error of approximati@h confidence interval, Cl: lower
value of confidence interval, HCI, higher value of confidence interpalQ5, **p<.01, ***p<.001 Bold entries indicate results meet{pre

specified validity criteria.

covar.i

an
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Overall the refined model without data imputation met all butvatidity criteria
(associations between meanimgking and eudaimonic wellbeing were just below the
threshold to be considered moderate) and met all when missing data was imputed.

Therefined model (Model 25 alsorepresenteth Figure 1. Resultshow wek to
moderate positive associations between meamaking and eudaimonic wellbeing, weak
positive associations between acceptance and regaéth, and moderate positive
associations between acceptance and hedonic wellbeing. Pursuit of new goals shows
positive moderate associations with meritahlth, positive weak to moderate associations
with hedonic wellbeing and strong associations with eudaimonic wellbeing. Covariations
between the model mediators were all positive and strong. Analysis of Figisee 1 a
indicates that, as predicted, age, having stopped trying to conceive, having children and
higher social support were positively associated with the 3TM mediators, while attributing
high importance to parenthood was negatively associated. The strétigtheo
associations varied from weak (age) to strong (social support). Direct moderate positive
associations between social support and all the outcomes were also found. Finally, there
were moderate to strong covariances between the model outddmeasalel predictors
explained from 22 to 33% of the variance observed in the 3TM mediators. Together,
predictors and mediators explained 35 to 43% of the observed variance in outcomes.

Test of the Three Tasks Model invariance according to pathwayRG

The gadness of fit indexes for the refinetbdel(Model 2, no data imputation)
with unconstrained regression weights weX(&2) = 127.850, p < .001, CFl = .95, and
with constrained regression weights wef34) = 190.482 p = .001, CFI = .956The
differene i n fit was not Z%g62=t62.632pi=c4%4) andstheCFlg ni f
difference was lower than 0.01 (G#£.00L), indicating that the model was invariant
across participants with different pathways to UBGmparison of the unconstrachand
constrained refined model with data imputation presented similar results (data not shown).
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Predictors Mediators Outcomes
.160
Age 110
448 A8
MM positive reframing | ;o4 Mental Health
: 179 R2=.22 ¢ R%=.41
Stopped trying . a05) "\ 148 611
-.101 269 -
Acceptance 544 Hedonic WB 301
-116 ’ '
Importance of --280 R?=.33 L S R2=.43
arenthood | e
p 469 .444;._. 202 g0 l266
230 245 4.4
218 - ; ; ;
101 Pursuit of new goals Eudaimonic WB
. . .380
With children R2=23 RZ=.35
-119 338/ 24 293
337 3da
Social support
.206
212
.156

Employment

Figure 1. Path model testing the Three Tasks Model of Adjustment to Unmet Parenthood Goals (3TM, Model 2, no data imputatioimg éonsatiocdemographic variables correlate:

with at | east

one of

t he

out c o rf(R43=28.1217 p 5.25% GFp + 099 7MRMSEA =s.02:890% Gl }000, .043] dCeritinudus and dashed umidirec

arrows represent statistically significant positive and negative regression weights, respectively. Continuous bidiremtisrapeesent statisticallygsificant covariation indexed. MM =

meaningmaking, WB = wellbeing. Ri ndi cates the

vari abl eds

proportion of

variance

explained by
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Discussion

Results show that people who sieléntify as having a UPG experience low
wellbeing, confirming the need to develop adequate support for this population. This
study provides the first empirical evidence that psychosocial support tailored to
patients finishing unsuccessful fertility treatment and, more generally, people with a
UPG, shald focus on exploration and pursuit of fulfilling alternative life goals,
promotion of willingness to experience oI
and exploration of positive meanings reg:
networks seem to play aitical role in empowering people to engage with these
three tasks and should therefore also be considered in support initiatives.
Psychosocial interventions informed by the 3TM are expected to promote adjustment
at different levels, from decreasing psyphthologic symptoms (mental health) to
improving daily wellbeing (hedonic wellbeing) and fulfilment in life (eudaimonic
wellbeing). Overall results support the 3TM is a valid therapeutic framework to
address UPGs, regardless of how these came to be.

This study indicates that oneb6s perce,|]
children they wished for translate in poor wellbeing, regardless of the pathways
leading to this perception. Our participants reported overall lower levels of wellbeing
than found in the general population and high incidence of clinical depression.
Contextual factors framing such perceptions seem to be important. Personal
pathways marked by the opportunity to actively try to conceive, success in having at
least one child and relguishment of such efforts seem to facilitate adjustment. This
highlights the importance of having good access to fertility care, good advice and
control over decisions to stop trying and favourable social contexts that, among other
things, allow individubs to take ownership of such decisions without social costs
(e.g., stigma). It also suggests that the current impact of CQ9Ién fertility
plans, for instance due to disruption of fertility care provision (Boivin et al., 2020) or
economic uncertaintyL(ppi et al., 2020) may have a lasting impact on many
people, making UPG support initiatives timely.

Results indicate that effective tailored support to UPGs is needed and should
prioritize pursuit of alternative goals to parenthood, acceptance of UR®amnd
lesser extent, creation of positive meaning related to this loss. Promoting a
favourable social context that empowers individuals to engage with these three
psychological tasks also seems crucial. In Table 4 we present reséaroied
suggestiond achieve these therapeutic goals. As indicated by the strong covariations
found between mediators (see Table 3), these therapeutic goals are highly
interrelated and should be approached in an integrated way. Our results do not
support the hypothesis thadrticular pathways to UPGs may make it harder for
individuals to engage in these psychological tasks (i.e., no significant group
differences in the 3TM mediators were found) or experience less benefit from it (i.e.,
the model was invariant across groupsjther supporting their use in interventions.
Pursuit of alternative goals has been consistently associated with psychological
benefits regardless of if individuals are trying to have children or stopped (Mesquita



Appendices 333

da Silva, Boivin and Gameiro, 2016), baany patients report feeling stuck and not

knowing how to start this process. The only existing intervention targeting UPGs

(not available for use) shows that it is feasible to engage definitive childless women

in formulating new goals and increasing s&ficacy to pursue such goals, and that

this contributes to decreasing depressive symptoms (Kraaij et al., 2016). Our results
suggest that (re)engaging with life goals other than parenthood will also positively

iImpact hedonic and eudaimonic wellbeing,evtn i s consi stent with
perception that new goals distract them from the pain and become more rewarding

with time (Gameiro and Finnigan, 2017).

Table 4.Suggestions for therapeutic activities underlying
psychosocial support tailored to an unmeepthood goal (UPG)

Therapeut Therapeutic activities
c goals
1 Inform that most people with a UPG develop new fulfilling life goal
and that maintaining such goals, regardless of actively trying to
conceive or not, gives a sense of purpose and contributes to wellk
) 1 Promote an adventurous attitude towards trying new things in life
Promotion . U , . ; .
_ 6fundé instead of O0obligationo
of pursuit of .
alternative need to be grang!osg i .
fulfiling 1 Apply vaI.u.e cIarlflcgtlon ar-1d congrugnt goal deflnltlgn tec-:rlmlques
life goals 9 Address idiosyncratic barrngto pursuit of new goals identified
1 Promote longerm committed action towards goals identified as
personally relevant and rewarding
1 Promote insight about experiential avoidance and how it can impas
on committed action
9 Validate and normalise the loss and grief experience associated v
UPG
1 Inform that most people adjust to a UPG and, with time, find rene\
personal balance and meaning in life
9 Address future orientated fears and concerns, e.g., one will not be
Increase abe to bear the suffering, O6wh
acceptance |f Increase insight about thoughts, feelings, bodily sensations and
of theUPG behaviours associated with UPG grief
1 Apply techniques known to increase acceptance, for instance
mindfulness, seltompassion, cogfive-defusion
9 Address idiosyncratic barriers to acceptance, e.g., guilt or regret &
previous conception (non)attempts, social pressure for parenthool
etc.
E(;?\rsr;?:ition 1 Promote benefit finding aboutgrious conception (non)attempts
of positive \l Prom_ote .the use .o.f adaptive_ cognitive restructuring. strategies, e.g
meaning reattribution, positive reframing, downward comparison, etc., and
related to address the use of namlaptive strategies, e.g., denial, wishful
" thinking, selfjudgement, etc.
oneos U
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1 Promote insight abowiocial pressure for and idealization of
parenthood

1 Promote positive restructuring of hold beliefs closely related with t
UPG experience, such as about family, marriage, parenthood or
gender roles

1 Promote reevaluation of life values (value clarificatipand
priorities

1 Promote social links with other people with UPGs

1 Promote social links with people pursuing same alternative goals
Promote 1 Promote cognitivalefusion from insensitive comments related to
oneds UPG
favourable . . . .
social Promotepositie communi cation skill s
address insensitive comments
contexts

Promote use of value clarification to redefine how one presents
themselves to others, e.g., their UPG status does not need to be t
Omaster statusbo

Acceptance is peroaed by people with a UPG as a central task in order to
6move ondé and rebuild hope towards the f
Smith, 2020). Consistently with acceptance literature, our results show it is
associated with better mentadalth anchedonic wellbeing. Acceptance of the
emotional suffering associated with the UPG seems to be the most challenging
aspect for people (Gameiro and Finnigan, 2017), which suggests that psychological
techniques aiming at increasing insight of and easing cionith difficult thoughts,
feelings and bodily experiences, for instance mindfulness and cogméiusion,
can be particularly useful, as already established with patients undergoing fertility
treatment (Galhardo et al., 2013).

Individuals with a UPG see the construction of positive meanings about their
UPG as part of their healing process. However, in our study mearaking was
only linked to better eudaimonic wellbeing. This is at least partially related with the
limitations of how it was operationalized. To assess meamaging one can focus
on the appraisal of the stressor that triggers the need to make meaning, on the
strategies used to make meaning and on the meaning made (Park and George, 2013).
We only assessed one mawamaking strategy that we know is adaptive in the
context of UPGs (Kraaij, Garnefski and Schroevers, 2009, Lechner, Bolman and van
Dalen, 2007), but individuals refer using many others, for instance reattribution
(finding reasons for why the UPG happem@d who or what is responsible), value
clarification (reassessing priorities in life), downward comparison (judging oneself
as well off in comparison to other real or hypothetical peoplejtreeturing of
beliefs associated with the UPG (e.g., parendhéamily, etc.), or developing more
realistic views of the world (e.g., less predictable, fair, safe) (Gameiro and Finnigan,
2017). Therapeutic support can target any of these strategies while also preventing
the use of nomadaptive strategies sometimesed, as denial (Throsby, 2001) or self
judgement (Galhardo et al., 2011).
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Finally, the strong associations found between social support and the 3TM
medi ators and outcomes support the need |
specifically, promoting supptive networks can help propel people towards their
goals and accepting their UPG (Martino et al., 2017, Su and Chen, 2006). On the
contrary, some social contexts may hinde]
Helping individuals to develop insight of suabntexts (e.g., pressure for
parenthood, soctoultural assumption) and promoting cognitiefusion can then
be helpful. Patient centred approaches to care also require a focus on social support,
as individuals consistently refer to the value of connedtiitig other people in their
circumstances to overcome feelings of social isolation and share effective coping
strategies (Malik and Coulson, 2013, Stenstrom, 2020).

Clarity about therapeutic goals and strategies to address the impact of UPGs
should enabl¢he future development and evaluation of evidemased support
interventions for this heterogeneous and growing population. While people who did
not do fertility treatment and faced unfavourable circumstances would need to
proactively access such supparshould be offered to all fertility patients. Indeed, it
is important for the field to recognise that positive experiences of treatment need to
include its immediate and longesrm aftermath, even if patients are no longer at
clinics. Overall, it seemiclear from both research and patient advocacy initiatives
that there is high demand for support to UPGs. However, there is little evidence on
when, how and what type of support people desire, and therefore how to best
translate the therapeutic recommeiatss in this article into interventions. Within
fertility clinics, it would be i mportant
implementing both prevention (i.e., preparation for possibility of unsuccessful
treatment) and intervention (i.e., @t after unsuccessful treatment) approaches
and in which format, as more emphasis is being put on online support due to
COVID-19 (World Health Organizatigr2020). To support those outside the
healthcare system, some of the challenges will be to deetdeén developing
interventions that are inclusive of people with different pathways to a UPG and
parental status versus if to cater to each group; how to address barriers te support
seeking, for instance, lack of insight regarding or avoidance of gredtigend and
Smith, 2020), stigma (Slade et al., 2007) or even practicalities (e.g., travelling
distance, cost); or even how to ensure proper referral processes with-neatital
services for those more profoundly affected, that are based on solid andergtof
the impact UPGs can have on meiftaélth (i.e., from sadness, to clinical
depression, to suicide ideation) (Boivin, Harrison, Mathur, Burns, PericRiih
and Gameiro, 2020).

Strengths and limitations

This is a theonjed study that applieguidelines for explanatory modelling
(Shmueli, 2010) in order to test the 3TM on a heterogeneous group of people faced
with a UPG. The sample was well powered and model validy criteria were defined a
priori. All psychological constructs were assessed witlely used and sound
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guestionnaires. A holistic assessment of psychological adjustment was considered,

which allowed differentiation between psychological functioning (mental health,

hedonic wellbeing) and perceptions of life fulfilment (eudaimonic veaildp). The

use of a different response scale in the NBH$ a limitation of this study, which

affects the scalesd6 criteria valieity. [
scores with normative or ot herevadencedi es o
of mental health disorders in our sample. However, the items remained unchanged,

and therefore so did the scalebds validit:
WHO-5, another measuring of psychological functioning was .611 but with a

measire of eudaimonic wellbeing was only .301, and reliability was .87. The sample

was selfselected from sociahedia and support groups and this affects

generalisability, in particular for men, as only two participated. Nonetheless, overall
adjustment and @eriences of the UPG were consistent with existing literature

(Gameiro and Finnigan, 2017). Assessment of meamialjng was sound but not
comprehensive enough and future studies should strive to better map the meaning

making processes through which pagtchange is achieved. The data supports the
theoretical model tested but definite causal conclusions need to be based on

prospective research with mediators being assessed prior to outcomes. Alternatively,
experimental testing of psychological intervensdased on the 3TM can also

provide evidence in support of its causal claims.

Conclusion

The 3TM is a valid therapeutic framework to address UPGs, regardless of
how these came to be. Its main therapeutic goals can be achieved by implementing
already exsting therapeutic techniques that have been proved efficient within
clinical and health psychology, and some even within the context of reproductive
health (e.g., positive reappraisal coping, mindfulness, goal definition, etc.). This
evidence is promisinfpr the development of evident@sed interventions to
support people with UPGs. The field urgently needs to broaden existing support
from promoting fertility health to also address definitive parenthood goal loss.
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Appendix B: Prospective Acceptability Studyi Participant
Information Sheet, Consent form,questionnairesand debrief form

Participant Information Sheet

Thank you for considering participating in this study.

The School of Psychology at Cardiff University and co-produced
the Finding More to Life (MtL) Self-Help Guide to support people who are not able to have
a child or as many children as they would like.

In this study we would like to obtain your feedback about
the MtL Self-Help Guide so that we can improve it.

Your participation includes doing two 1-hour interviews (via skype, phone, or in person,
as you prefer), the first to tells us what you think of the Self-Help Guide and how you might
use it, and the second to let us know about your experience of using it. In between the
interviews you will receive weekly emails inviting you to look at a particular activity in the
Self-Help Guide.

You will receive a £50 voucher for your participation.

You can withdraw at any point without having to give a reason and will still receive
the voucher.

The diagram below presents the study in more detail.

8 weeks
Initial Interview Follow up Interview
Location: Cardiff Weekly reminder emails Location: Cardiff
University, your own inviting you to engage University, your own
home or via Skype with activities from the home, via Skype or
(based on your guide. phone (based on your
preference). preference)*.
!

* Look through the + Feedback your
guide and talk about thoughts on the guide
your initial thoughts. and how you used it.

* Feedback on the over the past 8 weeks.
guide e.g. how you + Ashort (2 minute)
could use it. questionnaire and a

* Ashort (2 minute) feedback table.
questionnaire.

Each interview will last approximately one hour
but you can stop whenever you wish.

* In circumstances where an interview can not be arranged due to limited time, the interview questions can be sent via an online
questionnaire
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We are really interested in your thoughts and experiences of the Self-Help Guide and
will use any information you provide to us to make this guide as useful as possible.

Your responses from both interviews will be AUDIO-RECORDED and stored (transcribed)
CONFIDENTIALLY on a password protected University computer. Only the researchers on
this project will be able to access your data (interview responses). Your data will be
anonymised one month after the survey has closed and after this point, no-one will be able
to trace your information back to you. You can ask for the information you have provided to
be deleted/destroyed at any time up until the data has been anonymised and you can have
access to the information up until the data has been anonymised.

What are the possible disadvantages and risks of taking part?

We acknowledge that some of the activities in the Self-Help Guide might make you feel
emotional as you may reflect on your own personal experience. Therefore, we stress that
you can withdraw from the study whenever you like without having to give any reason,
including during an interview. Contact details for the researchers and other support services
will also be provided.

What are the possible benefits of taking part?

By taking part in this study, you will be introduced to the support tool (the MTL Self-Help
Guide) which has been specifically designed for people in your situation and engaging with
this Self-Help Guide is expected to facilitate your journey of acceptance of your unfulfilled
desire for (more) children. Moreover, past research has shown that participating in research
interviews can help participants to understand their own thoughts and emotions.

What should | do if there is a problem during my participation?
If you have any problem or any concern about our study, please contact:

The contact details of the researcher of this study: Beth Rowbottom, PhD Student, School of
Psychology, Cardiff University, 70 Park Place, Cardiff, CF10 3AT Email:
rowbottomb@cardiff.ac.uk

The contact details of the supervisor of this study: Dr Sofia Gameiro, Senior Lecturer, School
of Psychology, Cardiff University, 70 Park Place, Cardiff, CF10 3AT, Email:
gameiros@cardiff.ac.uk  Tel: +44 (0)29 2087 5376

This project has been reviewed and ethically approved by SREC (School Research Ethics
Committee), School of Psychology, Cardiff University, Tower Building, 70 Park Place,
Cardiff, CF10 3AT Email: psychethics@cardiff.ac.uk Tel: +44 (0)29 2087 0360

The data controller is Cardiff University and the Data Protection Officer is Matt Cooper
CooperM1@cardiff.ac.uk. The lawful basis for the processing of the data you provide is
consent.
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Consent form

I understand that this study aims to test the acceptability dfitine To Life Self-Help Guide for
people who have unmet parenthood goals (by nogteble to have a child or as many children as
they would want).

| understand that participation in this study is entirely voluntary and that | can withdraw from the
study at any time without giving a reason.

| understand that | am free to ask ayuestions at any time. | am free to withdraw or discuss my
concerns with Dr Sofia Gameiro.

I understand that the information provided by me will be audemrded (for example recorded via

Skype) and transcribed. This information will be held confidegtialich that only the researcher and
supervisor can trace this information back to me individually. | understand that my data will be
anonymised one month after the study has finished and that after this poimt mdll be able to

trace my information kek to me. The anonymous information will be retained indefinitely. |

understand that | can ask for the information | provide to be deleted/destroyed at any time up until the
data has been anonymised and | can have access to the information up untél bees deeen

anonymised.

| understand that some of the activities might make me feel emotional as | may reflect on my own
personal experience and that | am free to withdraw at any time. | understand that | may be asked
questions about my sexual orientatibnt | can choose not to answer these questions. | also
understand that at the end of the study | will be provided with additional information (including
support services) and feedback about the purpose of the study.

The data controller is Cardiff Univetgiand the Data Protection Officer is Matt Cooper
CooperM1@cardiff.ac.ukThe lawful basis for the processingtbé data you provide is consent.

| consent to participate in the study conducted by Beth Rowbottom School of Psychology, Cardiff
University with the supervision of Dr Sofia Gameiro.

Signed:

Date:
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Consent form

(for completing the online qualitative questionnaire)

I understand that overall this study aims to test the acceptability of the More To LitdefelGuide
for people who have unmet parenthood goals (by not being able to have a child or as many children as
they would want).

I understand that participatiamline questionnaire is entirely voluntary and that | can withdraw at
any time by closing the browser window, without giving a reason.

| understand that | am free to ask any questions at any time. | am free to withdraw or discuss my
concerns with Dr Sofig&ameiro.

| understand that the information provided by me will be collected via an online questionnaire. This
information will be held confidentially, such that only the researcher and supervisor can trace this
information back to me individually. | und#and that my data will be anonymised one month after

the study has finished and that after this poinbne will be able to trace my information back to me.

The anonymous information will be retained indefinitely. | understand that | can ask for the
information | provide to be deleted/destroyed at any time up until the data has been anonymised and |
can have access to the information up until the data has been anonymised.

| understand that at the end of the study | will be provided with additional iafam(including
support services) and feedback about the purpose of the study.

The data controller is Cardiff University and the Data Protection Officer is Matt Cooper
CooperMl1l@cardiff.ac.uk The lawful basis for the processing of the data you provaesént.

| consent to complete this online questionnaire created by Beth Rowbottom School of Psychology,
Cardiff University with the supervision of Dr Sofia Gameiro.

Signed:

Date:
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QUESTIONNAIRES

DEMOGRAPHIC DETAILS

GENDER i RELATIONSHIP STATUS EDUCATION EMPLOYMENT

T Female f7 single I No high sclT Unemplo

I Mal e f7 wmarried I High schoolfil Part ti

I Other B ' n rel ati onshilli Undergraduatedegree 7 Ful I t i

I Prefer nlI In relationshifil Postgradualfll Student
I | |

|
|
|
i
i
Ot her (
|state)
|

|
|
|
|
|
r|

Di vorced/ sepa PhD
I Widow Ot her (ple
AGE I Prefer
years
T Prefer n Prefer not Prefer

Your journey so far

Do you have biological § Have you actively tried to Can you conceive spontaneously (by having sexuall
children? conceive a child in the past? | intercourse with a partner of the opposite sex)?

| Yes II Yes I Yes

I No I No I No

I Prefer noll Prefer not I Prefer not say

If yes, how many?

Have you engaged in fertility
treatment to conceive?

If no, please explain why you cannot conceive (usin
as many options as you want):

I I have fertility prob
Do you have adopted §1 Yes I My partner has fertil
children?
I No I I have a health condi
T Yes able to conceive.
T No I Prefer not I My partner has a heal
= being able to conceive.
I Prefer n
If yes, how many? If yes, howlongagodidyou 1 | identify as LGBTH+.
finish treatment? _
| diondt have a partner.
years months
I Other (please state):
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INITIAL INTERVIEW QUESTIONS

Key
Usefulness/helpfulness
Accessibility SAT Social Acceptance
SIT Social Importance
Aesthetics

Materials = information provided about the evidence/research behind the activities.
Activity = theweekly activity and its content.

Instructions

The following instructions will be read to the participant:

As you were informed on the consent form and information sheet, in this interview | will ask you
question about the More To Life (MtL) Seffelp Guide which has been created to help individuals
who have been unable to achieve the family that they desire.

As mentioned on the consent form, this interview is being audio recorded. After, it will be transcribed
to a text document and your name will be repthby a pseudonym (false name) to ensure that your
data remains anonymous. The audio record will be destroyed. You can tell us to delete your data until
the moment it becomes anonymous.

The information given in this interview is confidential and, apantfthe research team (myself and
Sofia Gameiro, my supervisor), no one will have access to it. In case you experience strong negative
feelings during the interview, please let me know so | can give you some support contacts. We really
appreciate your coribution to this study.

(If interview taking place in Tower Building (Psychology) at Cardiff University) If a fire alarm
sounds during this interview, please follow the instructions of the researcher and we will evacuate the
building safely.

Pleasecomplete the demographic details form provided (See separate form).

The More To Life (MtL) SeHHelp Guide has been created to help individuals who have been unable

to achieve the family that they desire. We hope that completing all the activities WighBetfHelp

Guide may help people move forward from pain and grief and lead a fulfilling and meaningful life.
ThisMtLSelfHe |l p Gui de is the topic of interest and yol
expert and pri mary erpamahk lsten@r aadriedrner. It i§ impodantitoenstee a r ¢ h
that we are testing the materials and not you! This is not a test and there are no right or wrong

answers. We are just interested in what you think and feel and we want to know your opinions.

You (the participant) will need to work through the web pages and activities on this website while
describing what you are thinking as you do this. After this, | (the researcher) will ask you a series of
questions about certain aspects of the-Help Guide. Tha you will be invited to fill out a short
questionnaire. If you do not wish to answer a question, during the interview or on the form, you/we
can just skip to the next question.

You can practice the O6think al dfyodwishiwecahusetheue pr i c
support page oRertility Network UK.

This session is not expected to last longer than one hour. You can stop the session at any time and you
dond6t have tom give me a reas

Before we start, do you have any questions?

Overall acceptance questions:


http://fertilitynetworkuk.org/for-those-facing-the-challenges-of-childlessness/support/10074-2/support-materials/
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1. Do you think the materials/activities are useful? Why? Sl

2. Do you think the information provided in the materials/activities is comprehensive? Why?
SA

3. Do you think thdanguage used in the materials/activities is appropriate? Why? SA

4. Do you think the materials/activities are user friendly (e.g. easy to access and navigate
through)? WhySA

5. Do you think the materials/activities look appealing? Why? SA

Planned use questios:
From what you have seen of the MtL SEklp Guide so far:

1. Do you find the SelHelp Guide easy or difficult to use? Wh(&A)

2. What are the main benefits you would expect from using thistgsfi GuideqSI)

3. Do you think using this Selflelp Guide cou have any negative affect on yo(8 i harm
experienced?)

4. Which aspects of the Sdielp Guide do you like most? Why3A)

5. Which do you like the least? Why3A)

How will you use the MtL SelHelp Guide:

1. How do you envision using this Setfelp Guide? Sl

2. How do you think you will fit the activities into your weekly routine? Sl

3. How do you think you will access the materials/activities (e.g. print them out, access on
computer etc.)? SA

4. Do you think you will do these activities alone or with your partnere{évant), if so how?
SA

Suggestions for improvements and comments

Can you provide any suggestions for improvement?

Do you have any further comments that you would like to add?

Quantitative Questionnaire

Do you agree with followingtatements? (Adapted from Taranoski and Simonion (19929i(6
Likert scalei 1 = strongly disagree, 6 = strongly agree) (This measure of acceptability has good
reliability (internal consistency of 0.98) (Carter, 2007)):

Overall, I like this MtL Self -Help Guide.
1 2 3 4 5 6

Strongly disagree Strongly agree

Overall, the MtL Self-Help Guide seems helpful
1 2 3 4 5 6

Strongly disagree Strongly agree

I am willing to use the MtL Self-Help Guide.
1 2 3 4 5 6

Strongly disagree Strongly agree
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(adapted from (Lancastle & Boivin, 2008)

How confident would you be to recommend the MtL SelHelp Guide to someone else in the
same/similar situation?

1 2 3 4 5 6

Not at all Somewhat Extremely

How suitable do you think the MtL Self-Help Guide is for people with an unmet child wish?
1 2 3 4 5 6

Not at all Somewhat Extremely

Instructions for the next two months (thesewill be handed to the participant at the end of the
interview and/or sent via email):

We would now like to invite you to use thore to Life Self-Help Guide over the next two months.

There are eight activities to complete and all the information abe8éliHelp Guide and activities
can be found on this websktéttp://fertilitynetworkuk.org/fofthosefacing-the-challengesof-
childlessness/support/10024supporimaterials/

We will send you a minder email each week to let you know which activity can be completed that
week. This email will also include the PDF version of the activity.

Each activity can take approximately 30 minutes, but you can take as long as wish. Some activities
will ask youto engage with them more regularly in order to make small everyday steps on your
journey.

We wi || arrange another interview session in two
on using the More to Life SeHlelp Guide during this period.
Hereare some support contact details:
Fertility Network UK

http://fertilitynetworkuk.org/forthosefacing-the-challengesf-childlessness/

Email info@fertilitynetworkuk.org

Tel- 01424 732361

If you are worried about your mental health, please contactgBusr NHS mental healthonline
https://www.nhs.uk/usinghe-nhs/nhsservices/mentathealth services/howto-accesanentathealth

servicesError! Hyperlink reference not valid.

You can also contact the researcher or supervisowyairaa during the study:

Beth Rowbottom, PhD Student, emadwbottomb@cardiff.ac.uk

Dr Sofia Gameiro, Swgyvisor, emailgameiros@cardiff.ac.uld’el: +44 (0)29 2087 5376


http://fertilitynetworkuk.org/for-those-facing-the-challenges-of-childlessness/support/10074-2/support-materials/
http://fertilitynetworkuk.org/for-those-facing-the-challenges-of-childlessness/support/10074-2/support-materials/
http://fertilitynetworkuk.org/for-those-facing-the-challenges-of-childlessness/
mailto:info@fertilitynetworkuk.org
https://www.nhs.uk/using-the-nhs/nhs-services/mental-health-services/how-to-access-mental-health-services/
https://www.nhs.uk/using-the-nhs/nhs-services/mental-health-services/how-to-access-mental-health-services/
mailto:rowbottomb@cardiff.ac.uk
mailto:gameiros@cardiff.ac.uk
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Do you have any questions?

FOLLOW UP INTERVIEW QUESTIONS
Instructions
The following instructions will be read to the partiaipa

As you were informed on the consent form and information sheet at the start of this study, in this
interview | will ask you question about the More To Life (MtL) Sdilp Guide, which has been
created to help individuals who have been unable to aehie/family that they desire.

As mentioned on the consent form, this interview is being audio recorded. After, it will be transcribed
to a text document and your name will be replaced by a pseudonym (false name) to ensure that your
data remains anonymoughe audio record will be destroyed. You can tell us to delete your data until
the moment it becomes anonymous.

The information given in this interview is confidential and, apart from the research team (myself and
Sofia Gameiro, my supervisor), no one will have access to it. In case you experience strong negative
feelings during the interview, please let me know san give you some support contacts. We really
appreciate your contribution to this study.

(If interview taking place in Tower Building (Psychology) at Cardiff University) If a fire alarm
sounds during this interview, please follow the instructions®fdéisearcher and we will evacuate the
building safely.

Please can you tell us if any of your personal details on this form (show original completed form)
have changed in the past two months?

The More To Life SelHelp Guide has been created to help irtlials who have been unable to
achieve the family that they desire. We hope that completing all the activities within thideSelf
Guide may help people move forward from pain and grief and lead a fulfilling and meaningful life.

| (the researcher) willsk you (the participant) a series of questions about the MtkHif Guide

that you have been using over the past two months. Some of these questions will be the same as the
ones asked at the initial interview as we are interested in what you thinkowolaye had more time

to use the SelHelp Guide. Remember it is the Selélp Guide we are assessing and not you. This is
not a test and there are no right or wrong answers. We are just interested in what you think and feel
and we want to know your opims.

You will then be asked to fill out a short questionnaire and feedback table for the activities. If you do
not wish to answer a question, during the interview or on the form, you/we can just skip to the next
question.

This session is not expected totlsger than one hour. You can stop the session at any time and you
dondét have to give me a reason.

Before we start, do you have any questions?

FOLLOW UP QUALITATIVE QUESTIONNAIRE

(if an interview is not possible)
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Instructions
The following instrudbns will be provided at the beginning of the questionnaire:

As you were informed on the consent form and information sheet at the start of this study, in this
guestionnaire you will be asked question about the More To Life (MtL)HBf§ Guide, which has
been created to help individuals who have been unable to achieve the family that they desire.

You will be asked to enter your unique ID from the first online questionnaire you completed. This
will allow us to ensure your data remains confidential.

The iformation given in this questionnaire is confidential and, apart from the research team (myself
and Sofia Gameiro, my supervisor), no one will have access to it. In case you experience strong
negative feelings during the questionnaire, please refer balek support contact details provided
below.

The More To Life SeHHelp Guide has been created to help individuals who have been unable to
achieve the family that they desire. We hope that completing all the activities within thidefelf
Guide may helpeople move forward from pain and grief and lead a fulfilling and meaningful life.

This questionnaire contains a series of questions about the MtH&8pliGuide that you have been
using over the past two months. Some of these questions will be thasdngeones asked at the

initial interview as we are interested in what you think now you have had more time to use-the Self
Help Guide. Remember it is the Selélp Guide we are assessing and not you. This is not a test and
there are no right or wrong swmers. We are just interested in what you think and feel and we want to
know your opinions.

You will then be asked to fill out a short questionnaire and feedback table for the activities. If you do
not wish to answer a question, during the questionnaiecgn just skip to the next question.

This questionnaire should not last more than 40 minutes. You can stop questionnaire at anytime by
closing the browser window.

Here are some support contact details:
Fertility Network UK

http://fertilitynetworkuk.org/fosthosefacing-the-challengesof-childlessness/

Email info@fertilitynetworkuk.org

Tel- 01424 732361

If you are worried about your mental health, please contact @@uor NHS mental healthonline
https://www.nhs.uk/usinghe-nhs/nhsservices/mentahealthservices/howo-accesanentathealth
services/

Questions
Please can you tell us if any of your personal details on this have changed in the past tw® months

Please enter your unique ID:

The following questions will be included in both the interview or the qualitative questionnaire:
General questions:

1. What are your thoughts and opinions about the-Belp Guide now that yohave hadnore
time to look at it and complete the activities?

2. What do you think is important for us to know about your experience of using the&plf
Guide over the past two months?


http://fertilitynetworkuk.org/for-those-facing-the-challenges-of-childlessness/
mailto:info@fertilitynetworkuk.org
https://www.nhs.uk/using-the-nhs/nhs-services/mental-health-services/how-to-access-mental-health-services/
https://www.nhs.uk/using-the-nhs/nhs-services/mental-health-services/how-to-access-mental-health-services/
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Overall acceptance questions:

PowdhPR

5.

Did you think thematerials/activities were useful? Why?

Did you think the information provided in the materials/activities was comprehensive? Why?
Did you think the language used in the materials/activities was appropriate? Why?

Did you think the materials/activities weuser friendly (e.g. easy to access and navigate
through)? Why?

Did you think the materials/activities looked appealing? Why?

Actual use of MtL Self-Help Guide questions:

Now that you have had more time to look at and use theHaif Guide:

NogswNE

©

Can you desdoe how you have used the Selélp Guide over the past two months?
Did you find the SeHHelp Guide easy or difficult to use? Wh{&A)

What activities did you find useful or not useful? Why?

Which activities did you find easy or difficult? Why?

Are thee any activities that you would take out of the $&dp Guide? Why?

What did you think are the main benefits were from using thistsalp GuideqSI)
Did you think this SeHHelp Guide had any negative affect on y¢8Pi harm
experienced?)

Which aspects of the Seftfelp Guide did you like most? Why8A)

Which did you like the least? Why3A)

. Is there anything else about how you used the ghialeyou think is relevant for us to

know?

How you used the MtL Selelp Guide:

1.
2.
3.

How did you fit the activities into your weekly routine?
How did you access the materials/activities (e.g. print them out, access on computer etc.)?
Did you do these activigs alone or with your partner (if relevant), if so how?

Suggestions/comments

Can you provide any suggestions for improvement?

Do you have any further comments that you would like to add?
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Quantitative Questionnaire

Do you agree with following statement@dapted from Taranoski and Simonion (1992p(gint
Likert scalel 1 = strongly disagree, 6 = strongly agree) (This measure of acceptability has good
reliability (internal consistency of 0.98) (Carter, 2007)):

Overall, | liked the MtL Self-Help Guide.
1 2 3 4 5 6

Strongly disagree Strongly agree
Overall, the MtL Self-Help Guide was helpful
1 2 3 4 5 6

Strongly disagree Strongly agree

(adapted fronfLancastle & Boivin, 2008)

How confident would you be to recommend the MtL SefHelp Guide to someone else in the
same/similar situation?

1 2 3 4 5 6

Not at all Somewhat Extremely

How suitable do you think theMtL Self-Help Guide is for people with an unmet child wish?
1 2 3 4 5 6

Not at all Somewhat Extremely

Suppose you felt that you were struggling with coming to terms with your unmet child wish
again in the future, would you be willing to use the MtL SeHHelp Guide again?

1 2 3 4 5 6
Not at all Somewhat Extremely
Are you satisfied with the outcomes you obtained from using the MtL Selielp Guide?
(Social Importance)
1 2 3 4 5 6
Not at all Somewhat Extremely

Please now complete the following activity feedback table:

1 Please indicate by ticking the box whether you only read the activity or whether you
completed the activity.

1 Please use the circles to indiediow much you agree or disagree with each statement at the
top of the table.

Participant will be handed the debrief form at the end of this session.
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FEEDBACK TABLE FOR ACT IVITIE S
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1 Be kind to yourself Strongly Disagree Neutral Agree Strongly | Strongly Disagree Neutral Agree Strongly
READ ACTIVITY ONLY o Disagree Agree Disagree Agree
COMPLETED ACTIVITY o O O O O O o o} e} e} o
2 Begin to heal Strongly Disagree Neutral Agree Strongly | Strongly Disagree Neutral Agree Strongly
READ ACTIVITY ONLY o Disagree Agree Disagree Agree
COMPLETED ACTIVITY o o) o) O O O o o} e} e} o
3 Look for light in the darkness Strongly Disagree Neutral Agree Strongly | Strongly Disagree Neutral Agree Strongly
READ ACTIVITY ONLY O Disagree Agree Disagree Agree
COMPLETED ACTIVITY o o) o) O O o o o} e} e} o
4 Reconnect with the things you enjoy | Strongly Disagree Neutral Agree Strongly | Strongly Disagree Neutral Agree Strongly
READ ACTIVITY ONLY o Disagree Agree Disagree Agree
COMPLETED ACTIVITY o O O O O O o o} e} e} o
5 Find what is important to you Strongly Disagree Neutral Agree Strongly | Strongly Disagree Neutral Agree Strongly
READ ACTIVITY ONLY o Disagree Agree Disagree Agree
COMPLETED ACTIVITY o o) o) O O O o e} e} e} o
6 Make your plan Strongly Disagree Neutral Agree Strongly | Strongly Disagree Neutral Agree Strongly
READ ACTIVITY ONLY O Disagree Agree Disagree Agree
COMPLETED ACTIVITY o o) o) O O O o o} O O o
7 Commit to your plan Strongly Disagree Neutral Agree Strongly | Strongly Disagree Neutral Agree Strongly
READ ACTIVITY ONLY o Disagree Agree Disagree Agree
COMPLETED ACTIVITY o o) o) O O @ o o} O O o
8 Bring it all together Strongly Disagree Neutral Agree Strongly | Strongly Disagree Neutral Agree Strongly
READ ACTIVITY ONLY o Disagree Agree Disagree Agree
COMPLETED ACTIVITY o ) ) O O O o o} e} e} o
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Debrief Form

This study is part of research testing a model which has been proposed to develop support for people
who have not being able to have a child or as many children as they would liKEhrEleeTask

Model of Adjustment (Gameiro & Finnigan, 20)Auggests thahree tasks (acceptance, meaning
making, pursuit of new life goals) could help people adjust to realising their unmet parenthood goals
by improving their mental health and wellbeing.

TheMore To Life (MtL) Self -Help Guide from this study aims to help pgle engage in the three
tasks mentioned above (acceptance, meaning making and pursuit of new life goals). We hope that
using the MtL SeHHelp Guide over a couple of months will help people move through their grief of
not being able to achieve the famihel desire and towards a more fulfilling life. The information we
gather from you in this study will assist us in improving this-Belp guide further, ensuring that it is
presented in the most acceptable and useful way to provide support for peopleméthparenthood
goals.

Your responses from the interviews will be stored confidentially on a password protected University
computer. Only the researchers on this project will be able to access your data (interview responses).
Your data will be anonymiseshe month after the survey has closed that after this point, rane

will be able to trace your information back to you. You can ask for the information you have provided
to be deleted/destroyed at any time up until the data has been anonymised et lyave access to

the information up until the data has been anonymised.

If you feel you would like support after doing this questionnaire, we have provided the contact details
for Fertility Network UK Email info@fertilitynetworkuk.orgTel- 01424 732361

If you are worried about your mental health, please contact your GP®mental healtionline.

If you would like to read more about this model, and what it has hypothesised, please look at the
following paper on Google Scholar: Gameiro, S., & Finnigan, A. (2017). {temgy adjustment to
unmet parenthood goals following ART: a systematiéewvand metaanalysisHuman

Reproduction Update3(3), 322337.

If you would like to get in touch with the researcher and supervisor of this study, please use the
contact details below.

Bethan Rowbottom Dr Sofia Gameiro
PhD Student Senior Lecturer

School of Psychology School of Psychology
Cardiff University Cardiff University
Tower Building Tower Building

Park Place Park Place

Cardiff Cardiff

CF10 3AT CF10 3AT

Email: rowbottomb@cardiff.ac.ukEmail: gameiros@cardiff.ac.uk

Tel: +44 (0)29 2087 5376

Details of further contact:


http://www.fertilitynetworkuk.org/
mailto:info@fertilitynetworkuk.org
https://www.nhs.uk/using-the-nhs/nhs-services/mental-health-services/how-to-access-mental-health-services/
mailto:rowbottomb@cardiff.ac.uk
mailto:gameiros@cardiff.ac.uk
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Secretary of the Ethics Committee
School of Psychology

Cardiff University

Tower Building

Park Place

Cardiff

CF10 3AT

Tel: +44 (0)29 2087 0360

Email: psychethics@cardiff.ac.uk
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Appendix C: Prospective Acceptability Study- Detailed table of themes generated from T1 and T2
Table 1- Themes generated from the first assessment moment (T1
Themes Positives Negatives Suggestions for improvement
Intervention meets the needs
of users
Intervention is helpful and 9 intervention useful or helpful overall (100%)and No participants said that the | § More practical advice (33%)
useful to work through feelings (33%), find meaning (17% intervention would not be at all §  Affirmations or rewarding phrases (17%)
and to trigger selhwareness (17%) helpful or useful (0%) 1 Some participants suggested additional
1 Intervention useful for someone who was ready to content to make it more useful (50%)
try and overcome their experience (50%)
Expected effects from using | § finding a way to move forward (50%) 1 engaging with the 1 contact details for further support in the
the intervention 1 reframing things in a different way (25%) intervention could be intervention (33%)
1 identifying areas not thought about before (17%) emotionally challenging 1 further clarification that thentervention
(50%), painful or could bring up difficult emotions (17%)
upsetting (25%) validation and reassurance throughout
feeling concerned by some of intervention (17%)

Connecting with others is
important

Partners, males and couples
using the intervention

Working through the UPG
experience
Journey

the content (17%)
1 expect to connect with others in the same situation | nt er vent i on ¢ 9 waystoconnectwith others (17%)

(25%) include information about how | q incorporate other people's experience of
1 use the intervention to feel less alone (42%) $ois to connect with others. using the intervention into the content (8%
good to know what others experience (33%) used as a tool in a group support session or

online chat community (17%)
1 nice to see men and women's experience affirmed § Women did not think that |  activities for men (8%)

(17%) men would want to engage { activities for couples (8%)
1 intervention may appeal to male perspective becal with the intervention (58%)
it is clear andstraightforward (8%) No men took part in this
study.

referred to a journey (100%), including own experience (75%), assigning definitive timescale (25%) or the intervention itseiéing a
journey (58%) 06 usefulness of the intervention dependmicaesa wh
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Themes Positives Negatives Suggestions for improvement
desire to work through experience (17%) 0 expected ef fyé@eauw)s
finding the intervention distressful or overwhel ming i f at t
Intervention has a framework A framework or structure (which was easy to navigate | § ‘flow' of the intervention 1 clearer architecture of structure or
or structure to help a person | (58%): was not clear (42%) framework of the intervention (33%)
experiencing UPG (including | 1 to work through and move forward (92%) feeling lost using the clearer flow, ncluding next and back buttons
organisation)  for thoughts (50%) and to help clarify things (50%) intervention (33%) (8%) and something to clearly close the
f  towork through grief and pain (33%) intervention off (8%)

to follow to find other paths or goals (17%)
Intervention is appropriate

Intervention is accessible anc § easy to read and understand (58%) 9 aspects were not accessibl § better explanations on how to use to
easy to use 1 easyto use (58%) (42%) intervention (33%)
1 aspects of thpresentation were appealing (92%) | 1 not easy to read and 1 some languagshould be amended (33%)
1 delivery as an online selfelp intervention was good understand (33%) 1 the option to download or print the entire
(50%) 1 not easy to use (17%) intervention as a workbook (17%) or an
audio version (17%)
Intervention is relatable and | § content felt relevant and relatable (100%) I Some content was not 1 acknowledgement that the intervention
comprehensive 1 intervention was comprehensive (100%}a relatable (25%) and was has been developed for two groups (8%)
language was appropriate (75%) even concerning (17%) 1 two separate interventions for childless
1 acknowledged the UPG experience and that enga¢ disliked the use of the word individuals and parents with an UPG
with the intervention may be challenging (67%) 'more’ and the references to (8%)
§ good that the intervention is research based (33%) those who already had Make sure all language is inclusive (8%)
Participants regarded the quotes in a positive way (e.g children (42%)
comforting) (58%)
Thinking about using the 1 O use the intervention individually (100%) 6 set ti me aside to all ow t hemprinto#thes pac e

intervention activities or use a notebook and pen for activities (75%)
Note. Percentage indicates percentage of participants.



Appendices

Table 2- Themes generated from second assessment moment (T2)

Themes

Positives

358

Negatives Suggestions for improvement

Intervention meets the needs of users

Intervention is helpful | §
and useful

il

Engaging with the | §
intervention had a | q
positive effect for most

participants q
1

Connecting wit others |
l

Intervention is helpful (64%) e.g., gainingderstanding of onesel
and think about how to move forward

Intervention is useful (82%) e.g., to look at all aspects of the
experience 1

No negative effect was reported (64%) i
Any emotions experienced were unsurprising and part of the
process (36%)

Focussing on values was beneficial (36%)

Finding fulfilment in other
general (27%)

1
6What most people experience|f

Talking about activities with partner (during or after) was good
(18%)

Working through the UPG experience

Journey T

f
f

Intervention provides | |
structure and this | q
structure flows well or | q
makes sense (including
weekly schedule and
reminder emails)

= =4

Referred to experience as a journey (64%)

Intervention was not considered |
useful to partner by participants
(45%)

One participant felt that certain
aspects weraot helpful (9%)
Intervention had a negative i
emotional effect, such as getting
upset 27%) and emotional

challenge required to engage with
intervention is not well explained
(27%)

Engaging with the intervention wa:s
(emotionally) challenging (45%)
Completing activities alone can be
isolating and raw (9%)

Information about using the
intervention with others to make
even more useful (36%) (see
connecting with others)

Provide additional support for
those who may experience
negative emotions (27%)

Develop the intervention to
facilitate use withothers (45%)

Where one is on their journey influences experience of the using the intervention (64%)
Could better to complete intervention at beginning of journey (38%t)may be more difficult to complete at beginning of journey (27%)

All activities should remain in the intervention (82%) i
The order of the activities currently flows well (45%) i
Structure to work through was beneficial (45%)

Process that the intervention takes a person through was liked
participants (18%) 1
Weekly schedule worked well (64%) 1
Reminder email is useful and shdude kept (55%) 1

1 Additional activities to be
included (18%), for example to
provide support for feelings of
resentment or anger.

Change weekly schedule (36%) to
include fortnightly, monthly or yearly
or no timescale.

Removal of two activities (18%)
Online materials were not accesse
since first interview (45%) (not all
participants asked)

Weekly schedule is too quick (27%
Weekly schedule is too slow (9%)
Only one participant was able to
complete the divities weekly (9%)
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Themes

Positives

Negatives
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Suggestions for improvement

Intervention is appropriate
Intervention is
accessible but digital
interaction could be
improved

=A =4 -8 -4

Intervention is a
comprehensive and
appropriate support
tool

=A =4 =9

Thoughts about actual
use of the intervention

f
f
f
f
f

Access is easy and straightforward (73%)
Ability to download and print activities at any time is good (27%

Intervention looks appealing (45%)

Intervention was easy to ug&5%) and easy to do (45%)

Intervention is comprehensive (73%)
Overall, the language is appropriate (82%)

f
f

f

Intervention felt appropriate for someone with an UPG (82%) at 1

including providing tailored support for this experience (45%)

Used individually (91%) or usedith partner verbally (9%)
Did not complete all activities as did not find some acceptable (36%)

Intervention is difficult to read and
understand (36%)

Current digital access and
interaction is poor (36%)

Current method (e.g., printing
activities) to use the intervention
was not appealing (18%)

Some language was not appropria
(27%)

Language referri
children makes a childless person
uncomfortable (9%)

Engaged with intervention digitally (45%) or printed out the activities (55%)

Wrote in notebooks or on print outs (45%)

Set time aside to complete the actisti(64%) and used own reminders or do list to remember to engage |

intervention (18%)

Note. Percentage indicatpsrcentage of participants.

f
f

f

1

Navigation needs to be imprave
and made clearer (36%)
Enhance digital interactivity, e.g.
annotation and access on phone
tablet (27%)

Providing more information or
better explanations of emotions
involved in engaging with
intervention (27%)

Some language needs to be ma
simpler and more straightforwarc
(18%)

Suggestions to help with using tf
intervention included providing
more information about how the
intervention could be used (45%)
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Appendix D: Prospective Acceptability Study- Detailed tableof data integration matrix of qualitative and
guantitative data

Meta-Themes QUALITATIVE QUANTITATIVE DATA Degree of Comments
DATA (Themes) (Survey responses) convergence
Intervention Helpful and useful Responses showed participar PA Qualitative data anduantitative data indicated that participants strongly endorsed
meets the needs thought the intervention was helpfulness and usefulness of the intervention, but some quantitative data sugges
of users helpful. there is an opportunity to improve the usefulness of certain activities further.
Responses showed each
activity was perceived as
useful to some extent.
Activities perceivetb Responses showed participa AG Qualitative data provided examples of the benefits and skills participants gained U
trigger logic model were satisfied with outcomes. the intervention and the quantitative data showed théitjpants were satisfied with
mediators and outputs the outcomes they had seléscribed, providing an overall positive evaluation.
Connecting to others is | N/A S The importance of connection to others was highlighted only in the qualitative dat
important thediffering nature of the data sets mean that it is unsurprising that this was not p
in the quantitative data.
Working Prompts engagement Responses showed each AG Qualitative data revealed participants concerns over a perceived challenge and tf
through the with a challenging activity was perceived as supported by quantitative data rating each activity as challenging to some extent.
UPG experience | process challengingto some extent.
The UPG experience is § N/A S T he 6] maaphorevgstighlighted only in the qualitative data, but the differin
journey nature of the data sets mean that it is unsurprising that this was not present in the
guantitative data.
Activities provided a N/A. S Thequalitative methods enabled participants to broadly discuss the benefits of the
beneficial structure to intervention and a majority outlined that the structured support was a key benefit.
work through differing nature of the data sets indicate that it is unsurprising that this was sentpr¢
in the quantitative data.
Intervention is Ease of use and Responses showed participar AG Qualitative data provided examples of aspects of the intervention participants like
appropriate accessibility liked intervention overall. the quantitative data supportdebse with a high overall rating of whether participant
liked the intervention.
AG

Qualitative data enabled the researchers to evaluate how users would engage, ai
engage, with the intervention from p
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Meta-Themes QUALITATIVE QUANTITATIVE DATA Degree of Comments
DATA (Themes) (Survey responses) convergence

Responses showed participar guantitaive data demonstrated to what extent they engaged. Furthermore, a willin
were willing to use to use the intervention again suggests that certain aspects were considered as
intervention (T1). worthwhile revisiting, if required. Taken together, these data provided an overall
Responses showed all depiction of aceptability.
participants read and 67%
completed the activities.
Responses showed participar
were willing to use
intervention again (T2)

Comprehensive and Responses showed participa AG Qualitative data indicated that the participants strongly felt that the content was

appropriate were confident to recommend comprehensive and appropriate, and the quantitative data demonstrated an incre
intervention to others. confidence to recommend the intervention to others and ratings of suitability for

individuals with a UPG between T1 and T2, which supported this.

Responses showed participan
thought intervention was
suitable for people with UPG.

Used individually N/A S References to individual use were only present in the qualitative data but the diffe

nature of the data sets mean that it is unsurprising that this was not prekent in
guantitative data.

Note. AG = Agreement; PA = Partial Agreement; S = Silence. Categorisation of degree of convergence based on typifinatidnydtalmer, Robinson and Eyles (2006).
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Appendix E: ProspectiveAcceptability Study i Logic Model Version 2

)
Input

Three Task
Model of
adjustment
(Gameiro and
Finnigan, 2017).

S— = —

Collaboration
with two
charities
supporting
individuals
affected by
mfertility.

Current
prototype of
evidence-based
self-help
intervention.

Feedback from
acceptability
study.

Make your plan —{

Goal definition

Commit to your plan \-%

Comunitted action
towards goals

Connect and

communicate with others

\ J

Bring it all together*

meaningful goals

Social Support

(emotional and
informational)

/

Hedonic well-

being

\

;" N / \ 4 N
Activities Outputs Qutcomes
Introduction to activities
Be kind to yourself Self-compassion
— . Acceptance Mental-Health
Watch your mind at work Cognitive defusion - /
/ - @
Begin to heal 4 Reframing ] / :
Find what ljolflnportant o Value clarification /4 Meaning Making
__ / y ‘ Eudaimonic
Recon?zit:gigle things “ Experiential avoidance ] / // well-being
!
Look for light in the Positive 1't?appralsal /
darkness coping Pursuit of other

J

362

Note. Thicker arrows demonstrate the output that each activity aims to target, and the thin arrows indicate the mec¢hhagotitputs aim to facilitate. *Synthesis
activity toencourage users to reflect back on their progress.
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Appendix F: Childless by circumstance adjustment and support
needs- Participant Information Sheet, Consent form, questionnaires
and debrief form

Patient Information Sheet

Thank you for considering participating in this study.

This study is about the experience of not being able to have the children one wished for due to
unfavourable circumstances, such as not having a partner or not finding the right partner, your partner

doesnbdt want a chil d, il l ness or not feel

It is an anonymous survey concerned with your experiences of involuntary childlessness and the
support you may need as a consequence. The responses you give in this survey will be yital to sha
this research and help make improvements in the care and support given to people who are childless

by circumstance.

The survey will be online and will take XX minutes.

You will have the opportunity at the end to be entered into a prize draw to wirf fme 630
Amazon vouchers.

The different sections of the survey ask you about:
SECTION 1: Your background
SECTION 2: Your experience of childlessness
SECTION 3: Your adjustment to childlessness
SECTION 4: Your support needs

Please remember that for yoursavers to be used you must click the SUBMIT button at the end of
the survey.

Your participation is entirely voluntary, and you may omit any question you do not wish to complete.
If you decide to participate, you can withdraw from the study at any timibing the survey
window or contacting the lead researchers (rowbottomb@cardiff.ac.uk or gameiros@cardiff.ac.uk).

Your data will be collected anonymously so there will be no way of tracing your responses back to
you. The anonymous data will be made puplatcessible (e.g., through patient support groups),
used for scientific purposes (e.g., research publications to develop information) and retained
indefinitely in accordance with the Data Protection Act 1998.

What are the possible disadvantages and askaking part?

We acknowledge that some of the questions in the survey might make you feel emotional as you
reflect on your own personal experience. Therefore, we stress that you can withdraw from the study
whenever you like without having to give anysea. Contact details for the researchers and other

support services will also be provided.

What are the possible benefits of taking part?

Past research has shown that participating in research surveys can help participants to better
understand their own tlughts and emotions.
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What should | do if there is a problem during my participation?
If you have any problem or any concern about our study, please contact:

The contact details of the researcher of this study: Beth Rowbottom, PhD Student, School of
Psychdogy, Cardiff University, 70 Park Place, Cardiff, CF10 3AT Email: rowbottomb@cardiff.ac.uk

The contact details of the supervisor of this study: Dr Sofia Gameiro, Senior Lecturer, School of
Psychology, Cardiff University, 70 Park Place, Cardiff, CF10 3AmMalE gameiros@cardiff.ac.uk
Tel: +44 (0)29 2087 5376

This project has been reviewed and ethically approved by SREC (School Research Ethics
Committee), School of Psychology, Cardiff University, Tower Building, 70 Park Place, Cardiff, CF10
3AT Email: psychethics@cardiff.ac.uk Tel: +44 (0)29 2087 0360

The data controller is Cardiff University and the Data Protection Officer is Matt Cooper
CooperMl1@cardiff.ac.uk. The lawful basis for the processing of the data you provide is consent.

Consent form

I understand that this study aims to find out
circumstance and gather information about their support needs.

| understand that participation in this study is entirely voluntary and that | ¢adraiv from the
study at any time without giving a reasdny €losingthe surveywindow or contactingthelead
researcher@owbottomb@cardiff.ac.ubr gameiros@cardiff.ac.glandl canomit anyquestion.

I understand that | am free to ask any questions at any time. | am free to withdraw or discuss my
concerns with Dr Sofia Garire.

| understand that my data will be collected anonymously so there will be no way of tracing my
responses back to meheanonymouslatawill be madepublicly accessiblée.g.,throughpatient
supportgroups),usedfor scientificpurposege.g.,researh publicationsto developinformation)and
retainedindefinitely in accordancevith the DataProtectionAct 1998.

I understand that some of the questions in the survey might make me feel emotional as | may reflect
on my own personal experience, but | agefto withdraw at any time and | also understand that at

the end of the study | will be provided with additional information (including support services) and
feedback about the purpose of the study.

The data controller is Cardiff University and the Datat€ction Officer is Matt Cooper
CooperM1@cardiff.ac.ukrhe lawful basis for the processing of the data yavide is consent.

| consent to participate in the study conducted by Beth Rowbottom School of Psychology, Cardiff
University, with the supervision of Dr Sofia Gameiro.

Signed:

Date

abc


mailto:rowbottomb@cardiff.ac.uk
mailto:gameiros@cardiff.ac.uk
mailto:CooperM1@cardiff.ac.uk
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Questionnaires

Eligibility questions:
Please confirm that you consider yourself to be childless by circumstance. By this, we mean that:
You identify as being permanently childless
AND

You presumed you were fertile dugiyour childbearing years

AND
Your childlessness is due to unfavourable circums
didndét find the right partner, your partner doesrt
secure etc

- YES

- NO

Please confirm that you are age 35 and over:

- YES
- NO

SECTION 1: YOUR BACKGROUND

Sociodemographic questions

What best describes your gender?
o Female
o Male
o Prefer to seldescribe:
o0 Prefer not to say
How old are you:

Please state in years

o0 Prefer not to say

What is your country of residence?

Which best describes your current relationship status?

Single

In relationship, married or cohabiting

In relationship, but not married nor cohabiting
Divorced/separated

Widowed

Other, please specify:

Prefer not to say

O O OO0 O0OOoOo

Which best describes your education?

o No education
0 Primary/elementary school
0 Secondary/High School
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0 Postsecondary school, for example, sixth form, college, trader or technical apptaiptices
(e.g., BTEC)

Undergraduate Degree

Postgraduate Degree

Other- Please specify:
Prefer not to say

O O OO

Which best describes your employment status?

Unemployed

Employed/selfemployed (part time or full time)
Student

Retired

Other- Please specify:
Prefer not to say

O OO0 o0 oo

Questions evaluating UPG:
Do you still wish to have children?

- Yes
- No

How important is parenthood to you?
- 1 (Notatall)
- 2

- 3 (Important)
4

- 5(Very important)
- Prefer not to say

SECTION 2:YOUR EXPERIENCE OF CHILDLESSNESS

Please can you explain how you have become childless by circumstance? [Adapted from Tonkin,
2010].

Do you think people who are childless by circumstance experience unique challenges, when
compared to those who are chilsiebecause of infertility/health issues? Please explain in as much
detail as you carRQ]

Do you think you have or will be able to come to terms with your childlessness? Please explain in as
much detail as you caiR)].

What do you think has helped or daglp you to come to terms with your childlessness? Please
explain in as much detail as you c&t]].

Please tell us anything else you think it is important about your experience of being childless by
circumstanceRQ].



Appendices

SECTION 3: YOURADJUSTMENT TO CHILDLESSNESS

SCREENIVE (Verhaak et al., 2013)Acceptance

367

Please answer the following questions about pageptanceiowardsbeing childlessby selecting

the number that corresponds with the comment that fits your feelings tosearidstatement the

most:
1 2 3 4 Prefer not to
Do not agree | Agree a little Agree Strongly say
bit Agree

I can deal with the o} 0 o] o] o}
consequences of my
childlessness
| have learned to live with my o] 0 o] 0 o]
childlessness
I have learned to accept my o] o] o] o] o]
childlessness
| can accept my childlessness o} 0 0 o] 0
| think | can cope with my o} o] o} o] o]
childlessness, even though it
will not be solved
| can cope well with my o] 0 o] 0 o]
childlessness

Please give examples or provide detail that supports your answers.

COPE ScaleqCarver et al., 1989) Meaning Making

The following questions ask you to indicate what you have geearally doingregarding the fact

that you are childless.

Respond to each of the following items by selecting the number that best describes what YOU usually

DO when you experience distressf being chil dless. There are no 6t
choose the most accurate answerf@J-n ot what you t nk 6most peopl e
1 2 3 4 Prefer not to
Il usual | usually do | usually do | usually do say
do this at all | this a little bit | this a medium this a lot
amount

| try to see it in a different 0 0 0 o] o]
light, to make it seem
more positive
I look for something good 0 0 0 o] o]
in what is happening
| have learned something 0 0 0 o] o]
from the experience
| try to grow as a person o] 0 0 o] o]
as a result of the
experience

Please give examples or provide detail that supports your answers.

Goals Adjustment Scalgreengagement onlyWrosch et al., 2003 Pursuit of New Life Goals
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During their lives, people cannot always attain what they want and are sometimes forced to stop
pursuing the goals they have set.

We are interested in understanding how you are reacting to not having children.

Please indicate the extent to which you agregisagree with each of the following statements, as it

usually applies to you.

1 2 Disagree 3 4 5 Strongly | Prefer not
Strongly Neutral Agree agree to say
disagree
| have convinced myself that o] o] 0 0 0 o]
have other meaningful goals |
pursue
| have started working on o] o] o] o] o] o]
other new goals
I think about other new goals o] o] o] o] o] o]
to pursue
| have sought after other o] o] o] o] o] o]
meaningful goals
I have told myself that | have o] o] o] o] o] o]
a number of other new goals
to draw upon
| have put effortoward other o] o] 0 0 0 o]
meaningful goals

Please give examples or provide detail that supports your answers.

MHI -5 (Veit & Ware, 1983) Mental health

Using the 15 scale below, indicate your response by placing the appropriate number on the line

preceding that item.

How much of the ti me, during the | ast mont h,
1 2 3 4 5 6 Prefer
All of the Most of A good Some of | A little of None of | notto say
time the time | bit of the the time the time the time
time
6. . b e pemvoua 0] o] 0] o] 0] o] o]
person?b6
6éfelt cal | 0] 0 0] 0] 0] o] 0]
peaceful ?26
6éfelt dow 0] 0 0] 0] 0] o] 0]
and bl ue?b6
6. . been a o] 0 0 0] 0 0] o
person?
.felt S | o] 0 0 0] 0 0] o

dumps that nothing
could chee

WHO -5 (World Health Organisation , developed at Psychiatric Research Unit, Mental Health Centre

North Zealand, Hillesd, Denmark)Hedonic WeHlbeing

Please indicate for each of the five statements which is clodestvtgou have been feeling over the

past two weeks. Notice that higher numbers mean better welleing. Example: If you have felt

cheerful and in good spirits more than half of the time during the last two weeks, choose the box with

the number 3 in it.

0 1 2 3 4 5 Prefer not
At no time to say

have
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Some of
the time

Lessthan
half of the
time

More than
half of the
time

Most of
the time

All the
time

| have felt
cheerful and in
good spirits

(o]

(0]

(0]

(o]

(o]

| have felt calm
and relaxed

| have felt active
and vigorous

| woke upfeeling
fresh and rested

My daily life has
been filled with
things that interes
me

Flourishing Scale(Diener et al., 2010) Eudaimonic wellbeing

Below are eight statements with which you may agree or disagree. Usirigitbeale below,
indicate your agreement with each item by indicating that response for each statement.

1

Strongly
disagree

2
Agree

Slightly
disagree

3 4

Neither
agree nor
disagree

5
Slightly
agree

6
Agree

7
Strongly
agree

Prefer
not to say

I lead a
purposeful
and
meaningful
life

(0]

0] (0]

(o]

o

My social
relationships
are
supportive
and
rewarding

| am engaged
and
interested in
my daily
activities

| actively
contribute to
the happiness
and welt
being of
others

I am
competent
and capable
in the
activities that
areimportant
to me

| am a good
person and
live a good

life
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I am
optimistic
about my
future

People
respect me

Social Support

These statements are about ysoeial relationships Please chose the response that most closely
matches with how you feel about your social relationships.

Questions developed from the literature (Tonkin 2qHBdley, 2019b)

1 2 3 4 Prefer not
(Nearly | (Sometimes) | (Regularly) | (Often) | to say
never)
My friends and family o] o] o] o] o]
understand my feelings about
my childlesshess
| have friends and family | can o} 0 o} o] 0
talk to about my childlessness.
| feel isolated because of my o} 0 0 o] o]
childlessness.
| feel that | am treated o] 0 o} o] o]
differently because | am
childless.

Please give examples or provide detail that supports your answers.

SECTION 4: YOUR SUPPORT NEEDS
(Researchegeneratedjuestions)

Do you feel you neegdrofessional/formal support (e.g. a mental health professional etc.) to cope with
your childlessness?

- No
- Yes

Please explain in as much detail as you can:

Do you feel you need informal support (e.g. the opputy to talk or share experiences with other
people who have/are going through similar issues through online forums, blogs etc) to cope with your
childlessness?

- No
- Yes

Please explain in as much detail as you can:

Would you consider using an online app to manage the psychological and social implicatieing) of
childless by circumstancé

- Yes
- No

Please explain in as mudetail as you can:

What content or features would you want the app to include? Please describe in as much detail as you
can:




Appendices 371

Current Situation

To which degreedo you think your wellbeingis beingaffectedby the currentCOVID situation?

1 - Very negativelyaffected

21 Negativeaffected

37 Not negativelynor positively affected
47 Positivelyaffected

57 Very positivelyaffected

To which degreedo you think your experiencef beingchildlessby circumstancés beingaffectedby
thecurrentCOVID situation?

1 - Very negativelyaffected

21 Negativelyaffected

31 Not negativelynor positively affected
471 Positivelyaffected

57 Very positively affected

If you haveanyfurthercommentsabouthow the currentpandemids affectingyouin relationto your
childlessnesg)leaseexplainin asmuchdetailasyou can:

Please provide your email address if you would like to be cmutdo provide feedback to us during
the development of a setfelp intervention for men and women who are childless by circumstance:

Please provide your email address if you would like to be entered into the prize draw:

Debrief Form

Currently there is not much research that focuse:c
circumstance. By answering the questions in this study, you have provided information that will help
researchers gain a better understanding of the childlesscoynstance experience, which in turn will

help us develop support for those who need it.

This study is also part of research testing a model which has been proposed to develop support for
people who have not being able to have a child or as many chddréhey would like. Th&hree

Task Model of Adjustment (Gameiro & Finnigan, 201 Quggests that three tasks (acceptance,

meaning making, pursuit of new life goals) could help people adjust to realising their unmet
parenthood goals by improving their malttealth and wellbeing. We have asked you some questions
about these tasks to see whether you have engaged with these tasks and how they may have changed
the way you feel.

Based on this model, we have developed an onlinéheg§fintervention, which cape found at this
website:https://fertilitynetworkuk.org/lifewithout-children/findingmoreto-life-self-help-guide/ We

hope that using the intervention over a couple of months will help people move through their grief of
not being able to hawee child and towards a more fulfilling life. The information we gather from you

in this study will assist us in improving this seilp guide further, ensuring that it is presented in the
most acceptable and useful way to provide support for people mitietuparenthood goals, including
those who are childless by circumstance.

Thank you again for your time. We would like to assure you that all the data you have just provided to
us will be held anonymousho it will be not be able to be traced back to ythe data collected and


https://fertilitynetworkuk.org/life-without-children/finding-more-to-life-self-help-guide/
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the results of the study will be used for scientific purposes and will be made publicly accessible (e.g.,
research publications).

Additional information and support

It was important to ask you a range of questions, somizh were personal and may have been
upsetting, if you would like more information or support about childlessness please see the following
(Cardiff university is not responsible for the content of these external

sites):

More To LifeWebsite- https://fertilitynetworkuk.org/lifewithout-children/

Email - catherine @fertilitynetworkuk.org
Teli 0121 323 5025

If participation in this survey hasuased any concernglease contact your GP in the usual way or
NHS mental healtionline.

If you would like to get in touch with the researcher and supervisor of this study, please use the
contact details below.

Bethan Rowbottom Dr Sofia Gameiro
PhD Student Senior Lecturer

School of Psychology School of Psychology
Cardiff University Cardiff University
Tower Building Tower Building

Park Place Park Place

Cardiff Cardiff

CF103AT CF10 3AT

Email: rowbottomb@cardiff.ac.ukEmail: gameios@cardiff.ac.uk

Tel: +44 (0)29 2087 5376

Details of further contact:

Secretary of the Ethics Committee
School of Psychology

Cardiff University

Tower Building

Park Place

Cardiff

CF10 3AT

Tel: +44 (0)29 2087 0360

Email: psychethics@cardiff.ac.uk


https://fertilitynetworkuk.org/life-without-children/
mailto:catherine@fertilitynetworkuk.org
https://www.nhs.uk/using-the-nhs/nhs-services/mental-health-services/how-to-access-mental-health-services/
mailto:rowbottomb@cardiff.ac.uk
mailto:gameiros@cardiff.ac.uk
mailto:psychethics@cardiff.ac.uk
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Appendix G: Childless by circumstance adjustment and support needsPath model testingfigures of Model 1 and 2

Path Model Testing the Three Task Model of Adjustif3am¥) to unmet parenthood goalslodel 1)

Predictors Mediators Outcomes
212 | Relationship status
7
| Age | 132 PRt
- _1§3" 4
145 208
Gender | 'I Mental Health l ¥ 7~
) yI Meaning making |‘ R=44 //
."::I-.261 e o =13 -._{__:4]_2 202 v /599
1a 345\ 242 Hedonic WB ¢ -
. 163 I 56 . 367
L s - '
“a| Importance of | -7 4.¢ I Acceptance |¢ ‘ R=47 T
\ parenthood R—18 Vo 260 o
‘ - 354 | Eudaimonic WB |
[ 457 7 261 R=447
178 .
’ 34 Pursuit of new goals I‘
: - ¥ 310 -135
R=17 N
370 N 362
m| Social support N N / 319
82 /222
18 o 113 Employment
™
~
Education | | Pathway |
Note. Model controlled for relationship status, employment, education, and pathway to childlessness (fertility problermmeantot ornotMo d e |  f(#8)= wa s

87.808,p< .001, CFl = 0.930, RMSEA = .075 90%CI [.049, .p%Rontinuous and dasheuchidirectional arrows represent positive and negative regressights,
respectively. Continuous bidirectional arrows represent positive correlations. Only statistically significant paths Shaven\WB = Wellbeing

G
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Path Model Testing the Three Task Model of Adjustif33ri¥) to unmet parenthood goalslodel 2)

Predictors

Gender

Importance of
parenthood

Social support

Note. Model controlled for relationship status, employment, education, and pathway to childlessness (fertility probleinsatn#ot or notiMo d e |

458

348

371

Mediators

Meaning making

R¥=23

Acceptance

R-=18

Pursuit of new goals

R3=18 X

Education

92.405 p< .001, CFI = 0. 926, RMSEA = .076 90%CI [.051, .100]. Continuous and dashed unidirectional arrows represent positiaé\ancegegssioweights,
respectively. Continuous bidirectional arrows represent positivelatiores. Only statistically significant paths shown in figl¢B = Wellbeing

374
Outcomes
159 Relationship status
140 169
‘_____...--"-.-- ];,?,3_/"//
7 200
E Mental Health «
= /

R2=42 ///

. A 605

Hedonic WB /|
380
Ri=45 7 tan
K
Eudaimonic WB
R2=45%
311 108
363
335
111 Employment
Pathway
(50)= was
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Appendix H: Childless by circumstance adjustment and support needsPath analysis figures of sensitivity analysis
for COVID variable

Path Model Testing the Three Task Model of Adjustif3ar¥l) to unmet parenthood goal€OVID variables as predictors)

Predictors Mediators Outcomes
159 | Relationship status ‘
Age 140 7
- 169 .
“— .1/?3"‘///
141 A 200
P Gender Mental Health w
/ . . 3 r 4
! yl Meaning making |‘ R=43 '
/ -318 - - - 440 Yl Al
/ . R=24 353 | 201 - %05
v 149" R R | Hedonic WB ,/r 350
LA 44 — Y -
Importance of 339 I Acceptance |€ 1 R=45 ‘/ 422
parenthood p \ 258 .
-253 R=30 353 J | Eudaimonic WB |
457 1 254 Ri= 457
Pursuit of new goals I‘
\ 335 = / 310
- * - -108
\ R=22 N /
\ 328 361
AN ™
J Social support ™ N 334
172 /239
- 111 Employment
274 h
N
\ \ ’
»  coviD_UPG |« —
Y | Education | | Pathway |
| 449
COVID_WB -«

Note. Controlling for relationship status, employment, education, and pathway to childlessness (fertility problems @mtat tenot)). Model fit wax?(73) = 107.50, p = .005, CFI =
0.943, RMSEA = .057 90%CI [.031, .078Tontinuous and dashed uniglitional arrows represent positive and negative regression weights, respectively. Continuous bidirectional arrows
represent positive correlationdB = Wellbeing. COVID_UPG = xxx; COVID_UPG = XXX.
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Path Model Testing the Three Task Model of Adjustif3am¥l) to unmet parenthood goal€OVID variables as covariates)

Predictors Mediators Outcomes
160 Relationship status
Age :
£ 1m 162
Ve 166 e
146
¥ Gender P Mental Health 4 /,rgg
4 ‘ ¥ Meaning making . RE=a2 —
318 _ 2 Y
- Ri=24 . J 605
v .. -151° Hedonic WB y 380
Importance of | .-~ 5,4 Acceptance R=45 ‘/ P22
parenthood p ) -
266 k=29 Eudaimonic WB
449 RE:.46,’
Pursuit of new goals
361 < 307 _
A 3 . 107
R2=18 N
377 N 357
S Social support ™ 336
181 /P8 Employment
N 108
N /
~
Education Pathway

Note. Controlling for relationship status, employment, education, and pathway to childlessness (fertility problems antéot wenot)). Model fit waX?(75) = 126.98, p
<.001, CFl = 0.94, RMSEA = .068 90%CI [.047, .089Continuous and dashed unlitional arrows represent positive and negative regression weights, respectively.
Continuous bidirectional arrows represent positive correlatibiis= Wellbeing
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Appendix | : Development of the interventioni GUIDED checkilist

GUIDED checklist (Duncan et al., 2020)

Items Page where located

1 | Report the context for which the intervention was developed. 85-86

2 | Report the purpose of the intervention development process. 86-89

3 | Report the target population for the intervention development process. 125

4 | Report how any published intervention development approach contribute 87-88
the development process.

5 Report how evidence from different sources informed the intervention 86, 88
development process.

6 Report how/if existing published theoirfformed the intervention 9394 and 106102
development process.

7 | Report any use of components from an existing intervention in the currer N/A
intervention development process.

8 | Report any guiding principles, people or factors that were prioritisesh wh 96-97 and 114112
making decisions during the intervention development process.

9 | Report how stakeholders contributed to the intervention development pr¢  94-96 and 109111

10 | Report how the intervention changed in content and format fromstahneof 97-98 and 113
the intervention development process.

11 | Report any changes to interventions required or likely to be required for N/A
subgroups.

12 | Report important uncertainties at the end of the intervention developmer, 120, 122, 123
process.

13 | Follow TIDieR guidance when describing the developed intervention. 114116

14 | Report the intervention development process in an open access format. N/A
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Appendix J: Development of theintervention i PowerPoint presentation for consultation exercise

Myjé'an;ey
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MYE;;;**Y

My Journey

Conceptual overview
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My Journey We will ask your opinion about

* Do you think Mylourney meets the needs of individuals who have not had the
children they desired?

* What do you think about the proposed weekly engagement with Steps, and
therefore ten-week duration of Mylourney?

= Are there any features that you think are missing?

* What you think about the option to have reminders, for example to
* Receive self-compassionate statements

* Monitor goal progression / value-based daily actions

* What do you think may be good strategies to disseminate Mylourney?

114252021 Mylourney - consultation exercise i
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My Journey What is MyJourney?

* Free self-help interactive program based on Contextual Cognitive
Behavioural Therapy that provides step-by-step support to promote
psychological adaptation to an unfulfilled wish for children

» Developed by Sofia Gameiro, Bethan Rowbottom (Cardiff University Fertility
Studies Group) and Ana Galhardo (Coimbra University)

* Funded by

* Portuguese Fertility Association (APFertilidade)
* School of Psychology - Cardiff University
* CINEIC- Coimbra University

* Development
* Done in partnership with APFertilidade & Fertility Network UK

* Informed by research & carried out with members of the public with an unfulfilled
wish for children.

* Available in Purtuguese and Engllsh (extensible to other languages per demand)

1142542021 Mylourney - consultation exarcise 4
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My Journey
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Development process follows MRC guidance
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1. Systematicreview

Three Task Model
{Gamewro & Finnigan, 2017)

1172572021

Phass IV

ic _;—

ontinuum of increasing evidence

2. Focus group
3. Correlational studies

MoreTolife Self-help
guide

4. Acceptability study

Mylourney - consultation exercise

Mylourney

5. Feasibility RCT

UK Medical Research Councll

Intervention Development
Framework
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My Journey

Predictors { Moderators

Individual
gender
importance of parenthood
availahility of other lite goals

Social
paranthood reprasentations
social support
parenthood social norms

Treatment
prognaosis
quality of medical advice
control over treatment DR
availahility of psychosocial

SLpport

11252021

383

Based on the Three Task Model of
Adjustment to Unmet Parenthood Goals

(Gameiro & Finnigan, 2017)

Outcomes

Mechanisms of change

Meaning
making

|

Acceptance

Psychosocial adjustment
Mental health
Wallbeing
Grief symptoms

Posttraumatic growth

Pursuit of new
life-goals

Long-term adjustment to unmet
parenthood goals following ART:
a systematic review and meta-analysis

Trda Guewriea  asd ferp Feardgan'

Mylourney - consultation exercise &
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KLY Applies Contextual Cognitive Behavioural
My Journey Therapy to promote psychological

®o adaptation to an unfulfilled childwish

Mylourney

. Value clarification . Meaning
Positive reappraisal coping makmg
Self-compassion Psychosocial adjustment
. ; Mental health
Cognitive defusion Acceptance Wallbeing
: ) Grief symproms
Experiential avoidance / willingness Pasttraumatic growth

[ Pursuit of new ]

Goal definition

life-goals

Goal implementation

11725/ 2021 Wy lourney - consultation emarcise T
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MY]*;*UI'HEY Responds to an unmet need for support

S from women with an unfulfilled childwish

Acceptability study showed that Mylourney integrates user feedback

* Intervention helpful & useful

*0  Integrates journey metaphor
* Steps
* prompt engagement with challenging / Improved design & interactivity
process
* beneficial structure to work through
« perceived to trigger hypothesized il Amoreinclusive intervention
mechanisms of change
* Using the intervention: . 2 Inclusion of mindfulness exercises
* comprehensive & appropriate
» Accessible & easy to use 4 More practical advice & routines
* mostly used individually
* Connecting to others is important it Content to facilitate connection with athers

Rowbottom & Gameiro, in prep

1172572021 My lourney - consultation exarcise &
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My Journey

Journey metaphor resonates with users &
.o can promote adherence & efficacy

* Journey metaphor
* Used by people with infertility and an unfulfilled child-wish
* Empowering, portraying sense of ownership
Hinton 8 Miller, 2013; Wilson & Leese, 2013; Rowbottom & Gameiro, in prep;

* Consistentwith temporal experience of adjustment (gradual, protracted)

* Can help to change the way one feels about something by changing the way they
think about it (reappraisal coping)

* Can contributeto adherence to interventions by creating meaning and fostering
engagement

Hendricks & Boroditsky, 2016; Katz & Taylor, 2008; Ludden et al., 2015

* Mylourney intervention should be completed early in one’s journey

* Mapping the journey in steps(activities) provides structure and helps to
develop new perspectives

Rowbottom & Gameiro, in prep;

114252021 Mylourney - consultation exarcisa 9
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My Journey How does it work?

Map Backpack

* The Map takes the user through 10 ordered steps

* Users recommend 1 step per week but, due to variability in pace (rowbottom &
Gameiro, in prep), they can set their own pace within and between steps

» A Step is a structured thera [ieutic activity designed to activate specific

therapeutic technique(s) linked to the theorized mechanisms of change (see
slides 5 & 9)

= At the end of each step users unlock Routines in their Backpack

* Routines are uﬁtianal additional therapeutic resources designed to engage

the user with the therapeutic technique under focus during the following
week (recommended time, or per user pace)

1172572021 Nylourney - consultation exearcise 10
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Steps & their targeted therapeutic
technique(s)

My Journey

Plam vour rosing

Yemar depanure pain ay
& e —— Cognitive Goal definition

reappraisal

b7i,

S avem of VO SommEneT Bom:

Experiential avoidance
/ Willingness

_- o Ll e P e

Self-compassion

Trvtve enhrs along Value clarification

¢ Lrwved ala sile diviine
S ——— Cognitive defusion Cognitive Defusion

@ ot yorer diveciion of iraved I I f . Siay on souie GI:IE”
S Value clarncation e Implementation

ol »l &

ﬁ "H'I N— Positive (0.9 levicw por fourmcy vo bis Cognitive reappraisal
in priter e e T . Reappraisal Coping Relapse prevention

117252021 Mylourney - consultation exercise 11
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My Journey Steps & Routines

o

Ask users to reflect & write about their experience
* Writing/journaling is beneficial for wellbeing iFrattarcli, 2006)

Mindfulness meditations
* Regular mindfulness practice increases wellbeing

! | |e.g.. Bailey stal, 2018; Luberto et al,, 2018)
@ * Meditations linked with targeted therapeutic techniques
* Increase in duration to facilitate familiarization (parsons et al., 2017)

Encourage regular practice of therapeutic technique

* Offer suggestions to engage with significant others
* User expres sed need (Rowbottom & Gameiro, in prep)

%ﬁ * Social support facilitates adjustment to unfulfilled childwish and

protective factor for mental-health disorders

I{-u-unll-il-c:- E Fnnigan, 2017 Gariepy, Honkaniarmi & Quaine =\l e=a, :‘ﬂlﬁ]

* But social networks, forums, chats, etc. not included

1142542021 Mylourney - consultation exercise 12



Appendices

MYJ§;;59Y

390

Crisis Tool — Not yet implemented

* Designed for relapse prevention

* \Made available to user when
they complete last step

* Works via

« identifying stressful/challenging
situations

* increasing perceptions of self-
efficacy

* increasing fit between stressor &
coping skills

* promoting ‘in the moment’
tolerance to unpleasant thoughts

and emotions

Larimer, Palmer & Marlatt, 1999;
Marlatt & Donovan, 2005;
Fledderus et al , 2015

11725/ 2021
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Nylourney - consultation exercise 13
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Mylourney collects user data
Wellbeing

!F"YJ§;;;9V

* User reports on wellbeing at the start How da vou fiel now?
of each step e e e e
* Hedonic Wellbeing - WHO Five e e e e et e
Wellbeing Index (WHO-5) e
* Short & positively formulated items - * *
user acceptability kol s s P
* Sound psychometric properties, s s of e b o e

sensitive to intervention effects
* Can be used to screen for depression

-yl W T ey B e T Do

« Available in multiple languages P ot
Topp, 2015; S
* Eudaimonic Wellbeing - Happiness & - _
5d t|5fa|:tlﬂn W|th I|fE =5 nEIE |tE ms Haw da vou see your lide now?
* Short & positively formulated items - i oot st e s 8 s o, e e s
user acceptability i s . 1 il T et P
« Perform very similarly to multiple-item
scales (e.g., Satisfaction with Life Scale) .9

Cheung & Lucas, 2014

1142542021 Mylourney - consultation exercise 14
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Mylourney collects user data
Step & Routines evaluation

User evaluates each step
immediately after finishing it

Usefulness, difficulty —single items

& emotional states

» measure acceptability & desired and
unwanted side effects

Google analytics - user behaviour

* nrof accesses & time spent on steps
& associated routines

* Routines can be marked as ‘My

Favourites

» measure acceptability & adherence
to intervention

11725/ 2021

CONSORT statement —
Elridge et al, 2016; Bowen
et al 2009

Pleasc answer the guestions: below 1o el us what you think of this step.

#orw wnaful e thin shap?

A listie

How challsnging was this step?

A, DIt QMo

Hisw i poas Peeling new™

POVLOBE

hapgy g el

Mylourney - consultation exercise 15
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My Journey Design aims to communicate

Empathy towards the experience of living with an unfulfilled childish
Reliability & expertise of the support provided

Inclusivity

Freedom for users to move forward & back in their own pace
Reflexivity & calm

Hope towards the future

Inspiration to (re)orient ones life

112542021 Mylourney - consultation axarcise 16
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My _]ourney

My Journey

Guided tour

Navigation Alert! Mylourney is still being developed. Some content, features and design are
not fully functional.



Appendices 395

"B |

My Journey We will ask your opinion about

* What do you think about the information users receive about how to use Mylourney? Is it
clear enough?

» What do you think about the design of Mylourney?

» What do you think about the readability of Mylourney?

* How do you think users might feel about entering personal data into the app?
* What did you think about the Steps — in terms of clarity and length?

* What did you think about the Routines - in terms of whether you think users would engage
with them as optional tasks?

* |Is there anything you think we can improve on?

11725/ 2021 Mylourney - consultation exarcise 18
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My Journey

!
®

W

Ten steps to build acceptance of yvour untulfilled wish for chile

Myloarney i far anyene who could not have the children they wished for
regandlkess of how this came 1o be. Everyone’s journey is difterent =0 you can use
MyJearney arany point in poar pousmey and revisic icif vou nesd sup port sgain.
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ou through ten steps

Thess Steps are Laid out in your Map and you should follow them in order. You can only take a
A1ep after you have finshed the onde bafors. We SURREET vou travel one STep pef weak, but anly
yau krsng your pace, Taks the times yoau need!

You are here

The first and last stepe help you develap
awareness of where you are in your jowrney
Tha other steps focus on bulding a difterent
skl 1 Ralp you Ravigate your journay of

weceptancs,

. g™
Time to reflect '_.'I"

At each step you may be ssked to reflect and

write about your eaperience, to do
mirdfulngss maditations, or to build naw
Chedra pautic akills aither alors ar with a lewved

GnE,

Ax FOULD O T PRLos

You don't have 10 complate a steo in ane go.
Weru SRR SEER whanever you Like and s0ar
again whene you left off

Mew toals to take with Vil

Build new routines

At the end of gach step you will be offered
febw diapetians te help prastice the skill you
are building. ¥ou can access thess Rostines
at any time In your Bagkpack,

Wwhan you have complased all ten steps. the Cresls Tool will help you remember the skills you

naed 1o deal with challenging prablems or situationg.

397
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My journey

WV g

Your Map

L e g L

Your starting poéint
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My Jourmey

ﬂ Stay on route

SLav ingiigilied .

P
e adead crd ]
prra—

Kegg poing ]

* [nine others along.

Llie ll ol st Tt g S 1 |
o e
it ogwandl eakim mccteion (o
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e H Backpwd
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The Steps’ content will flow on the slides the following ways

Title/Content

Content ‘

Content

Content | -
Content

L

Content ‘

Please note: sometimes we had to split the content visible for the user in one screen
across slides but we tried to keep the look and feel as close as possible to the real
experience of using Mylourney.
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