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ABSTRACT
Introduction: Promoting an understanding of heart health from an interdisciplinary perspective can be considered a worthy 

course for clinicians and other relevant health-care professionals. Given that the levels of psychological distress and anxiety are 
being more acknowledged as key factors in heart health, professional counsellors and psychologists have begun studying heart 
diseases through the field of cardiac psychology. 

Study Aim: This article aims at adding to the literature, an understanding of family boundary ambiguity, infertility, and 
heart disease from a psychodynamic counselling point of view

Method: This article is a review article which deals with family boundary ambiguity and heart disease in couples with fertili-
ty issues. This review article was drafted after searching for published studies in the area of focus through Google search engine, 
Google Scholar, PubMed and PsychInfo. 

Results and Discussion: In this article, the authors argue that infertile women, men, or couples may experience family 
boundary that is ambiguous. The consequence could be increased susceptibility to cardiovascular heart disease condition. Thus, 
the authors acknowledged the need for advancing the movement toward greater recognition of the biopsychosocial aspects of 
heart disease. The authors argues that just as biomedical aspects are being considered if greater successes are to be achieved in 
cardiovascular disease prevention and management, biopsychosocial interventions for cardiac patients recovery should consider 
their family and social contexts and psychological well-being. Limitation of utilizing review technique is discussed particularly 
for understanding those patients whose heart disease is in advanced condition.
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INTRODUCTION

Heart disease is a chronic illness and the foremost cause of death in 
many parts of the world. A high percentage of the cardiac patients 
appear to be predisposed to psychological distress significant enough to 
warrant biopsychosocial approach to treatment. The movement toward 
greater recognition of the biopsychosocial aspects of heart disease in 
particular, and other chronic illnesses in general, has been recognized 
toward early prevention of cardiac disease1). Globally, developing coun-
tries such as Nigeria are still grappling with increasing rates of heart 
disease2). As a developing country, Nigeria has a growing number of 
studies about heart disease, which show that cases of coronary heart dis-
ease are on the rise. However, several of these studies tend to focus 

more on the prevalence and patterns of heart disease and level of aware-
ness among the Nigerian population3-8). 

There is evidence that many interventions for the cardiac population 
have failed because their family and social contexts have not been fully 
taken into account9). This could mean that the concept of family is high-
ly relevant when dealing with the cardiac population, especially with 
respect to their psychosocial health and well-being. The study by 
Astedt-Kurki et al.10) demonstrated that better family functioning and 
structure leads to better overall family health in families with a member 
who has suffered from heart failure. Thus, family factors can be consid-
ered a vital aspect of cardiac patient's recovery. One of the family fac-
tors that may be taken into account is the patient's family boundary 
ambiguity. Thus, exploring family boundary ambiguity, infertility, and 
heart disease from a psychological viewpoint could hold significant 
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implications for heart health counselling in Nigeria and around the 
world. This article aims at adding to the literature, an understanding of 
family boundary ambiguity, infertility, and heart disease from a psycho-
dynamic counselling point of view. 

METHOD

This article is a review article which deals with family boundary 
ambiguity and heart disease in couples with fertility issues. This review 
article was drafted by searching for published studies in the area of 
focus through Google search engine, Google Scholar, PubMed and 
PsychInfo. Search key words included, family boundary ambiguity, 
heart disease among couples with fertility problem, psychodynamic 
counselling and heart disease, and psychodynamic counselling and 
infertility. 

RESULTS  AND   DISCUSSION

Family Boundary Ambiguity and Infertility in Cardiac 
Couples

Family boundary ambiguity can be defined as the family not know-
ing who is in or out of the family system. Thus, a family with ambigu-
ous boundary may perceive a physically absent member as psychologi-
cally present or a physically present member as psychologically 
absent.11) This form of psychological distress is said to be common 
among infertile couples12). According to Burns12), as infertile couples 
attempt to make the transition to parenthood, they may visualize the 
child they wish to have as a family member who is psychologically 
present but physically absent. Possibly, infertile women, men, or cou-
ples with such problems may experience family boundary that is ambig-
uous. The consequence could be increased susceptibility to cardiovascu-
lar heart disease condition for an infertile individual.

The term "infertility" has been defined from both clinical and epide-
miologic perspectives. The clinical definition of infertility used by the 
World Health Organization (WHO) is a disease of the reproductive sys-
tem defined by the failure to achieve a clinical pregnancy after 12 
months or more of regular unprotected sexual intercourse, while the 
WHO's epidemiologic definition is women of reproductive age at risk of 
becoming pregnant who report unsuccessfully trying for a pregnancy for 
more than 2 years13,14). Clinical definitions are designed for early detec-
tion and treatment of infertility13-15). The WHO's epidemiologic definition 
is more closely aligned with clinical practice and measurable using sur-
vey data. In addition, a definition and assessment of infertility based on 
medical histories and diagnostic tests is appropriate for clinical settings, 
where the aim is to understand causes and provide treatment as soon as 
it is indicated16).

Infertility rate is considered a growing public health problem in 
almost all cultures and societies with 1.9% and 10.5% of women being 
primarily and secondarily infertile. This represents a total of 48.5 mil-
lion couples worldwide. The fertility problem is such that 1.9% of 
women aged 20-44 who wanted a child were unable to have their first 
live birth and 10.5% of women who had previously given birth were 
unable to have another baby after 5 years of trying17). Infertility could 
manifest in different forms. For a woman, infertility can manifest itself 
as either the inability to become pregnant, an inability to maintain a 
pregnancy, or an inability to carry a pregnancy to a live birth18). For a 
man, infertility can be due to a variety of conditions, such as abnormal 
semen analysis19,20). Some other conditions of infertility that are identifi-
able and reversible include ductal obstruction and hypogonadotropic 
hypogonadism; other conditions that are identifiable but not reversible 
include bilateral testicular atrophy secondary to viral orchitis21,22). When 
identification of the etiology of an abnormal semen analysis is not pos-
sible, as is the case in many patients, the condition is termed "idiopath-
ic." When the reason for infertility is not clear, with a normal semen 
analysis and partner evaluation, the infertility is termed unexplained22). A 
male factor is solely responsible in about 20% of infertile couples and 
contributes in another 30%-40%23).

Infertility can bring a sense of failure, loss, and exclusion, from tak-
ing leading roles in important family functions and events to infertile 
couples and relationships between the couples becoming strained when 
children are not forthcoming as one partner may seek to blame the other 

as being defective or unwilling24). In this regard, Mahlstedt25) described a 
series of losses experienced by the infertile couple that helped to shed 
light on the reasons why the emotional reaction to infertility can be so 
intense. These losses included loss of self-esteem, relationships, health, 
and financial security. Furthermore, the demographic health survey data 
estimates showed that more than 186 million married women of repro-
ductive age in developing countries were maintaining a child wish. This 
number translated into one in every four couples24). Of even greater con-
cern for those with a fertility problem was the report about a study 
which suggested that women who have a difficult time getting pregnant 
are at a higher risk of developing heart disease26). According to this 
report26), researchers found that women who were unable to become 
pregnant for at least 5 years but eventually were successful had a 19% 
increased risk of heart disease compared with women who had no prob-
lems getting pregnant. Whether such subfertility, as it has been called, 
was a risk factor for cardiovascular disease, still remains unclear.

A study by Kharazmi et al.27) revealed that women who experience 
spontaneous pregnancy loss are at a substantially higher risk of myocar-
dial infarction (MI) later in life. According to their findings, recurrent 
miscarriage and stillbirth are strong sex-specific predictors for MI and 
therefore should be considered as important indicators for cardiovascu-
lar risk factors monitoring and preventive measures. However, these 
researchers also acknowledged that further research is still needed to 
elucidate underlying risk factors of pregnancy loss that at the same time 
strongly predispose to cardiovascular disease. Meldrum and Gambone28) 
stated that another reproductive issue that raises the risk of cardiovascu-
lar disease is erectile dysfunction in men. They stressed that just as erec-
tile dysfunction can indicate poor lifestyle habits and can be an import-
ant indicator of cardiovascular risk, it appears that male infertility also 
predicts future cardiovascular disease

Despite the observed problems facing infertile couples, Klock29) 
observed that most physicians tend to focus more on the mechanical and 
medical aspects of the process of treatment and evaluation of infertility 
while ignoring the psychosocial aspects. One possible explanation for 
this is that the health-care system does not routinely employ mental 
health professionals to treat medical patients. In addition, physicians 
often view a referral for psychotherapy as a final, alternative measure1). 
As a result, several studies focus on examining the association between 
birth weight and infertility and other medical conditions. For instance, 
studies30,31) showed the association between birth weight and infertility in 
women, demonstrating that infants born with birth characteristics that 
deviate from the norm may be at greater risk of difficulties in childbear-
ing later on in life. Other similar studies show evidence that low birth 
weight may predispose infants to early onset of adult disease, such as 
type 2 diabetes32), hypertension33), and heart disease34,35). While findings 
from these studies appear to be robust and have significant implications 
for clinical practice, there is obviously paucity of focus on the associa-
tion between family ambiguity and heart disease.

The rationale for biopsychosocial approach to treatment of the car-
diac population cannot be overemphasized. According to Rozanski et 
al.36), psychological factors can also impede recovery from heart disease. 
When related, we could suffice it to mean that family ambiguity as a 
psychological factor could probably impede recovery from heart dis-
ease. Psychological literature have demonstrated that there may be 
direct psychophysiological link between family stress and increased 
heart rate, coronary vasoconstriction, propensity for arrhythmia, and 
increased tendency for thrombosis37,38). Although Rasul et al.39) found that 
an association of psychological distress with an increased risk of 5-year 
cardiovascular heart disease risk in men could be a function of baseline 
physical illness, an effect independent of physical illness cannot be 
ruled out, and its presence among physically ill men greatly increases 
cardiovascular heart disease risk. This being the case, it is arguable that 
there might be a likelihood of association between family ambiguity as 
a psychological distress and increased heart rate that invariably predis-
pose infertile couples to heart disease. Thus, it is essential that clinical 
psychologists and cardiologists also understand the psychological risk 
factors for heart disease conditions.

Heart Health and Psychodynamic Counselling Perspective
There are many unchangeable risk factors associated with coronary 

heart disease including family history, ethnicity, and age; however, there 
are other risk factors that can be treated or changed including tobacco 
exposure, high blood pressure, high cholesterol, obesity, physical inac-
tivity, diabetes, unhealthy diets, and harmful use of alcohol2). From a 
psychodynamic family counselling perspective, psychotherapists have 
stressed on the possible association between psychological constructs 
such as family ambiguity and biomedical construct like heart disease 
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risk. According to the psychodynamic family counselling theory, the 
relationship between heart disease and psychological functioning is 
multidimensional1). The psychodynamic theorists' view is that many 
patients who have had a parent die prematurely due to heart disease 
become preoccupied with the belief that they will die at the same age. 
The psychodynamic theorists also believed that significant psychologi-
cal stress reduces the likelihood that cardiac patients will be able to suc-
cessfully modify their lifestyle and increases the probability of noncom-
pliance with treatment, factors that, in turn, lead to more heart disease1). 
According to these psychodynamic theorists, many cardiac patients face 
adjustment problems though; these rarely occur in isolation and majori-
ty of individuals diagnosed with cardiovascular heart disease need to 
make lifestyle changes to reduce their heart disease risk. However, the 
limitation of utilizing review technique particularly for understanding 
those patients whose heart disease is in advanced condition cannot be 
overemphasized. We did not provide empirical data to further demon-
strate the need of taking care of the biopsychosocial aspects in these 
patients. Future research focusing on this area should use an empirical 
approach capable of generating new data that would promote the need 
of taking care of the biopsychosocial aspects in these patients.

CONCLUSION

This article deals with family boundary ambiguity and heart disease 
in couples with fertility issues. This paper emphasizes the need of taking 
care of the biopsychosocial aspects in these patients. In other words, 
biopsychosocial interventions need to be delivered to cardiac patients, 
especially those experiencing fertility problems. Such interventions 
would have to consider the cardiac patient's family context and psycho-
logical state just as other biomedical aspects are being considered. If 
this is so, then clinicians and hospital counsellors need to design biopsy-
chosocial interventions targeting at infertile, cardiac patients with the 
aim of helping them achieve psychological well-being and full treat-
ment recovery. 
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