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ABSTRACT

Title: Relationship between infertility related stress and type

of coping among infertile males and females- Gaza Strip

Background: Infertility is a critical situation that the couples exposed
to, perceive and exert a huge stress upon them and as a result, they

reacted differently by using different kinds of coping strategies.

Objective of the study: The purpose of this study was to investigate
the relationship between infertility related stress and type of coping
among infertile couples-Gaza Strip in five infertility clinics, and to
determine the variables that may be related to study variables
including (age, sex, educational level, occupation, duration of

infertility, ...ect)

Methodology: The researcher used in this study descriptive analytical

approach, because this approach suits the nature of the study .

Sample of the study: The study sample consisted of 129 infertile
couples from both sexes who were diagnosed as infertile and they live
in Gaza Strip governorates, and who were visiting infertility clinic
during the data collection and met the inclusion criteria for the study.

Instruments of the Study: Fertility Problem inventory(FPI1) was used
to measure the infertility related stress with five domains; and
Lazarus Way of Coping strategy with seven types; and biographical
data questionnaire.

Statistical Analysis: In this study, we used Descriptive Statistics,

Correlation
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Coefficient "Pearson”, t-Test and One-Way ANNOVA.

Results: in this study the results showed that there is a significant
relationship between infertility related stress and coping strategy,
there is a significant increase in the level of infertility-related stress,
and most of the sample (93.0 %) experience very high stress,
furthermore, all male participants suffer from very high stress, while,
91.3% of female participants suffers from very high stress.

The findings of the current study found that there is statistical
significances related to duration of infertility, level of education, type

of infertility, the type of family, and number of treating doctors

The current study found no significant differences in sex, work, type of
infertility related to fertility related stress, and psychological

counseling.

Conclusions: there is a relationship between fertility related stress
and coping strategy

Recommendations: psychological aspect of infertility should be given
more attention, and be considered in all stages of treatment and
medical interventions to decrease the psychological suffering of the
infertile couples and to prevent developing of the psychological

disorder.

Vi
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Introduction

Children is the beauty of life where each one of us can see himself in different
way through his or her son, and because of them parents starts to work, earn money,
keep promises, build a home, construct great city finally willingly they may leave all of
that to give them the chance.

Reproduction is the only means of sustaining human life, Pregnancy and
childbirth typically are associated with positive emotions (Geller, 2004).

Furthermore, Human beings want to have children not only for the joy of it but as a
deep desire to continue their generation and leave a valuable memory of themselves
(Ehsanpour, & et al, 2009).

The majority of people entering into marriage expect to some-day have biological
children. The eventual conception of children is not viewed by most couples as a
question of if, but when. ( Peterson, 2001)

The desire to reproduce and having a child has many explanations in social, emotional
and biological spheres. For most of the marriages, fertility concerns and sexuality may
be the main aspects. The birth of a child is seen as an opportunity to generate, maintain
and fulfill the basic needs as well. (UNER, 2004).

Then when the desires and needs did not fulfilled it eventually cause stress and even a
mental disorder.

"Desire cannot be met or satisfied in the same way that can be said for need. Desire
remains with us, pushing us to search for the next best thing. In this sense desire is non-
referential because we are unable to locate its true end or its fulfillment."(Ward & Pete,
2002)

When couples encounter a barrier for having a child, which is linked with fertility
problems, the distressful, anxious and psychological stressful conditions may arise.
After this, they may look for alternative patterns for the purpose of having children
(UNER, 2004).

The most important aspect of infertility for women is their wish to have a baby,
however, for men is their accomplishment of the role of the man, the social pressure
which exerts the obligation to create a family, and the ability to hold a marriage (Cook,
1993).

On a social level, infertility in most cultures remains associated with social stigma.
Couples who cannot reproduce break social norms and conventions...etc. In some
cultures, infertility can result in separation or divorce (typically from the wife) so that
the fertile partner has the possibility to have children with another spouse. In addition to
these emotional and social factors, in many countries, there is no or limited public
funding for medical treatment; thus infertility and its treatment can be a major financial
burden for couples ( Thorn, 2009).

It is a growing problem and across virtually all cultures and societies almost all over the
World and affects an estimated 10%-15% of couples of reproductive age (Thorn &
Thorn, 2010).

According to one study done in Sweden, shown that women experienced their infertility
more strongly than the men. Women also showed a more intense desire to have a baby
than men (Thorn & Thorn, 2010).

Male and female factors are each believed to account for 40% of cases of infertility; the
remaining 20% are either unexplained - so-called idiopathic infertility - or of shared
etiology (Fisher, 2009).

www.manaraa.com



The assessment of male factors is limited because many men refuse to
participate in studies, which may mean that cause is misattributed (Aghanwa et al.,
1999).

Egyptian women of low socioeconomic status living in rural areas, who cannot
conceive, are regarded as having been subjected to kabsa, or the constraint of
reproductive capacity by exposure to contaminated individuals (Inhorn, 1994).

Research has shown that the stress associated with infertility is a significantly greater
stress contributor than any other major life issue that a person may confront (Rosenberg
& Epstein, 1999).

According to Palestinian central Bureau of Statistics (PCBS) data in 2005, the crude
birth rate in Palestine dropped from 42.7 births per 1000 population in 1997 to 37.5 per
1000 population in 2005. However, there are regional discrepancies where the crude
birth rate in West Bank decreased from 41.2 births per 1000 population in 1997 to 34.5
per 1000 population in 2005. In Gaza Strip, the crude birth rate dropped from 45.4 in
1997 to 41.7 per 1000 population in 2005.

MOH has reported that Crude Birth Rate in Palestine is 27.5/1000 population in 2005
(33.7 GS& 23.9 WB), previous report.

In addition, the opposite of fertility is infertility with inverse relationship and
according to previous studies approximately 50 to 80 million people worldwide are
currently experiencing infertility, (Ramezanzadeh, 2010).

According to Palestinian central Bureau of Statistics(2010) the Extrapolated Prevalence
of infertility in Palestinian territories among the female at the reproductive age is 8.4 %
where the primary infertility prevalence is 4.8% and the secondary infertility prevalence
IS 3.6%, in Gaza strip is about 8.3% where it was 5.2% for the primary type and 3.1%
for the secondary type.

Infertility has mental, social, and reproductive consequences, including
depression, anxiety, aggressiveness, feelings of guilt, lack of self-esteem, lack of
confidence, psychosomatic complaints, obsessions, relationship difficulties, and sexual
dissatisfaction (Ramezanzadeh, 2010)

Grief and depression are the most frequently cited emotional responses, reported in 77%
of the articles, whereas anxiety, reported in 40% of the articles, is mentioned least often
(Dunkel & Whbel,1991).

From above mentioned introduction we can conclude that the infertility problem
interfere in human life and the couples reacted to such situation firstly by stress and to
alleviate this stress they tend to use one or more of coping type the make them feel
normal.

It is noticeable that the experience of infertility and infertility-related stress can
have far-reaching effects on the individual and the couple. It has been shown that a
better understanding of the nature of the relationship between infertility-related stress
and aspects of Coping strategy is needed. More clarity is also needed on the magnitude
of the potential effects of infertility-related stress on the Coping strategy, as well as on
the nature of such effects, whether positive or negative. This information can be utilized
to assist couples in coping with infertility and to protect the marital relationship from
potential negative effects. The present study aims to examine couples’ experiences of
infertility-related stress and to present a baseline profile of specific aspects of their
Coping strategy: ultimately, to gain more insight into the experiences of infertile
couples

Therefore, this group is a vulnerable and in need to be investigated where few
investigations are done on them by researchers, and due to that the researcher obligated
to investigate them and dig deep to find out their mental health.
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So far, there have not been any studies on infertility related stress and its relation with
coping strategy in Gaza Strip. This issue is part of educational and career
responsibilities of health personnel who should know the intervening variables related
to infertility and coping type, furthermore, the differences between infertile men and
women in order to provide effective useful advices and control infertility related stress
for a more successful results.

Problem statement:

Infertility is a critical situation that the couples exposed to, perceive and exert a
huge stress upon them and as a result they reacted differently by using different kinds of
coping strategies.

In Gaza Strip, it is well-known that the emotional support take place for those
with sons and emotional help is given to them from both nuclear and extended family
but if the couples did not reproduce their own biological children they deprived from all
those emotional support and become fragile for psychological disorder.

This study is interested in exploring the relationship between the stress among the
infertile couples and the type of coping strategy used among couples in Gaza Strip and
those are summarized by the follow general objectives.

General objectives
1. To evaluate the level of infertility related stress among infertile couples in Gaza
strip
2. To evaluate the relationship between stress and coping strategy among infertile
couples in Gaza strip

Specific objectives:

1. To what extent does the infertility produce stress among infertile males and
females?

2. s the duration of infertility has a correlation to infertile males and females level
of stress?

3. Do the socio-demographic/economic characteristics have differences among the
infertile males and females related to level of stress?

4. To what extent are the intra-couple mean score of coping type of infertile males
and female related to husbands and wives reports of infertility related stress?

5. Does the mean number of treating doctors has a significant relationship to the
infertility related stress?

6. Does the psychological counseling significantly correlated to infertility related
stress?

Hypothesis:

1. Thereis an increase of the couple level of stress among Gazian women.

2. There is a significant relationship between the mean of duration of infertility and
the level of stress.

3. There is a significant relationship between the socio-demographic characteristics
and infertile couple level of stress.

4. There is significant relationship between mean score coping type and couple’s
stress.
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5. There is a significant relationship between the mean number treating doctors and
infertility related stress.

6. There is a significant relationship between the psychological counseling for
infertility and infertility related stress.

Significance of the study

This study is intended to investigate, detect and gather information about the
relationship between those variables and be familiar with the effect of such factor to be
used by health personnel during the course of treatment and patient encountering health
services

Study limitation
Place: infertility clinic
= Al-Taqua Fertility Clinic
= Al-Basma Fertility Clinic
= Qurat Al aain Fertility Clinic
= JUG fertility Clinic

Time frame:
September to December 2011

Study terms
Infertility

Either individuals or couples who are unable to conceive after a specified period
of regular unprotected sexual intercourse or those seeking medical assistance in order to
conceive. The specified time of trying to conceive has varied from 12 months to more
than 24 months (WHO, 2009)

In addition, this definition operationally used in this study and the duration for
diagnosing infertility used is 12 months or more.

Stress:

Akter Banu(2008) define Stress is a complex pattern of cognitive appraisals,
physiological responses, and behavioral tendencies that occur in response to a perceived
imbalance between situational demands and our resources needed to cope with them.
Stressors are specific kinds of eliciting stimuli or events that place strong demands on
us that tax or exceed our resources.

Infertility-related stress

The term infertility-related stress refers to the level of such stress perceived by
each spouse individually. In the context of the present study, stress is viewed as a
response to a stressful event or stressor, namely infertility (Newton et al., 1999).
Coping:

Refers to the cognitive and behavioral activities that a person uses in an attempt
to manage a trying situation. (Lazarus and Folkman,1984)

Coping strategies:
Which are defined as ‘“cognitive and behavioral efforts to manage specific

external and/or internal demands” related to the stressor one is experiencing (Lazarus
and Folkman,1984)

The researcher used in this study Lazarus Way coping scale to determine the
coping type used by infertile male and females.
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Presentation of the thesis

Following from the above, Chapter Two provides a theoretical conceptualization
of infertility. four theoretical frameworks that can be applied to infertility are presented.
Chapter Three presents a review of the literature on infertility, infertility-related stress
and Coping strategy. Chapter Four covers the research methodology: the research
design; the identification and demographic characteristics of participants; the measuring
instruments administered; the procedures for data collection and ethical considerations;
and, finally, the methods of data analysis. In Chapter five the results of the quantitative
data are presented. Pearson correlation coefficients, one sample t test and (ANOVA) are
used. The results and limitations of the present study are discussed, recommendations
for further research are made and conclusions are drawn in Chapter six.
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CHAPTER 2
THEORETICAL CONCEPTUALISATION OF INFERTILITY

Introduction

The primary aim of the present study was to investigate the nature of the
relationship between the level of infertility-related stress, as experienced by male and
female participants who formed part of infertile married couples, and coping strategy.

Therefore, This chapter will provide an overview of two theoretical frameworks,
namely family systems theory, Self-Efficacy Theory, Coping Theory, and Stress and
Appraisal Theory , that are deemed appropriate to conceptualize infertility related stress
and its relationship to specific aspects of Coping strategy. It is beyond the scope of the
present study to provide a comprehensive discussion of each theory. However,
sufficient information will be supplied to clarify the main constructs underlying family
systems theory and bio psychosocial theory. Lastly, relevant aspects of each theory will
be applied to infertility.

1. Family systems theory
Overview of family systems theory

Family systems theory developed as a branch of Ludwig von Bertalanfty’s
general systems theory (Von Bertalanffy, 1968). In order to fully understand family
systems theory, a basic grasp of general systems theory is needed. General systems
theory challenged the mechanistic theories that were predominant in the mid-twentieth
century, arguing instead that organisms are complex, interactive, and organised (Von
Bertalanffy, 1968). A general systems perspective focuses on and investigates the
manner in which underlying components of a system interact with one another in order
to form a whole. A systems perspective does not merely focus on separate parts, but on
how all the separate parts are connected, interdependent and interrelated. From a
systems perspective, one will examine how any fluctuation in one part of the system can
affect other components of the system, which, in turn, can affect the initial component.
General systems theory thus suggests that a holistic view is necessary to fully
understand all the dynamics involved in any situation (Von Bertalanffy, 1968). A
system is defined as a set of objects with relationships between the objects and
between the attributes of the objects (Hall & Fagan, in Barker, 2007). Almost any
assembly of different parts will meet these criteria, therefore a more complex
description was needed for a living system such as a cell or individual organism.
Bertalanffy’s general systems perspective provides a suitable alternative. In recent
years, the general conclusion has been made that the family is “... an example of an
open, ongoing, goal-seeking, self-regulating social system and that it shares the features
of all such systems” (Broderick, 1993, p. 37). In addition, specific characteristics, such
as a family’s structuring of gender and generation, differentiate if from other social
systems. Also, each individual family is moulded by its own specific and unique
characteristics (e.g. size, life stage, complexity), the psychobiological characteristics of
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the individual family members (e.g. gender, age, health, fertility, temperament), and the
family’s socio-cultural position in the larger society (Broderick, 1993). To summarize, a
comprehensive definition of the family systems theoretical framework proposes that the
“... individual behaviors of men and women are best understood in the context of their
mutual interactions and systemic relationships™ (Peterson et al., 2006).

Central premises of family systems theory

The central premises of family systems theory will be discussed in this section,
specifically the organization and dynamic nature of the family system. Relevant terms
related to each central premise will also be clarified.

Organization of family systems
(i) Holism

Family systems theory is built upon the premise that, in order to master daily
challenges and tasks of life and to adjust to the needs of its separate members, family
systems organize Themselves accordingly (Broderick, 1993). The concept of holism
underlies this premise of organisation. Thus, from a family systems perspective one will
focus on the family as a whole, and not merely on the separate parts or individual family
members. As Aristotle and others have noted, the whole is greater than the sum of its
parts and has qualities that cannot be deduced from the combined characteristics of each
part . Jackson (1965, p. 5) suggests that measures are needed that ““...do not simply sum
up individuals into a family unit; we need to measure the characteristics of the supra-
individual family unit”. Family systems theory thus recognises that the family system is
the result of all individual members together, and that the interaction and
communication between all individual members should be studied in order to
understand the system as a whole (Broderick, 1993).

(if) Hierarchies

Another concept of family systems theory is that families organise themselves
into hierarchies; in other words, families organise themselves into smaller units or
subsystems (Minuchin, 1974). Subsystems are often created and organised according to
gender or generation. In family systems theory, a distinction is made between three
primary subsystems: marital (couple), parental and sibling. Generally, each subsystem is
comprised of members who work to accomplish the relevant tasks of the specific
subsystem. Families have been found to experience difficulties when the lines between
subsystems become blurred and members from one subsystem enter another subsystem,
for example when a child is involved in aspects of the marital subsystem (Fleming,
2003; Minuchin, 1974; Minuchin, Rossman, & Baker, 1978).

(iii) Boundaries

As family members organise themselves into hierarchies they draw boundaries
between what is internal and part of (included in) the family system, and what is
external to and not included in the family system (Broderick & Smith, 1979).
Boundaries are created at every level of the family system, as well as between
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subsystems (Broderick & Smith, 1979; Fleming, 2003). Families differ in the
permeability of their boundaries, with some families being more open and others more
restricted in their boundaries. Information into and out of the family is regulated by
boundaries; once again, some families are more permeable and allow information to
flow freely, whereas other families may strictly regulate what information may be
discussed with people outside the family system. Another aspect of boundaries is that
the permeability of boundaries may change with the age and need of family members,
an example being adolescents and young adults who press for more freedom and
permeability in the family system (Broderick, 1993; Fleming, 2003).

(iv) Interdependence

As families organise themselves into a family system, all individual members
and subsystems that make up the family system are interdependent and mutually
influenced by each other (VVon Bertalanffy, 1975; Whitchurch & Constantine, 1993).

Dynamic nature of family systems

Another central premise of family systems theory is that families are dynamic in
nature, with strategies and patterns that guide the manner in which they interact with
each other (Broderick, 1993;Fleming, 2003). The dynamic nature of families provides
them with the ability to adapt to the changing challenges of daily life and to assist in the
developmental growth of the individual family members. This dynamic nature of
families can also be described by referring to family systems as open, ongoing systems,
where the term “open” can be described as an information and energy flow between the
family system and its environment, while “ongoing” focuses on the fact that change
may occur in relationship to time (Broderick, 1993).

(i) Equilibrium

Families have to adapt to daily tasks and events and to long-term challenges and
changes. Equilibrium is a concept used to explain how families always aim for a
balance between the resources available to the family and the challenges with which the
family is confronted (Broderick, 1993; Fleming, 2003). The family thus strives for a
sense of balance, or homeostasis (Bradshaw, 1988), and when this is not reached the
family may need to adjust its strategies and rules in order to restore this balance.
Steinglass (1987) refers to morphostasis, a concept that alludes to the family system’s
ability to maintain its organisational structure, regardless of challenges. On the other
hand, morphogenesis refers to the ability of the system to change and grow over time in
order to adapt to the changing needs of the family. There is a constant dynamic tension
in all family systems to maintain a balance between remaining stable and Allowing
change (Broderick & Smith, 1979).

(ii) Feedback loops

Feedback loop is a specific term in family systems theory that refers to the
patterns or channels of interaction that assist families in moving towards morphostasis
or _morphogenesis (Broderick, 1993; Fleming, 2003). Positive feedback loops are
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patterns of interaction that assist in movement towards growth in the system. Negative
feedback loops are patterns of interaction that assist in maintaining homeostasis. It
should be noted that the words positive and negative are neutral and should not be
interpreted as good or bad (Fleming, 2003).

(iii) Goal orientation

From a family systems perspective, families are viewed as goal oriented, as they
strive to attain specific goals (Broderick, 1993; Fleming, 2003). Through patterns of
interaction, whether through negative or positive feedback loops, the attainment of goals
may become more or less possible. A family system is able to reach the same goals by
taking different routes, and these are
13 termed equifinality (Fleming, 2003). Thus, the same beginning may lead to different
possible outcomes, while one outcome may be attained through different possible
routes.

Application of family systems theory to infertility

A systems perspective can aptly be applied to the study of the family as a
system, since families consist of individual members who are all interactive,
interdependent and interrelated. A family is a complex system and changes in one part
of this system will have an impact on other, interrelated parts, or members, of the
system. Family systems theory thus creates a framework from which to attempt to
understand the complexity of families as an organized system. A perspective that
focuses on the larger system or context surrounding an individual is ideally suited to a
focus on infertility and preferred to an individual perspective or focus, specifically
because the experience of infertility is shared by both partners and experienced within
this larger context of behavior. The level of congruence between the partners’
experiences of infertility-related stress and specific aspects of the marital relationship —
the quality of marital communication, satisfaction with the coping strategy — may
influence, as well as be influenced by, the experience of infertility. On the basis of
family systems theory, a partner’s adjustment to infertility will most likely be impacted
by the systemic nature of the marital or couple relationship. As mentioned, infertility is
often experienced as a crisis and has the potential to negatively influence different
aspects of the marital relationship (Burns & Covington, 2006). The couple will attempt
to adapt to the challenge of infertility, either through morphostasis or morphogenesis.
Infertility may disturb the equilibrium of the marital relationship and result in stress
and conflict. Each partner’s experience of the processes of infertility in a marital
relationship will thus be examined in the present study from a family systems
perspective. Numerous previous studies suggest and support the use of a family systems
approach in infertility research (Andrews et al., 1991; Peterson, Newton, & Rosen,
2003; Ulbrich, Coyle, & Llabre, 1990). A recent study that examined how couples cope
with infertility and what the implications are of different coping patterns and skills was
guided by family systems theory (Peterson et al., 2006). Furthermore, Ulbrich et al.
(1990) regard the couple as an interactive andinterlinked unit that can be viewed from a
systemic perspective of treatment. Although some studies, such as these mentioned
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above, have opted for a systemic framework to be applied to coping and infertility
(Levin et al., 1997),researchers have called for additional studies using this framework
(Greil, 1997).

According to family systems theory, stress-related outcomes of each partner will likely
be impacted by each other’s coping processes. For example, one partner may cope using
escape/avoidance coping techniques in an effort to minimize emotional pain and reduce
infertility stress. This coping style may be beneficial to the individual, but may prove
costly to the couple relationship as his or her partner may feel a sense of withdrawal
from the relationship or denial of the problems they face together (Beaurepaire, Jones,
Thiering, Sanders, & Tennant, 1994 in Peterson, 2002). While the partner using
escape/avoidance may experience a decreased levels of infertility stress, his or her
partner may actually experience increased stress because of the partner’s coping
process.

2. Stress and Appraisal Theory:

“Stress” is defined in this study as the interaction between person and
environment. When people appraise the external and internal demands of this
interaction as exceeding their coping resources and on impacting their general well-
being, than it is considered a stressor (Lazarus & Folkman, 1984).

Definitions and concept of stress
as cited in Jayashree Nayak(2008), he was summarize the definition as follow:

According to Selye (1956) stress is “any external event or internal drive which threatens
to upset the organismic equilibrium”. While Wolf and Goodell (1968) defined stress as
a dynamic state with in an organism in response to a demand for adaptation. And Cofer
and Appley (1964) defined stress as a state of an organism where he perceives that his
wellbeing is endangered and that he must direct all his energies to its protection.
Lazarus (1966) referred stress a state of imbalance with in an organism that is elicited
by an actual/perceived disparity between environmental demands and the organism’s
capacity to cope with these demands; and is manifested through variety of
physiological, emotional and behavioural responses. McGrath (1970) defined stress as
a perceived imbalance between demand and response capacity under conditions where
failure to meet demand has important consequences. Cox (1978) has described three
classes of definitions. Stress can be variously thought of as a response, i.e. the stress
response to an extreme stimulus; as a stimulus i.e. as the stressor itself as an
intervening variable.  Spielberger (1979) defined stress in two different ways.
According to him, it is a dangerous potentiality, harmful/unpleasant external
situation/conditions (stressors) that produce stress reaction; and secondly to the internal
thought, judgment, emotional state and physiological process that are evoked by
stressful stimuli. Ryhal and Singh (1996) stated that stress is the state of an organism it
perceived that its well-being is endangered and that it must direct all its energies to its
protection..

11

www.manaraa.com



The concept of “stress” is the subject of much discussion and debate among
psychologists. Historically, stress has been conceptualized as an event or stimulus,
which may be considered a stressor that is imposed upon an individual and may include
internal states such as hunger and environmental factors such as natural disasters.
However, this stimulus definition of stress does not accommodate individual differences
in reaction to stress, instead assuming that events or stimuli are universally stressful. An
alternative conceptualization has defined stress as a response, such as an autonomic
reaction to the presence of a stressor or the psychological experience of distress.
However, this response definition of stress fails to account for the cause or precipitant
of the stress response, reflecting a lack of specificity that reduces the utility of this
conceptualization (Lazarus & Folkman, 1984, p. 21). Separately, these
conceptualizations lack attention to and accommodation of critical aspects of the
individual’s experience of stress.

In an effort to better integrate these concepts into a more comprehensive and
specific framework, Lazarus and Folkman (1984) suggested that stress refers not simply
to a stimulus or response, but rather to a relationship between the individual and the
environment that is appraised as exceeding the individual’s resources and jeopardizing
the individual’s well-being. This theory is referred to as the transactional model of
stress. Lazarus (1999) wrote that stress is especially strong when demands that are
difficult to meet are presented to the individual (p. 58). As detailed in Lazarus and
Folkman’s (1984) definition, a fundamental aspect of the transactional model is the
process of appraisal. The authors described appraisal as the process of evaluating the
significance of an event or stimulus in relation to an individual’s well-being. The
appraisal process has been sub divided into “primary appraisal” and “secondary
appraisal,” which are discussed below. Together, these appraisals contribute to an
individualized process of evaluating the personal meaning and significance of an event
or stressor.

Primary appraisal refers to an evaluation of the impending harm or benefit of a
stressor. Lazarus and Folkman asserted that a stressor may be evaluated as either a)
irrelevant, b) benign-positive, expected to result in preservation or enhancement of well-
being, or c) stressful, expected to exert a negative influence on well-being. Events or
stimuli appraised as stressful are described using three sub-types: a) harm/loss, which
refers to damage that has already been sustained; b) threat, which refers to an appraisal
in which harm or loss is anticipated, and which allows for anticipatory coping; and c)
challenge, which refers to an appraisal that focuses on the potential for gain or growth
from a stressor, and which also allows for the mobilization of coping efforts. Of note,
appraisals of threat and challenge may occur simultaneously for the same stressor,
rather than representing mutually exclusive poles on the same axis (Lazarus & Folkman,
1984, p. 32)

Secondary appraisals refer to evaluation of options for managing or responding
to a stressor. Secondary appraisal processes have been discussed in relation to coping
with stressors, and are best conceptualized as cognitive precursors to coping action.
Lazarus has referred to secondary appraisal as “the cognitive process which determines
the form of coping” (1966, p. 155) and as “the cognitive underpinning for coping”
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(1999, p. 76). Elucidating the relationship between secondary appraisal and coping,
Lazarus and Folkman (1984) described secondary appraisal as a complex process of
considering all coping options, evaluating the likelihood that coping strategies will
accomplish the desired outcome, and evaluating the likelihood that the strategies can be
successfully implemented (p. 35). In a reflection on his early writings on stress and
coping presented in his 1966 seminal work, Lazarus (1999) further explained the close
tie between appraisal and coping, asserting that stress-related thoughts or actions may
be both appraisals and coping processes, either in different contexts or at the same time.
In fact, the term “cognitive coping” was coined to describe the influence of cognitive
reappraisal of the stress transaction on stress and emotion. As such, secondary appraisal
is thought to mediate the relationship between perceived threat and coping processes.
This revision of earlier interpretations of stress, appraisal, and coping highlights the
close and overlapping relationships among these processes.

3. Self-Efficacy Theory

The concept of self-efficacy has been developed and explored by Bandura
(1982, 1997), who describes self-efficacy as an individual’s beliefs in his/her
capabilities to complete the action(s) determined to be necessary to produce a desired
outcome (Bandura, 1997, p. 3). Bandura asserts that self-efficacy beliefs are a
fundamental basis of action, because without an individual’s belief that actions will
produce the desired outcome, incentive to act will be low. Lazarus and Folkman (1984)
have discussed self-efficacy as one form of secondary appraisal, as self-efficacy beliefs
can bolster an individual’s belief that they can perform identified and chosen coping
behaviors.

4. Coping Theory

Folkman and Lazarus (1984) define coping as constantly changing cognitive and
behavioral efforts to manage specific external and/or internal demands that are
appraised as taxing or exceeding the resources of the person. This definition addresses
limitations of traditional approaches as follows: First, it is process-oriented rather than
trait-oriented, as reflected in the words constantly changing and specific demands and
conflicts. We shall elaborate on this below. Second, this definition implies a distinction
between coping and automatized adaptive behavior by limiting coping to demands that
are appraised as taxing or exceeding a person's resources. In effect, this limits coping to
conditions of psychological stress, which requires mobilization and excludes
automatized behaviors and thoughts that do not require effort. Third, the problem of
confounding coping with outcome is addressed by defining coping as efforts to manage,
which permits coping to include anything that the person does or thinks, regardless of
how well or badly it works. Fourth, by using the word ‘manage’, we also avoid equating
coping with mastery. Managing can include minimizing, avoiding, tolerating, and
accepting the stressful conditions as well as attempts to master the environment
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Coping as a Process

A process approach to coping has three main features. First, observations and
assessment are concerned with what the person actually thinks or does, in contrast to
what the person usually does, would do, or should do, which is the concern of the trait
approach. Second, what the person actually thinks or does is examined within a specific
context. Coping thoughts and actions are always directed toward particular conditions.
To understand coping, and to evaluate it, we need to know what the person is coping
with. The more narrowly defined the context, the easier it is to link a particular coping
thought or act to a contextual demand. Third, to speak of a coping process means
speaking of change in coping thoughts and acts as a stressful encounter unfolds. Coping
is thus a shifting process in which a person must, at certain times, rely more heavily on
one form of coping, say defensive strategies, and at other times on problem-solving
strategies, as the status of the person-environment relationship changes. It is difficult to
see how the unfolding nature of most stressful encounters, and the concomitant changes
in coping could be adequately described by a static measure of a general trait or
personality disposition. The dynamics and change that characterize coping as a process
are not random; they are a function of continuous appraisals and reappraisals of the
shifting person-environment relationship. Shifts may be the result of coping efforts
directed at changing the environment, or coping directed inward that changes the
meaning of the event or increases understanding. They may also be the result of
changes in the environment that are independent of the person

Coping is considered critical to the process of managing emotions (Lazarus,
1999). Folkman and Lazarus (1988) discussed the role of coping in emotional response.
Coping is thought to have a bidirectional relationship with emotions in stressful
situations, such that a stressful stimulus prompts primary appraisals of threat, harm, or
challenge, which produces emotions and secondary appraisals, which then influence
coping processes. How one copes with infertility can directly and indirectly effect
fertility outcome. For example, an avoidant patient may not seek information or adhere
to treatment required to facilitate reproduction. Someone with poor coping skills may
appraise situations as stressful and experience psychological distress. Someone who
ineffectively copes with the infertility may decide to drink excessively, smoke, or
disengage in sexual activity, all negatively influencing physical health and fertility. This
distress mediates physiological processes involved with reproduction. Thus, when one
appraises a situation as a stressor, the physiological and psychological changes ensue.
(Zwick, 2003)

In turn, the coping processes influence the relationship between the person and
the environmental stressor, which is then reappraised, leading to a change in emotional
response. In this way, coping has been discussed as a mediator of the emotional
reaction, which bidirectionally stems from and leads to various emotional reactions. The
authors empirically investigated coping as a mediator of emotional response to stress
and found support for this model (Lazarus & Folkman, 1988).
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According to Lazarus and Folkman (1984), the term coping refers to the

cognitive and behavioral activities that a person uses in an attempt to manage a trying
situation. They identified two forms of coping: problem-focused coping and emotion-
focused coping. The goal of problem-focused coping is to change the objective
problematic situation for the better, whereas the aim of emotion-focused coping is to
manage the emotional distress related to a problem. Lazarus and Folkman viewed
problem solving as a form of problem-focused coping, the adaptive usefulness of which
is limited to problem situations that are appraised as changeable. Lazarus and Folkman
(1984) described two central processes that predict negative reactions from stressful
events. These are cognitive appraisal and coping (i.e., emotion and problem focused
coping). Primary appraisal questions, when confronted with a stressful situation, address
the issue of “what is at stake in this encounter?” The person evaluates whether the
situation is a threat or a challenge. Those who appraise a situation as threatening may be
more likely to experience emotional distress. The secondary appraisal question asks,
“What, if anything, can I do about the situation?” These conclusions effect the
psychological adjustment of individuals. Lazarus’ framework of coping has been
applied to the infertility population in several empirical studies. Infertility can be
conceptualized as a chronic, unpredictable and uncontrollable stressor that may exceed
the couple’s coping resources. In the realm of distress, coping responses act as buffers
to help people avoid psychological distress bymoderating the potential effects that
stressors have on functioning, as well as preventing future stressors (Billings & Moos,
1982).
Studies examining infertility, stress and coping are commonly guided by Lazarus and
Folkman’s (1984) stress and coping theoretical perspective. According to this theory,
stress occurs as a person perceives events in his or her environment that “tax or exceed
his or her resources and endanger his or her well-being” (p. 19). Encounters with
stressful events are commonly accompanied by coping strategies, which are defined as
“cognitive and behavioral efforts to manage specific external and/or internal demands”
related to the stressor one is experiencing (p. 141).

Folkman and Lazarus (1986) note three key theoretical considerations when
examining coping. First, coping is process oriented meaning that “it focuses on what the
person thinks and does in a specific stressful encounter” (p. 993). Second, coping is
viewed as contextual. According to this view, coping is situation specific. For example,
one type of coping strategy may be highly effective and promote positive outcomes for
one stressor, while the same strategy could result in negative outcomes when used to
cope with a different stressor. And third, no a priori assumptions are made regarding
effective or ineffective coping strategies. Rather, coping is defined simply as a person’s
efforts to “manage demand” and the success or failure of the coping can only be
determined by an evaluation of the outcome as opposed to a theoretical prediction (p.
993).

Lazarus and Folkman have identified a variety of coping categories through the use of
The Ways of Coping Questionnaire (see attachment 2). By analyzing responses to this
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questionnaire using factor analysis, they identified eight specific coping categories (i.e.,
confrontive coping, distancing, self-controlling, seeking social support, accepting
responsibility, escape/avoidance, planful problem-solving, and positive reappraisal), in
addition to two more general categories — problem-focused and emotion-focused
coping. Problem-focused coping is “directed at defining the problem, generating
alternative solutions, weighing the alternatives in terms of their cost and benefit,
choosing among them, and acting” (p. 152). When applied to the stress of infertility,

The Multiple Functions of Coping
An important feature of our conceptualization is that coping involves much more

than problem solving and that effective coping serves other functions as well. We do not
want to confuse coping functions with coping outcomes. A coping function refers to the
purpose a strategy serves; outcome refers to the effect a strategy has. A strategy can
have a given function, for example, avoidance, but not result in avoidance. In other
words, functions are not defined in terms of outcomes, although we can expect that
given functions will have given outcomes. This distinction is consistent with our
definition of coping in that it is independent of outcome.

the coping functions is directed at managing or altering the problem causing the distress
and coping that is directed at regulating emotional response to the problem. We refer to
the former as problem-focused coping and the latter as emotion-focused coping

Problem-focused coping techniques may be seen as couples consult medical
professionals, seek alternatives in the form of treatments, weigh alternatives with regard
to the cost and potential benefit, and act on these problem-focused techniques. Since
data were collected for this study by participants seeking advanced infertility
treatments, they have already used a variety of problem-focused coping methods since
attempting to change the situation is indicative of a problem-focused coping strategy.
Emotion-focused coping is defined as “processes directed at lessening emotional
distress and includes strategies such as avoidance, minimization, distancing, selective
attention, positive comparisons, and wrestling positive value from negative events”
(Lazarus & Folkman, 1984, p. 150). People may engage in emotion-focused coping to
“maintain hope and optimism, to deny both fact and implication, to refuse to
acknowledge the worst, [and] to act as if what happened did not matter” (p. 151).
Emotion-focused coping can include reappraisals of the situation which alter and
change the meaning of the stressor, or it may be used in an escape/avoidance form that
is “designed to make life more bearable by avoiding realities which might prove to be
overwhelming if directly confronted” (p. 154).

The effectiveness of emotion-focused coping strategies have been studied in the
infertility and coping literature (Stanton, et al., 1992). Interestingly, some emotion-
focused coping strategies are effective in reducing distress, while others promote
increases in distress. For example, escape/avoidance coping contains an emotion-
focused component (e.g., wished that the situation would go away or be over with), and
is consistently linked with increased distress in infertile populations (Stanton, et al.,
1992). On the other hand, positive reappraisal, which is also a form of emotion-focused
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coping, has been shown to decrease distress in infertile men and women. This form of
coping promotes the creation of positive meaning from stressful situations.

Because of these dichotomous results related to emotion-focused coping, it is
difficult to analyze data by grouping all forms of emotion-focused coping together (e.g.,
varying forms of emotion-focused coping can be negatively correlated) (A.L. Stanton,
personal communication, February 25, 2002). Because of this, a more effective
approach may be to examine the relationship between the various forms of emotion-
focused coping as opposed to studying them as a set/group.

The idea that coping is not viewed as adaptive or maladaptive, but rather
situation specific, had direct implications for this study. Stanton (1991) noted that
problem-focused coping is often an effective coping strategy, but may be limited when
used in situations beyond a person’s control. Similarly, she notes that avoidance may be
an effective coping approach in situations that are short-term. Coping with infertility
may call for varying coping strategies. For example, since problem-focused approaches
may be more effective in stressful situations that are chronic and controllable, they may
prove effective only to a degree when coping with infertility. While infertility can be
chronic, couples have limited control over the eventual outcome (e.g., they may choose
all the available treatment options, but still be faced with the infertility). Because of this,
problem-focused coping may be ineffective if treatment attempts are repeatedly met
with failure. On the other hand, emotion-focused coping in the form of
escape/avoidance may promote unhealthy adaptation as infertility is rarely short-term
and the problem is unlikely to be solved without some type of action by the individual
or couple. Thus, consistent with Lazarus and Folkman’s assumptions regarding their
framework, both problem-focused strategies and emotion-focused strategies may be
ineffective in coping with infertility stress. Conversely, both types of coping may also
promote positive outcomes. The purpose of this study was to discover how coping is
related to stress in infertile men and women.

In summary, coping is “the effort to manage psychological stress” (Lazarus, 1999, p.
111). Given its mediating role, coping is an essential aspect of emotional reactions to
stress.

In coping with the stress of illness people use a wide range of strategies. The
follow table shows a range of different strategies. The table has been split into two
columns: active, problem-focused coping strategies versus more passive, avoidant
coping strategies. Research in a range of cardiac and respiratory conditions tends to
suggest that more problem-focused coping is associated with better psychological
adjustment, while avoidant strategies are less helpful.

Tablel.1: Summary of different coping strategies

Active/problem-focused coping Passive/avoidant coping
Seeking information Withdrawal
Problem solving Wishful thinking
Cognitive reinterpretation Avoidance
Seeking emotional support Denial
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However, as the usefulness of a coping strategy will very often be dependent on
the particular situation. One particular coping strategy that has variously been described
as both helpful and unhelpful is denial. In working with denial it is important to
understand exactly what is behind this and the purpose it holds for the individual. Given
the complexity of this it may often be most appropriate to refer to a specialist trained in
this area, such as a psychologist. It should be pointed out as well that denial may be less
frequent than typically believed by the health care professional and may actually reflect
that the patient has simply not ‘heard’ or understood information that has been told to
him about his condition. This may particularly be the case where individuals have been
given bad news in a way that has not accounted for the time required to process this
information. If an individual is seen to be having difficulty coping it may be appropriate
to refer him to a trained member of the team who can work on positive coping
strategies. For example, individuals may be taught problem solving techniques, can be
taught how to manage emotions through exercises such as expressive writing, can be
taught social skills and communication which facilitate increasing social support and
may be aided in cognitive reinterpretation of symptoms. (Bryon and Steed,2007)

Infertility-Related Stress

Different definitions of stress are found in the academic literature and stress is
not always differentiated adequately from concepts such as  ‘pressure’, ‘strain’,
‘stressors’ and ‘demand’ (Jones & Bright, 2001 in Merwe(2010)). The lack of clarity
among researchers regarding the definition of stress may be problematic, as it could
lead to ambiguity. For example, the term stress is often used to refer to the threatening
situation as well as to the anxious response (Tucker-Ladd, 2000 in Merwe(2010)).
Similarly, stress is sometimes used to describe an external environmental stimulus or
stressor, while at other times to describe an internal response or strain (Jones & Bright,
2001).

The contemporary concept of stress suggests that it involves a demand that
results in physiological, biochemical, psychological, and behavioural changes (Ogden,
2000 in Merwe(2010)). Various other definitions are used for stress, yet it is beyond the
scope of the present study to go into a comprehensive discussion of all possible
definitions. Stress can be defined, for the purpose of this study, as an individual’s
response (whether physiological, psychological and/or behavioural) to a demand or life
event that he or she appraises as threatening. In terms of this definition, infertility-
related stress can be defined as the anxious response of the individual to the demand (or
stressor) of infertility. Infertility is perceived as a low-control stressor. A low-control
stressor is defined as a stressful situation about which an infertile couple can do “...
little or nothing to influence the nature or the outcome of their situation” (Terry &
Hynes, cited in Merwe(2010)). Infertility-related stress is not a new phenomenon, and
couples that are not able to meet the expectation to bear children, as imposed by
themselves, their spouses and society, have been struggling with individual and
relationship difficulties for years (Andrews et al., 1991). However, there has been
increasing awareness of infertility-related stress and the difficulties infertile couples
may experience over the past few years.
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Construct of Infertility-Related Stress

The experiences of having infertility and undergoing fertility treatment, as well
as associated factors including cost and success rate, represent important stressors that
may result in elevated subjective stress for many couples. Consistent with Lazarus’
(1999) assertion that stress occurs when situations endanger or defeat intentions or goal
commitments and is impacted by the strength of such goal commitments, infertility-
related stress has been conceptualized as encompassing many aspects of the individuals’
life goals, commitments, and intentions. Stress related to infertility has been found to
incorporate and affect many aspects of an individual’s life. Much of the literature
addressing stress in individuals with infertility has assessed stress in several specific
domains, which may include social, marital, sexual, and personal distress. It is
important to bear in mind that varying operational definitions of infertility-related stress
may complicate comparisons across studies and interpretation of the literature, so
attention to measurement and reporting of specific infertility-related stress domains is
necessary.

In an effort to adequately measure and assess for stress specific to infertility, a
construct describing infertility-related stress has been developed and defined by Newton
and colleagues (1999) as constituting several related, though distinct, domains. These
domains represent relevant commitments, goals, and intentions, as emphasized in
Lazarus’ (1999) commentary on stress. Basing their conceptualization of infertility-
related stress on qualitative and quantitative research related to problems and distress
reported among individuals with infertility, Newton et al. identified five predominant
domains of infertility-related stress, including: a) Social concern, described as
sensitivity to comments or reminders of infertility as well as feelings of isolation and
alienation from family and friends; b) Sexual concern, defined as decreased sexual
interest or self-esteem as well as difficulties with scheduled intercourse that may be
typical for couples attempting to conceive; c) Relationship concern, defined as difficulty
discussing infertility with the partner, difficulty understanding sex differences in
reactions to infertility, and concerns about the impact of fertility problems on the
relationship; d) Need for parenthood, defined as identification with the parent role and
perceptions of parenthood as an essential life goal; and e) Rejection of a childfree
lifestyle, defined as a negative evaluation of childlessness and the dependence of future
happiness on having a child. Together, these five domains are thought to comprise
global stress related to infertility (Newton et al., 1999). This stress construct and the
developed measurement tool appear to reflect Lazarus and Folkman’s transactional
stress model, as they accommodate individuals’ subjective responses to specified
external stimuli.

Infertility-Related Stress and Gender:
It has consistently been reported that infertility-related stress and stress response
have a greater impact on women than on men (Newton et al., 1999).
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Newton et al. (1999) have also reported that in addition to women reporting higher
overall infertility-related stress than men, women also had higher specific stress in the
domains of social concern, sexual concern, and need for parenthood.

Additionally, male-factor infertility appears to place both women and men at greater
risk for infertility-related stress in the social, sexual, and need for parenthood domains,
as well as for greater overall infertility-related stress, compared with other types of
infertility (Newton et al., 1999).

Negative Outcomes of Infertility-Related Stress

Infertility-related stress appears to be associated with a variety of negative
functional outcomes. For instance, infertility-related stress has been demonstrated to
have a significant impact on mood and psychiatric symptomatology. Newton et al.
(1999) reported that higher global infertility-related stress, as well as reports of higher
stress in the social, sexual, and relationship concern domains, need for parenthood, and
rejection of a childfree lifestyle are all significantly, positively associated with greater
symptoms of both depression and state anxiety.
Additionally, women’s higher ratings of global infertility-related stress, as well as each
specific stress domain, had a significant inverse relationship with marital adjustment
(Newton et al., 1999).

Infertility

Estimating the prevalence of fertility difficulties, infertility or involuntary
childlessness is hampered by variations in the definitions of these conditions (Schmidt
& Munster, 1995; Kols & Nguyen, 1997). The central difficulty is in defining both the
population with compromised fertility and the appropiate comparison population. The
former may be conceptualized as either individuals or couples who are unable to
conceive after a specified period of regular unprotected sexual intercourse or those
seeking medical assistance in order to conceive. The specified time of trying to
conceive has varied from 12 months to more than 24 months. Some studies have
included people with primary in- fertility (the inability to conceive at all), secondary
infertility (those who have at least one living child but are unable to conceive again),
and sub fecundity (the capacity to conceive but not to sustain a pregnancy to term).
The comparison populations have sometimes included those who have never tried to
conceive and large groups of young women who may not yet have tried to conceive.

Another definition for infertility which can be appraises as Involuntary
childlessness which defined as the inability to conceive in spite of repeated efforts over
a period of one year or more, resulting in unanticipated and undesired childlessness
(Sabatelli, Meth & Gavazzi, 1988)

According to norms of our community the Couples considered themselves as

infertile till the born of the first male baby as indicated by an interviewed female with 9
girls in al basma Clinic 2011.

“I and my husband seek medical intervention because we did not have male baby, 1
think we are infertile till his born even with 9 girls we have’’
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The definition of infertility has a significant impact on clinical outcomes, including
those reported in research studies. Definitions vary in terms of whether the condition is
identified by self-report, or based on a life calendar of re- productive events, a
physician consultation or a physician diagnosis. Infertility can be regarded as a
heterogeneous group of health problems, influenced by a range of risk factors
(Marchbanks et al., 1989 in WHO,2009).

Psychological causation of infertility?

There has been a long-standing belief that female infertility, particularly of unknown
etiology, is attributable to psychological factors so-called “psychogenic infertility”.
This has commonly been defined as fertility difficulties for which no organic cause can
be identified and in which psychological mechanisms are assumed to be operat- ing.
Studies have attempted to find personality or psychiatric factors that would explain
infertility. Almost all have focused on women, and most have made retrospective
attribution of the observed differences between fertile and infertile women (usually
those seeking treatment) to pre-existing factors. The issues proposed as etiologically in-
volved have included uncertain gender identity, external locus of control, infertility as a
defence against inner conflicts, ambivalence about hav- ing children, psychiatric
symptoms, in particular depression and anxiety, marital problems “mas- querading as
infertility” and sexual dysfunction (Callan & Hennessey, 1988b; Moller & Fallstrom,
1991; Greil, 1997 in WHO,2009).

Gender differences in the psychological sequelae of infertility

And according to WHO report in 2009, infertility exerts adverse psychological
effects on both men and women, there is evidence that they react differently (Abbey,
Andrews & Halman, 1991; Nachtigall, Becker & Wizny, 1992; Cook, 1993). Women
have been found to experience more emotional distress and depressive symptoms
associated with infertility than men, except in cases of male factor infertility where the
degree of distress is similar (Nachtigall, Becker & Wizny, 1992; Beaurepaire, et al.,
1994; Morrow, Thoreson & Penney, 1995). Similarly, there are adverse effects on the
gender identity of all women with infertility regardless of the etiological factor; but
male gender identity is adversely affected only by male factors (Nachtigall, Becker &
Wizny, 1992). Even when male factors are implicated, women experience more guilt
and self-blame than their male partners (Abbey, Andrews & Halman, 1991). This may
be because, even when male factors are involved, most of the investigation and
treatments focus on the female partner. Women’s lives are more disrupted by infertility
than men’s (Abbey, Andrews & Halman, 1991). It also appears that the loss of sex role
identity and the experiences of childbirth and parenthood is more profound for women
than for men (Abbey, Andrews & Halman, 1991; Nachtigall, Becker & Wizny, 1992;
Cook, 1993). Both men and women are more likely to believe that the woman is
responsible if unexplained or combined factors are etiologically involved (Abbey,
Andrews & Halman, 1991). Men are more likely than women to experience infertility as
a sign of compromised potency and sexual adequacy (Nachtigall, Becker & Wizny,
1992). Individuals respond to disturbing life events in different ways. Women who are
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able to take an active part in seeking information and making decisions about treatment
have lower levels of depression and attract more social support than those who
passively submit to medical recommendations (Woods, Olshansky & Draye, 1991).
Individuals with high self-esteem and dispositional optimism are better protected
against severe depression (Litt et al., 1992). Denial and avoidance are elements of a
normal response to adverse experiences, including infertility (Menning, 1982). Some
individuals may appear to be more persistently unaffected emotionally by the diagnosis
of infertility, but denial is not an effective defense against severe emotional distress.
Individuals who use avoidant coping and deny the emotional impact of infertility may
seek multiple medical opinions, in order to find an optimistic assessment. They are at
higher risk of becoming depressed and may also be vulnerable to exploitation by
extravagant claims for treatments, including those for which there is scant scientific
evidence (Woods, Olshansky & Draye, 1991; Litt et al., 1992; Morrow, Thoreson &
Penney, 1995 in WHO,20009).

Islamic opinion related to infertility:

Islam instills in its adherent a sense of his or her place and belonging within the
family and of a responsibility to that group. Thus, Islamic ethics considers the nature of
duty arising from obligations within the family and community. A Muslim woman, for
example, regards her responsibilities as necessitating a balance with, or even
subordination to, those of the family group. The rampant Individualism often
experienced in contemporary life, that which treats the goals of the individual in
isolation from other factors, or as the supreme goal, runs against a deep Islamic
commitment to this social interdependency. This sense of belonging and the central
importance of lineage are pivotal to understanding reproductive ethics from an Islamic
perspective, particularly in relation to assisted reproductive technologies, as it affects
permissibility of adoption, surrogacy and sperm or egg donation. Thus, in Islam, to
maintain purity of lineage, not only are adultery and fornication (Zina) prohibited but
also adoption, thus keeping the family line ‘unambiguously defined without any foreign
element entering into it’ (Qaradawi, cited in Irfan 2005). It likewise prohibits artificial
insemination of sperm unless it is provided by the recipient’s husband. The Qur’an
defines the free individual as someone who belongs. This belonging is applied to two
communities: 1) the larger community of Islam and 2) the family. This concept of the
individual as one who belongs is a key factor in understanding Islamic ethics, and
particularly in relation to fertility. Rights, duties and obligations for the individual arise
from this identity and sense of belonging. In contrast, Western philosophical concepts
of the individual tend to stress rights and obligations in relation to the state or society,
setting the individual apart from others rather than establishing an identity with or for
others. ‘I am because I belong’ is strategically dissimilar to the identity of ‘I am
because I am diferent’. Thus, Islamic ethics emphasises community ties and the
obligations and duties arising from them. The family is the foundation of Muslim
society. The Islamic family (Rahim) is extensive and it includes all relatives, whether
close or distant, heirs or not, including also for a man those female relatives whom he
can marry. The Arabic root from which the word (Rahim) is derived indicates mercy,
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compassion and justice, which are core principles of Islamic ethics, and this word
encapsulates the interdependence, duties and obligations of the individual.

Muslims also believe that Allah gave humans a power and freedom as rational

beings. If morality is an expression of duty and obligation, then it follows that the
concept of free will is fundamental to morality. No moral judgement could be made
where an agent has no freedom to choose, if their actions were directed solely by the
‘laws of nature’ or by providence. Consequently, each individual is accountable for his
or her deeds. The eminent Muslim scholar, Sheikh Muhammad Al-Hanooti (2003), puts
it thus: ‘There are two circles of gadr. One of those circles is called the circle of the
lawful will. In that circle, man can decide what to do or what not to do. He has a full
free will. There is nothing compulsory for man in that circle. Everything of that circle is
his responsibility. He can be praised if he complies with the law. He will be condemned
if he violates the law. No one in this circle will justify what he does or what he neglects
as a matter of qadr.”Accordingly, in one sense infertility might be seen as God’s
providence; but God has also charged humans with a responsibility to eradicate disease
and human suffering. Attempts to cure infertility are therefore not only permissible, but
may also be seen in Islam as a duty to both family and community.
Islam is not against the application of modern scientific technological developments to
treat infertility, provided it does not contravene the will of God in the process of
creating a pregnancy (Eskandarani 1996). Islam encourages infertile couples to seek
treatment for infertility and to fulfill their wish of having a baby of their own.
(Mohammad Igbal and Ray Noble,2009).

Conclusion

The infertility literature base has grown substantially over the past two decades.
This is evident in the quantity of studies conducted, as well as the quality of discoveries
made. However, gaps still exist and future studies are needed to address the limitations
of prior research. This study attempted to address these limitations in the literature
related to coping and infertility stress. By using a data collection instrument to measure
specific forms of infertility stress, and by studying individual and Lazarus forms of
coping, this study significantly adds to the infertility literature and makes a unique
contribution to the field’s knowledge base.
A comprehensive review of the literature (according to the researcher knowledge) on
infertility, infertility-related stress and coping is provided in Chapter Three
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Chapter 3

Previous studies

In this chapter the researcher will present the previous study starting with Stress
and Coping among infertile couples, Infertility and coping, Infertility and stress,
Summary, and finally with conclusion.

I- Stress and coping among infertile couples

Lykeridou and et al. (2011) study aims were to examine the association
between (1) occupational social class and coping responses, (2) coping responses
and infertility-related stress and (3) occupational social class and infertility-related
distress. DESIGN: This study was a cross-sectional survey. METHODS: The study
involved 404 women undergoing infertility treatment at a public clinic in Athens,
Greece. State and trait anxiety (State-Trait Anxiety Inventory), infertility-related
stress (Copenhagen Multi-centre Psychosocial Infertility) and coping strategies
(Copenhagen Multi-centre Psychosocial Infertility) were measured. RESULTS:
Women of low/very low social class reported higher levels of active-confronting
coping compared with women of higher social class (p < 0-001). A positive
correlation between active-avoidance coping and both state and trait anxiety (r =
0-278 and 0-233, respectively, p < 0-01) was observed. The passive-avoidance
coping scale was positively correlated with marital and personal stress (r = 0-186
and 0-146, respectively, p < 0-01). All three kinds of stress (marital, personal and
social) were positively correlated with both active-avoidance (r = 0-302, 0-423 and
0-211, respectively, p < 0-01) and active-confronting scale (r = 0-150, 0-211 and
0-141, respectively, p < 0-01). CONCLUSIONS: Infertile women of the lowest
social class used more active-confronting coping and more passive-avoidance
coping than women of the highest social class. Factors such as low social class and
maladaptive coping strategies might contribute to infertility-related stress and
anxiety.

Broeck and et al.(2010) aimed to describe, explore and test a self-
constructed conceptual framework designed to understand the relative impact of
infertility-specific and general psychological characteristics, in predicting
psychological distress. Where they used validated self-report questionnaires that
measured the concepts of the encompassing framework (personality characteristics
self-criticism and dependency, attachment in the partner relationship, child wish,
coping, intrusiveness, infertility-related stress and general psychological distress)
were completed by 106 women and 102 men before starting the first IVF/ICSI
treatment at a university hospital based fertility centre. Data were analyzed by
hierarchical multivariate linear regression analysis and path analysis. The results
related to our study is The second level (coping) explained 50% of the variance in
psychological distress(P , 0.001). Passive coping was a significant positive
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predictor whereas active coping and seeking social support were significant
negative predictors with beta-values 0.61, 20.16 and 20.16, respectively A path
analysis confirmed the framework and highlighted the mediating role of coping
and intrusiveness. No significant differences were found when comparing
responders to non-responders concerning age, type of infertility, marital status,
female and male medical pathology and duration of infertility. conclusions: The
current study of patients starting IVF-treatment demonstrated that general
psychological characteristics, specifically active and passive coping, personality
characteristics, dependency and self-criticism and intrusiveness, are more
important in predicting the variability in psychological distress than infertility-
specific concerns.

Joshi et al. (2009) investigated the psychological distress, coping resources
and subjective well-being among infertile women in comparison to normal women.
The sample for the study consisted of 200 women (100 infertile and 100 normal)
The sample was assessed with Subjective Wellbeing Inventory, Coping Resources
Index, and General Health Questionnaire-12 (GHQ-12). Data were processed for
Discriminant Analysis. When compared, results clearly demonstrated that the
infertile and normal subjects differ significantly on five of the eight variables of
coping. Infertile women have scored significantly lower than their normal
counterparts. The second measure in this study is Subjective Well-being (SWB).
On nine out of eleven domains, both infertile and normal subjects differ
significantly. Two variables, Confidence in Coping and Perceived Ill Health have
not shown any difference between the groups. The results show that both the
infertile and normal group differs significantly on the measure of psychological
distress. The F-ratio for the measure is 39.64, which is significant at .01 level of
probability. The mean score for infertile women is 3.35 as compared to 1.24 for
normal women. It may be interpreted as infertile women undergo more
psychological distress as compared to their normal counterparts. So to sum up;
poor subjective well-being, high level of psychological distress, and inappropriate
coping among infertile women as compared to their normal counterparts.

Farzadi L, and his et. al. (2007) conducted a descriptive study to evaluate
the stressors and coping strategies of 150 infertile women presenting to Tabriz Al-
Zahra Hospital since Aug. 2000 to Feb. 2002. were selected by convenience
sampling and were evaluated. The data were collected by regular interview and
questionnaire with closed-response questions. Of 31 questions in the questionnaire,
To reach to the study goals (determination of psychosocial stressors and their
intensity), they used the same method; and to reach to (assessment of coping
strategies), the 40-item Jalowiec scale (including 25 affection-oriented and 15
problem-oriented coping strategies) was used.

Tiredness due to frequent trips to the clinic was the most common physical stressor
in 67.3% of cases with severe and very severe intensities; and anxiety about
effectiveness of treatment was the most common mental stressor in 87.3% of cases
with severe and very severe intensities. Of affection-oriented coping strategies,
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praying and trust in GOD was the most used coping strategy (79.3%). Of the
problem-oriented coping strategies, accepting the situation was used always in
74%. Psychosocial stressors were more frequent in comparison with physical
stressors. So, obviating the affective problems of infertile women will have
significant role in decrease of their stress and anxiety. (12)

Lechner, Bolman, Dalen (2006) study investigates the association of
coping style and the degree of satisfaction regarding social support from primary
support groups with distress symptoms of involuntarily childless individuals.
MATERIALS AND METHODS: Subjects in this cross-sectional study were people
who wanted to have children with their partner but were unable to conceive and had
acknowledged their involuntary childlessness. The sample consisted of 116 persons
(response 88%) with an average age of 39 years (SD = 6.0), with 75% women. The
sample group completed a questionnaire consisting of passive and active coping
styles from the Utrecht Coping List (UCL), the discrepancy variant of the Social
Support List (SSL-D), the short version of the Questionnaire on Experienced Health
Complaints (VOEG-21), the Hospital Anxiety and Depression Scale (HADS) and
the Inventory of Complicated Grief Revised (ICG-R), adapted for this study.
RESULTS: Women especially experienced more health complaints, more anxiety
and depression symptoms and more complicated grief than the general population.
Regression analysis shows that when controlled for sex and the duration of
involuntary childlessness, the concepts passive coping style and dissatisfaction
with social support were positively associated with health complaints, depression,
anxiety and complicated grief. The concept active coping style was negatively
associated with depression, anxiety and complicated grief. Explained variance of
the different distress symptoms varied from 30 to 65%. A moderating association of
perceived social support is only found between a passive coping style and health
complaints.

Pottinger et al. (2006) perform a study aimed to identify gender differences
in coping responses and the association between coping and psychological distress
in couples undergoing Invitro-fertilization (IVF) treatment. Methods: All men and
women (n = 52) invited to complete questionnaires on their coping responses
(Ways of Coping Checklist (19) were used), self-reported distress (General Health
Questionnaire (GHQ-28)) and socio-demographic data. Result showed that
Seeking medical advice and engaging in wishful-thinking, namely, hoping for a
miracle and fantasizing about the outcome were the strategies most commonly
used by more than 75% of participants. The least reported strategies included
‘avoiding being around pregnant women or children’ and ‘eating, smoking or
drinking more’.both men and women used wishful thinking strategies and seeking
advice most often and to a lesser extent emotion-focussed coping. Women
generally used all three types of strategies more often than men. The strategies that
men used more often were those that allowed them to avoid talking about their
experience, namely ‘keeping feelings to themselves’ and ‘making self better by
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eating, drinking or smoking’, along with the specific problem-solving strategy of
using alternative medicine. Gender differences were found to be statistically
significant for two of the coping strategies. More women engaged in excessive
self-blame than men (32% vs 4%, FET, p = 0.01). Also, significantly more women
than men isolated themselves by keeping others from knowing their pain (44% vs
13%, FET, p = 0.02). It is noted that no one reported ‘taking out their feelings on
others’, and while 17% of women reported avoiding encounters with pregnant
women or young children, the men denied doing so. Pearson correlation was used
to correlate coping strategies of participants with reports of feelings of
hopelessness, worthlessness and despair. Although only 15% of the participants
reported distressing feelings, a direct relationship was found between persons who
reported feeling psychological distress and those who ruminated about what they
did wrong or kept others from knowing their pain (p < 0.05). Of note, all
participants who reported high levels of distress were female except for one.

Peterson BD, et al., (2004) conducted a study on men and women use a variety
of coping strategies to manage stress associated with infertility. This study examined the
coping behaviors of 1026 (520 women, 506 men) consecutively referred patients at a
University-affiliated teaching hospital. Participants completed the Ways of Coping
Questionnaire, Fertility Problem Inventory and the Dyadic Adjustment Scale. Women
used proportionately greater amounts of confrontative coping, accepting responsibility,
seeking social support and escape/avoidance when compared with men, whereas men
used proportionately greater amounts of distancing, self-controlling and planful
problem-solving. For men and women, infertility stress was positively related to
escape/avoidance and accepting responsibility and negatively related to seeking social
support, planful problem-solving and distancing. By analyzing relative coping scores,
this study identified key gender differences in how men and women cope with
infertility. This was particularly true for men’s coping processes that had previously
remained hidden because of less frequent use of coping strategies when compared with
women

Fido A, Zahid MA. (2004) study designed to examine psychological
distress among Kuwaiti women with infertility problems and explore the perceived
causes of infertility. METHODS: An Arabic version of the Hospital Anxiety and
Depression Scale (HADS) was used to examine the psychological status of 120
Kuwaiti infertile women and an age-matched sample of 125 healthy pregnant
women as a control group. RESULTS: Compared with age-matched pregnant
control sample. The infertile women exhibited a significant higher
psychopathology in all HADS parameters in the form of tension, hostility, anxiety,
depression, self-blame and suicidal ideation. The illiterate group attributed the
causes of their infertility to supernatural causes such as evil spirits, witchcraft and
God's retribution, while the educated group blamed nutritional, marital and
psychosexual factors for their infertility. Faith and traditional healers were
considered as the first treatment choice among illiterate women, while the
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educated women opted for an infertility clinic for treatment. Childlessness results
in social stigmatization for infertile women and places them at risk of serious
social and emotional consequences.

I1- Infertility and coping

Peterson and et al (2011) performed a study to assess the relationship
between infertility, marital benefit, and coping in a sample of men and women
undergoing unsuccessful fertility treatments, a Prospective longitudinal cohort
design using multilevel modeling. Was done in Danish public and private hospitals
(n = 5) specializing in treating fertility patients whom were Danish men and
women about to start a cycle of medically assisted reproduction treatment and were
followed for a b5-year period of unsuccessful treatments. They used the
Copenhagen Multicenter Psychosocial Infertility research program Coping
Strategy Scales and Marital Benefit Measure. RESULT(S): Compared with men, a
greater percentage of women reported high levels of marital benefit. For active-
avoidance coping, there was a significant partner effect by gender interaction.
Meaning-based strategies increased between 1 and 5 years for men and women.
The use of meaning-based coping had a significant positive actor effect with
marital benefit for both men and women. CONCLUSION(S): Approximately one-
third of participants undergoing unsuccessful fertility treatments reported high
marital benefit as a positive consequence of the infertility experience. Partner
effects for men and women related to active-avoidance coping may be related to
the degree of emotional support that each spouse can offer the other, whereas
differences in meaning-based coping indicate a possible timing effect related to
gender

Lee and et al. (2010) explore Grief responses and coping strategies among
infertile women after failed in vitro fertilization treatment using cross-sectional
study and investigated 66 women who had experienced at least one failure with
IVF treatment. The data were gathered by a self-administered structured
questionnaire, and included the participant's personal profile, grief responses and
the Jalowiec's coping scale. The most common grief response among the
respondents was bargaining, followed by acceptance, depression, anger, denial, and
isolation. The order of coping strategies used, from highest-to-lowest, were
confrontative, optimistic, self-reliant, fatalistic, supportive, evasive, palliative, and
emotive. Use and self-perceived effectiveness among all coping strategies had a
high correlation, except emotion. Bargaining, the most common grief response,
was associated with a variety of coping strategies. All coping strategies were
correlated with grief responses. The results of identifying the grief responses and
associated coping strategies of women who have undergone failed IVF treatment
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may assist nurses and other health care professionals in their efforts to provide
appropriate information, care and psychological support

Shahid, Huma. (2010) present a study which was undertaken to investigate
the relationship between perception of social support and marital satisfaction among
infertile couples. Moreover, coping strategies were also examined separately for
husbands and wives. The instruments used were Multidimensional Scale of
Perceived Social Support (Zimet, Dahlem, Zimet, & Farley, 1988), Comprehensive
Marital Satisfaction Scale (Blum & Mehrabian, 1999) and Brief COPE (Carver,
1997). The study was completed in three phases. The first phase consisted of
translation of MSPSS following a try out study (n =40) that aimed at establishing
the psychometric properties of the instruments. In second phase, the translated
scales were administered on a sample of husbands (n=20) and wives (h= 20) of
infertile couples. The results of try out yielded satisfactory results. The third phase
comprised of main study conducted on 100 infertile couples (husbands n= 100 and
wives n= 100) seeking infertility treatment. The age of the husbands and wives
ranged from 24 years to 55 years (M=33.55, SD=5.84) and 20 years to 50 years
(M=29.71, SD=5.64) respectively. The results revealed a significant positive
correlation between perception of social support and marital satisfaction among
infertile couples. Regression analysis showed that perception of social support is an
important predictor in determining the marital satisfaction of infertile couples.
Wives tend to exhibit more active-avoidance and religious/denial coping and
husbands were more likely to employ problem-focused and positive coping. Chi-
square analysis demonstrated that wives showed more interest towards adoption of
a child as compared to husbands. On the basis of qualitative data, different themes
emerged depicting the perceptions of infertile couples about impact of childlessness
on their lives.

Kraaij et al. (2010) researched The relationships between cognitive coping
strategies, goal adjustment, and symptoms of depression and anxiety were studied
in people with fertility problems. Both cross-sectional and prospective
relationships were studied in a sample of 313 patients attending an infertility clinic.
Self-report questionnaires were filled out at home. Positive refocusing, rumination
and catastrophizing, and goal reengagement were related to symptoms of
depression and anxiety. When looking at the long-term effects, rumination and
catastrophizing were also related to emotional problems nine months later. These
findings suggest that intervention programs should focus on cognitive coping
strategies and goal-based processes.

Donkor, Sandall (2009). Perform a study to explores the coping strategies
adopted by 615 women seeking infertility treatment in southern Ghana. Both
closed and open-ended questions were used through a survey conducted using
face-to-face interviews in three languages at three health sites--a hospital, a health
center and a private clinic. The findings suggest that the majority of the women
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preferred to keep issues of their fertility problems to themselves. The reason could
be due to the associated stigma of infertility. Further, the majority of the women
coped through drawing on their Christian faith. Others also coped through the
support they received from their husbands, their occupation by way of achieving
economic independence, and some avoided situations that reminded them of their
infertility problem.

Kraaij, Garnefski, and Vlietstra (2008) examined the relationships
between infertility characteristics, cognitive coping strategies, and depressive
symptoms in definitive involuntarily childless people. Both cross-sectional and
prospective relationships were studied in a sample of 169 persons for whom an
involuntarily childless future was definitive. The Cognitive Emotion Regulation
Questionnaire (CERQ) and the Symptom Check List (SCL-90) were filled out at
home. Almost no infertility characteristics were related to depressive symptoms.
The cognitive coping strategies self-blame, rumination, catastrophizing and positive
reappraisal appeared to be related to depressive symptoms. In addition,
catastrophizing was related to depressive symptoms two years later. These findings
suggest that intervention programs for people with definitive involuntary
childlessness should pay attention to cognitive coping strategies.

Parveen B. and et al (2008) Psychosocial Adjustment of Educated and
Uneducated Infertile Females of Pakistan which was designed to investigate the
differences in psychosocial adjustment of educated and uneducated infertile
females. Using a Cross Sectional study
Subjects and Methods: The data was collected from infertility Advisory Center,
Sheikh Zayed Hospital, Fatima Memorial Hospital and Jinnah Hospital Lahore,
from March 2005 to July 2005. The total sample consisted of 50 diagnosed infertile
females, age range 25-45 years, prerequisite condition was that they had a minimum
duration of marriage of three years without children and were under the treatment.
In study, 40 translated items were used to assess the psychosocial adjustments,
which were derived from Bell Adjustment Inventory (BAI). The data was analyzed
by the help of SPSS. Results: Results indicated that there is a significant difference
(t=3.39and p<0.05) between psychosocial adjustment of educated and uneducated
infertile females. The social class, employment and unemployment factors have
also significant impact on adjustment of infertile females.

The objective of the Kraaij, Garnefski, and Vlietstra (2008) study was to
examine the relationships between infertility characteristics, cognitive coping
strategies, and depressive symptoms in definitive involuntarily childless people.
Both cross-sectional and prospective relationships were studied in a sample of 169
persons for whom an involuntarily childless future was definitive. The Cognitive
Emotion Regulation Questionnaire (CERQ) and the Symptom Check List (SCL-
90) were filled out at home. Almost no infertility characteristics were related to
depressive symptoms. The cognitive coping strategies self-blame, rumination,
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catastrophizing and positive reappraisal appeared to be related to depressive
symptoms. In addition, catastrophizing was related to depressive symptoms two
years later. These findings suggest that intervention programs for people with
definitive involuntary childlessness should pay attention to cognitive coping
strategies.

Pottinger AM and et al., (2006), aimed to identify gender differences in
coping responses and the association between coping and psychological distress in
couples undergoing In Vitro Fertilization (IVF) treatment at the University of the
West Indies (UWI). Methods: All men and women (n = 52) who were offered
psychological counseling prior to beginning IVF treatment between October 2003
and May 2004 were invited to complete questionnaires on their coping responses,
self-reported distress and socio-demographic data. One female declined. Results: Of
the 51 participants, 52% had completed secondary education, 44% tertiary
education, and 37% were 38 years or older; 42% of the couples were trying for
more than seven years to have a child. Gender differences in coping included more
women than men keeping others from knowing their pain (p < 0.01) and more
women ruminating about what they did wrong to cause the infertility (p < 0.01).
These strategies were also associated with reports of heightened distress (p < 0.05).
Talking to others to obtain information was associated with less negative feelings.
The study found that while men and women both frequently use a combination of
strategies to cope, namely, avoidance coping and active-problem solving, and to a
lesser extent, emotion-focused coping, there are gender differences in their choice
and frequency of use. Coping strategies are not homogenous or gender-specific.
Conclusion: Women coping with infertility may be at risk for self-depreciation and
isolation because of their choice of coping strategies and the meaning they ascribe
to the infertility. As a result, they are likely to experience more heightened distress
than men who are also infertile. Counseling that is specific to gender-needs is
indicated.

Verhaak and et al. (2005) conduct A longitudinal study into the course of
the emotional response to IVF from pre-treatment to 6 months post-treatment and
factors that contributed to that course. METHODS: A total of 148 IVF patients and
71 partners completed self-report questionnaires on anxiety, depression,
personality characteristics, meaning of fertility problems, coping, marital
relationship and social support at pre-treatment. Assessments of anxiety and
depression were repeated immediately following the final treatment cycle and
again 6 months later (follow-up). RESULTS: Women showed an increase of both
anxiety and depression after unsuccessful treatment and a decrease after successful
treatment. Men showed no change in anxiety and depression either after successful
or after unsuccessful treatment. In the 6 months after unsuccessful treatment,
women showed no recovery. At follow-up, >20% of the women showed
subclinical forms of anxiety and/or depression. Personality characteristics,
meaning of the fertility problems, and social support determined the course of the

31

www.manaraa.com



emotional response CONCLUSIONS: Most women adjusted well to unsuccessful
treatment, but at follow-up, a considerable proportion still showed substantial
emotional problems. Personality characteristics, pre-treatment meaning of the
fertility problems and social support have demonstrated the adjustment to
unsuccessful IVF in women. This allows early identification of women at risk as
well as tailored interventions.

Schmidt L, Christensen U, Holstein BE. (2005) conduct a study to analyze
the cross-sectional association between coping responses with infertility and
occupational social class. Infertility is evenly distributed across social classes in
Denmark, and there is free access to high-quality assisted reproduction technology.
METHODS: Data were based on a questionnaire in a consecutive sample of 1169
women and 1081 Danish men who were about to begin assisted reproduction
treatment. The coping measure was developed from an adaptation of Lazarus and
Folkman's Ways of Coping Questionnaire and based on results from interviews
with infertile people. The measure was developed in four categories: active-
avoidance coping; active-confronting coping; passive-avoidance coping; meaning-
based coping. These subscales were later confirmed by factor analysis.
Occupational social class was measured in a standardized way. RESULTS:
Contrary to expectations, the logistic regression analyses showed that women from
lower social classes V + VI and men from social classes I11 + IV used significantly
more active-confronting coping. Women from lower social classes V + VI used
significantly more meaning-based coping. Both men and women from social
classes Ill - VI used significantly more passive-avoidance coping and significantly
less active-avoidance coping. CONCLUSION: Due to the significant social
differences in coping with infertility, the study suggested that elements of coping
may be learned from one's social network and reference group.

Mindes et al. (2003) study examined the association of unsupportive social
interactions and psychological adjustment among 123 women with fertility
problems, and tested whether threat appraisals and avoidance coping mediate this
association. Cross-sectional analyses suggested that infertility-specific unsupportive
responses received from other people were associated positively with adjustment
problems. Avoidance coping and threat appraisals mediated this association
between unsupportive social interactions and adjustment. Longitudinal analyses
with 67 of these women revealed that after controlling for Time 1 adjustment, Time
1 unsupportive social interactions were associated positively with depressive
symptoms and overall psychological distress only for women who remained
infertile at Time 2, compared with women who were pregnant or had given birth.
Associations between Time 1 unsupportive social interactions and self-esteem at
Time 2 were similar for both groups of women.

Berghuis JP, Stanton AL. (2002) study designed to examine how intimate
partners' coping processes with regard to infertility predicted depressive symptoms
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across the course of a treatment cycle, 43 couples completed assessments in the
week prior to and the week after receiving a negative pregnancy result from an
alternate insemination attempt by the partner. Depressive symptoms in both partners
increased significantly after the pregnancy result receipt. As hypothesized, avoidant
coping predicted increased distress over time. and approach-oriented coping(e.qg.,
problem-focused coping, emotional processing, and expression) predicted decreased
distress. Coping strategies engaged in by both individuals and partners predicted
depressive symptoms, and for women, interactions also emerged between their own
and their partners' coping.

Kowalcek et al (2001) investigate Coping with male infertility. Gender
differences where they assigned the target group Depending on the diagnose to
four groups: Group 1: female infertility (infertile women of fertile men), Group 2:
infertility of the men, Group 3: infertility of both partners, Group 4: idiopathic
sterility). One hundred and ten infertile couples were investigated with the
Freiburg questionnaire of Coping with Iliness. Compared to their partners, the
women of infertile couples report a higher feature rating in the scales "depressional
coping™ and "self-distraction and self-stabilisation”. Women of infertile couples
show lower feature ratings compared to the standardized collective of patients with
chronic somatic disease only on the scale "religiousness and search for meaning".
Involuntarily childless men activate all coping strategies to a smaller extent than
the reference sample. The experience of infertility is greatly affected by gender and
the associated role expectations.

Kowalcek et al. (2000) analyzed whether coping strategies vary depending on
gender and sterility diagnosis. A 110 couples investigated using the "Freiburg
Questionnaire of Coping with Iliness”. The questionnaire consists of 5 analytic scales,
covering one coping-strategy each: F1: depressive coping; F2: problem-faced coping;
F3: diversion and building-oneself-up; F4: religion and sense-seeking; F5: trivialization
and wishful thinking. RESULTS: Women with unfulfilled child-wish score lower than
the group of chronically sick only on the scale "religion and sense-seeking", whereas
involuntarily childless men activate all coping strategies to a lesser extent than the
standardized collective. Compared to their partners, women score higher on the scales
"depressive coping” and "diversion and building-oneself-up”. CONCLUSIONS: Gender
and sex-role expectations related to it influence the experience of infertility.
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I11- Stress and infertility

Martins et al. (2011) examined relationships between social support
contexts and infertility stress domains, and tested if they were mediated by
infertility-related coping strategies in a sample of infertile women. METHODS The
Multidimensional Scale of Perceived Social Support, the Copenhagen Multi-centre
Psychosocial Infertility coping scales and the Fertility Problem Inventory were
completed by 252 women seeking treatment. Structural equation modeling analysis
was used to test the hypothesized multiple mediation model. RESULTS The final
model revealed negative effects from perceived partner support to relationship
concern (B = -0.47), sexual concern ( = -0.20) and rejection of childfree lifestyle
through meaning-based coping ( = -0.04). Perceived friend support had a negative
effect on social concern through active-confronting coping (f = -0.04). Finally,
besides a direct negative association with social concern (B = -0.30), perceived
family support was indirectly and negatively related with all infertility stress
domains (B from -0.04 to -0.13) through a positive effect of active-avoidance
coping. The model explained between 12 and 66% of the variance of outcomes.
CONCLUSIONS Despite being limited by a convenience sampling and cross-
sectional design, results highlight the importance of social support contexts in
helping women deal with infertility treatment. Health professionals should explore
the quality of social networks and encourage seeking positive support from family
and partners. Findings suggest it might prove useful for counselors to use coping
skills training interventions, by retraining active-avoidance coping into meaning-
based and active confronting strategies.

Another study performed by Ehsanpour et al. (2009) which is a descriptive
correlative study on 75 couples (150 subjects) who referred to clinics of Isfahan for
professional treatment of infertility. The sampling method was simple and the
subjects were selected based on entry criteria. Data were collected by a
questionnaire completed by interview and included personal and social
characteristics, infertility treatment stress and social support.

And the results showed that the mean score of infertility treatment related stress was
58.68 and 86.7% of couples experienced average to severe stress in professional
treatments for infertility. The highest and lowest score of social support were 23.28
and 84.45 for spouse support and 2nd and 3rd level relatives, respectively. There
was an inverse correlation between social support and infertility treatment related
stress (p = 0.0001). Also, there was a significant relation between age, sex, and
career with infertility treatment stress.

CONCLUSION: Considering the findings of the study, it seems necessary to
provide educational courses for couples on different techniques of reducing stress,
counseling and information and emotional support by health personnel as well as
general education of families on how to provide support for couples.

Abedinia N. et al.,(2009) study aimed to determine factors affecting
depression in infertile couples and effect of psychological intervention on
pregnancy rate of infertile couples.

Materials and Methods: In this study, 638 infertile patients referring to a university
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infertility clinic were evaluated. Among them, 140 couples with different levels of
depression in at least one of the spouses were found and the study was continued by
dividing them randomly into two groups, entering a randomized clinical trial.
Patients in the case group received 6-8 sessions of psychotherapy before infertility
treatment and were given daily Fluoxetin 20- 60 mg at the same period, and the
control group did not receive any intervention. Three questionnaires including Beck
Depression Inventory (BDI), Stress Scale (Holmes-Rahe) and a socio-demographic
questionnaire were applied for all patients. Pregnancy rate was compared between
two groups. Results: Depression was initially found in 48% of women and 23.8% of
men. The meantSD Beck scores fell from 18.7+£9.7 to 10.7£5.8 in the group
psychologically treated before receiving infertility treatment (P<0.001). Pregnancy
rate was 47.1% in case group and 7.1% in control group. Pregnancy rate showed a
significant relation with duration and cause of infertility and the level of stress in
both groups (P< 0.001). Pregnancy rate was shown to be higher in couples with a
second level of education in men (P< 0.001).

Sreshthaputra O., Sreshthaputra R. And Vutyavanich (2008) study
infertility-related stress among men and women and to examine its relationship with
the level of perceived social support. Method: The Fertility Problem Inventory
(FPI) and the Personal Resource Questionnaire (PRQ) were translated into Thai and
used to assess the level of infertility related stress and perceived social support,
respectively, in 238 infertile subjects. Results: Two hundred thirty eight infertile
subjects (111 infertile couples, 3 infertile males and 13 infertile females) completed the
questionnaires. The mean age of the males was significantly higer than that of the
females (34.1 + 5.8 and 31.8 + 5.1 years, respectively; p = 0.002). Most of them had
primary infertility. There was no significant difference in the average duration of
infertility and treatment in the male and female subjects (50.3 + 38.7 versus 49.2 + 37.8
months; and 23.7 + 23.6 versus 23.4 + 22.9 months, respectively). The stress levels of
both male and female subjects were moderate in the subscale scores of social concern
and rejection of childless lifestyle, but high in sexual concern, relationship concern, and
the need for parenthood. Their global stress was high, with no significant difference
among males and females. There was a positive correlation between the global stress
scores of infertile females and their partners (r = 0.562, p = 0.000).There was no
significant difference in the mean PRQ scores between the male and female subjects
(134.0 + 16.7 and 137.8 + 14.0, respectively). There was a significant negative
correlation between the global stress scores and the scores of perceived social support in
infertile women (p < 0.001), but not in men

Ehsanpour S. and et al. (2007) study investigates the relationship between
social support and stress of infertility treatment. It is a descriptive correlative study
on 75 couples (150 subjects) who referred to clinics of Isfahan for professional
treatment of infertility. The sampling method was simple and the subjects were
selected based on entry criteria. Data were collected by a questionnaire completed
by interview and included personal and social characteristics, infertility treatment
stress and social support. The results showed that the mean score of infertility
treatment related stress was 58.68 and 86.7% of couples experienced average to
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severe stress in professional treatments for infertility. The highest and lowest score
of social support were 23.28 and 84.45 for spouse support and 2nd and 3rd level
relatives, respectively. There was an inverse correlation between social support and
infertility treatment related stress (p = 0.0001). Also, there was a significant relation
between age, sex, and career with infertility treatment stress.

Mcnaughton-Cassill et al. (2002) conduct a research about Efficacy of
Brief Couples Support Groups Developed to Manage the Stress of In Vitro
Fertilization Treatment
Where couples in IVF treatment were given the option of participating in a
biweekly support group at the IVF clinic at Wilford Hall Medical Center, San
Antonio, Tex. At least 1 member of 26 couples participated in the brief couples
support groups, and at least 1 member of 19 other couples completed the
questionnaires but did not attend the support group sessions and so comprised the
control group. Facilitators used cognitive behavioral techniques to help participants
process their feelings and cognitions about their infertility. Emotional and cognitive
factors were assessed both before and after group attendance by using the Beck
Depression Inventory; the Beck Anxiety Inventory; the Life Orientation Test, which
assesses optimism and pessimism; the Survey of Personal Views, which measures
irrational beliefs; and the Social Provisions Scale, which measures social support.
Results: Women who attended group sessions were significantly less anxious after
the IVF treatment than they were before the cycle (P<.001). Men who attended the
group sessions were more optimistic than nongroup men or the women at the
completion of the IVF cycle (P<.001) but endorsed greater numbers of irrational
beliefs (P<.001). Conclusions: Despite the fact that the service was relatively
inexpensive compared with IVF in the civilian community, the complexity of IVF
treatment and the logistic and psychological stress experienced by couples made it
hard to form and maintain such groups. Nevertheless, both men and women derived
psychological benefit from the group: women reported less anxiety and men greater
optimism on completion of the group sessions.

Summary

The researcher can summarize from these studies that this study general
objective is congruent with the study of Lechner, Bolman, Dalen (2006), Joshi et al.
(2009), Farzadi L, and his et. AI(2007), Lykeridou and et al. (2011), where
Pottinger et al. (2006), Kowalcek et al (2001).

Pottinger and et al., (2006) investigated the Gender Differences in Coping among
infertile couples, while Schmidt L, Christensen U, Holstein BE. (2005) investigated
The social epidemiology of coping with infertility, and Kraaij, Garnefski, and
Vlietstra (2008) and Kraaij et al. (2010) studied the Cognitive coping and
depressive symptoms in definitive infertility and Donkor, Sandall (2009),
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Kowalcek et al. (2000), Parveen B. and et al (2008), Peterson and et al (2011) studied
only the Coping strategies of women seeking infertility treatment, but the later
added mrital benefits for both couples while others added depressive symptoms to
coping strategy as done in studies of Berghuis JP, Stanton AL. (2002), Kraaij,
Garnefski, and Vlietstra (2008)

And according to the size of the sample we can categorize the studies into
two groups large and small samples, and the studies with large sample 300 and
over Lykeridou and et al. (2011), Schmidt L, Christensen U, Holstein BE. (2005),
Donkor, Sandall (2009), Abedinia N. et al.,(2009) and the rest of the studies are less
than 300 subjects and our study rested between the sample size samples with 129
subjects.

And according to methodology of the studies the first type is Cross sectional
as in Lechner, Bolman, Dalen (2006), Pottinger et al. (2006), Broeck and et
al.(2010), Farzadi L, and his et. al.2007), Fido A, Zahid MA. (2004), Lykeridou
and et al. (2011), Schmidt L, Christensen U, Holstein BE. (2005), Lee and et al.
(2010), Pottinger AM and et al., (2006), Parveen B. and et al (2008), Mindes et al.
(2003), Chachamovich et al. (2010); And the Second type is Longitudinal
prospective as in Verhaak and et al. (2005), Kraaij, Garnefski, and Vlietstra
(2008), Kraaij et al. (2010), Peterson and et al (2011) as cohort study, Kraaij,
Garnefski, and Vlietstra (2008), Ehsanpour S. and et al. (2007); Third type is
Interview as in Donkor, Sandall (2009), Ehsanpour et al. (2009)

And to classify the above studies according to the type of the stress
questionnaire they used the follow questionnaire: Pottinger et al. (2006) used self-
reported distress (General Health Questionnaire (GHQ-28) and Sreshthaputra O.,
Sreshthaputra R. And Vutyavanich (2008), Martins et al. (2011) used, Lykeridou
and et al. (2011), Broeck and et al.(2010) used infertility-related stress (FPI),
furthermore, Fido A, Zahid MA. (2004) used Hospital Anxiety and Depression
Scale (HADS) and Mcnaughton-Cassill et al. (2002) used the Beck Anxiety
Inventory, but Abedinia N. et al., (2009) used Stress Scale (Holmes-Rahe).

And to classify the above studies according to the type of the coping
questionnaire they were as follow: Lechner, Bolman, Dalen (2006) used Utrecht
Coping List (UCL) and Joshi et al. (2009) used Coping Resources Index and
Pottinger et al. (2006) used Ways of Coping Checklist (19) while Lee and et al.
(2010), Farzadi L, and his et. al. (2007) used the 40-item Jalowiec scale
furthermore Peterson and et al (2011), Lykeridou and et al. (2011), Schmidt L,
Christensen U, Holstein BE. (2005) used Lazarus and Folkman's Ways of Coping
Questionnaire and Kowalcek et al (2001)used Freiburg questionnaire of Coping
with Illness and Kraaij, Garnefski, and Vlietstra (2008) used The Cognitive
Emotion Regulation Questionnaire (CERQ) and Parveen B. and et al (2008) used
Bell Adjustment Inventory (BAI) and Shahid, Huma. (2010) used , Brief COPE
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(Carver, 1997) But Martins et al. (2011) used Copenhagen Multi-centre
Psychosocial Infertility coping scales

to classify the above studies according to Study settings: Peterson and et al
(2011) Was done in Danish public and private hospitals (n = 5) specializing in
treating fertility, whike Donkor, Sandall (2009) conducted his study in three
languages at three health sites--a hospital, a health center and a private clinic.

To classify the above studies according to Main results: passive coping style
and dissatisfaction with social support were positively associated with health
complaints, depression, anxiety and complicated grief. The concept active coping
style was negatively associated with depression, anxiety and complicated grief.
Lechner, Bolman, Dalen (2006)

No significant differences were found when comparing responders to non-
responders concerning age, type of infertility, marital status, female and male
medical pathology and duration of infertility Broeck and et al.(2010)

The illiterate group attributed the causes of their infertility to supernatural causes
such as evil spirits, witchcraft and God's retribution, while the educated group
blamed nutritional, marital and psychosexual factors for their infertility Fido A,
Zahid MA. (2004)

A positive correlation between active-avoidance coping and both state and
trait anxiety (r = 0-278 and 0-233, respectively, p < 0-01) was observed. The
passive-avoidance coping scale was positively correlated with marital and personal
stress (r = 0-186 and 0-146, respectively, p < 0-01). All three kinds of stress
(marital, personal and social) were positively correlated with both active-avoidance
(r =0-302, 0-423 and 0-211, respectively, p < 0-01) and active-confronting scale (r
=0-150, 0-211 and 0-141, respectively, p < 0-01). Lykeridou and et al. (2011)

And from the above literature the researcher conclude the following:
I. Stress-coping

1. Positively: Lykeridou and et al. (2011) with avoidance coping, Pottinger
AM and et al., (2006) with avoidance coping,

2. Negatively: Berghuis JP, Stanton AL. (2002) with Active/problem-
focused coping, Martins et al. (2011) with meaning-based coping

I1. Coping style
1. Passive coping style

Positively: Lechner, Bolman, Dalen (2006) with health complaints,
depression, anxiety and complicated grief., Pottinger et al. (2006), Broeck
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and et al.(2010), Lykeridou and et al. (2011) with stress, Berghuis JP,
Stanton AL. (2002) with distress

2. Active coping style

Positively: Lykeridou and et al. (2011) with state, trait anxiety and All three
kinds of stress (marital, personal and social), Peterson et al (2011) with
marital benefit,

Negatively: Lechner, Bolman, Dalen (2006), Broeck and et al.(2010),
Martins et al. (2011) with relationship concern, sexual concern and rejection
of childfree lifestyle, Martins et al. (2011) with social concern

Conclusion

This chapter provided a comprehensive overview of the existing literature on

all the key constructs that are applicable to the present research (from the researcher
knowledge and ability). The large prevalence and significance of infertility as a
potential life stressor were emphasized. Furthermore, numerous studies reported
coping strategy of couples experiencing high levels of infertility-related stress.
This overview of literature, which often suggests the potentially devastating impact
of infertility-related stress on the marital well-being of couples, emphasizes the
great importance of a better understanding of infertility, infertility-related stress and
its mediating factors such as coping strategy when trying to improve the
psychological management of infertility and, ultimately the lives of couples and
individuals experiencing infertility.

Chapter four covers the research methodology that was employed in the present study.
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Chapter 4
Methodology

Introduction

As discussed in Chapter Three, the experience of infertility and the
accompanying infertility related stress have been proposed to relate the coping strategy
of infertile couples.
The present study primarily examined the nature of the relationship between the level of
infertility-related stress, as experienced by infertile couples at the onset of different
types of infertility treatment, and seven specific aspects of the Way coping strategy.

This chapter will cover the research methodology employed in the study and
will explain the steps that have been conducted in the field which include: an
overview of the research design; study population; the identification of participants and
the demographic characteristics of the sample; an elaboration of the measuring
instruments; pilot study; response rate; eligibility criteria; a description of the
procedures for data collection; ethical considerations; ethical consideration; and
limitation of the study; and, finally, the methods of data analysis.

Research design

The design of this study is a quantitative, cross sectional descriptive study for
the Gazian couples undergoing infertility treatment between the first of October to
the first of December .
Cross sectional study is study in which a statistically significant sample of a
population is used to estimate the relationship between an outcome of interest and
population variables as they exist at one particular time. Since both the outcome and
the variables are measured at the one time. (medical-dictionary, 2011)

Research Approach
The non-experimental survey approach was used for this study.

Research population

All married couples who was undergoing treatment for infertility in the age
of reproductive period (15-49) for female and men who will visiting a
predetermined infertility centers in Gaza strip at the time of the study.

Participants

Research Sample

The study sample was comprised of married couples at reproductive age with a
diagnosis of primary or secondary infertility who were being treated for infertility. 166 were
recruited from private fertility and reproductive endocrinology Clinics in Gaza Strip. 129
Participants complete the questionnaire appropriately and analysis performed depending on
them.
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Sampling strategy

A purposive sampling strategy was used to obtain a sample of infertility patients,
Purposive sampling is a non-probability sampling strategy in which participants from a pre-
specified group are purposively sought out and sampled (Trochim, 2000). Thus, participants
have to meet the inclusion criteria for being in the sample. Potential participants were
approached at five infertility clinics in Gaza Strip, Palestine.

Sampling criteria:
Inclusion criteria:
Infertile male and female who:
1. Who were willing to participate in this study.
3. Including of both primary and secondary infertility.
4. Those who are not adopted family planning methods.
Exclusion criteria:
Infertile male and female who:
1. Who were not willing to participate in this study.
2. Who were not mentally fit.
3. Who are not present at the time of data collection.
Sampling process
The researcher choose all the Clients reaching to the five Centers from 1/10/2011
to 15/1/2012 and applied the questionnaires with the Clients after the researcher have
get the consent forms from them and notify them about their right to withdraw whenever
they request.

Sample statistics:
Demographic profile of participants

Response analysis revealed that, of the 166 potential participants who were
approached for participation in this study, 129 agreed to participate (77.7% response rate).
The reason that the female more than male sample due to when approaching the infertility
clinic the majority of the client presented is female and so the female represent 80.6 % of
the total sample.

Distribution of the study population according to gender

Males were (25) respondents representing (19.4 %) of the total number of the study
population; females where (104) respondents representing (80.6 %) of the total number of
the study population and this result is congruent with Lechner, Bolman, Dalen (2006) where
75% of the sample was females. (Figure 1)

Figurel: distribution of the sample according to gender
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Distribution of the study population according to living area:

The study analysis shows that 13 subject of the study population representing
10.1 % live in north Gaza; 59 cases representing 45.7 % live in Gaza City; 7 clients
representing 5.4 % live in Mid-Zone; 29 clients representing 22.5% live in Khanyonis;
and 21 clients representing 16.3 % live in Rafah.

Distribution of the study population according to age group:
The mean age of the study sample is 29 years with standard deviation +7, and

Age was divided into three age-groups (less than 25, 25 to 30, more than 30), from the
total sample 30.2 % were less than 25 years old (39 cases), and 32.5 % were between
25-30 years old, and 37.2 % more than 30 years old, so 87 % of our sample was less
than 30 years old and most of them highly educated. So they start seeking help early but
according to Pottinger AM and et al., (2006) 37% were 38 years or older and this may
attributed to the cultural background in the time of starting procreation and thus the journey
of infertility if presented. (Graph 2)

Graph2: distribution of infertile couples according to age group
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Distribution of the study population according to level of education:

The result showed that 5 subjects representing 3.9% of the total sample where
elementary level; 6 clients representing 4.7 % finished primary level; 26 clients
representing 20.2 % finished secondary level; 82 client representing 63.6 % finished
university level; 6 clients representing 4.7 % higher education(Master or PhD). So most
of our sample highly educated (68.3%) comparing with Pottinger AM and et al., (2006)
sample which was 52% had completed secondary education, 44% tertiary education.

Distribution of the study population according to the employment status:

The result showed that 44 subject representing 34.1 % of the total respondents
were unemployed ; while 82 subject representing 63.6 % of the total respondents were
employed; and 3 client did not respond to this question representing 2.3 %.
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Distribution of the study population according to the Type of family:

The follow figure shows that 55 subjects live in a nuclear family representing
42.6 %; while 58 subjects live in an extended family representing 51.3 %; 16 subjects
did not respond to this question representing 12.4 %. ( Figure 3)

Figure3: distribution of the sample according to gender
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Distribution of the study population according to the Cause of infertility:

The result showed that 28 husband representing 21.7 % of the total respondents
were the cause of infertility; while 26 were the wife representing 20.2 % of the total
respondents; 10 subjects report that the cause was related to both of couples
representing 7.8 % of the total respondents; 63 subjects respond that the cause in
unknown representing 48.8 % of the total respondents; and 2 client did not respond to
this question representing 1.6 %.

Grapha3: distribution of infertile couples according to the Cause of infertility
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Distribution of the study population according to the Type of infertility:
The result showed that 100 subjects have Primary type of infertility representing

(77.5 %) of the total respondents; while 29 subject respond that they have at least one
child and then become secondary infertile representing (22.5 %) of the total respondents
(Figure 4)

Figure 4: distribution of the sample according to Type of infertility

77.5%
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The study settings
1. Al-Basma Inertility Center (Gaza city, Khanyonis).
2. Qurrat A'ain infertility Center (Gaza city, Rafah).
3. Al-Tagwa infertility clinic(Gaza city, Mid-Zone).
4. Al-Helo Infertility Center.
5. Islamic university Clinic.

Pilot study

Before starting the actual data processing, Pilot study was done prior to the
beginning of data collection to check applicability, identify problems in the research
questionnaires and test data collection for validity and reliability.
And the researcher deleted the ambiguous weak items (4.11.12.16.21.23.30.33.46) in
the fertility problem inventory. and then complete the statistics.

Research tools:
The follow instrument was adapted to our community as follow:

1. Demographic Questionnaire:

Sex, Age, governorate, year of marriage, type of family, educational level,
work, income, type of infertility, duration of infertility, time since diagnosis,
number of treating doctors, and history of prior mental health service utilization,
number of mental health service utilization, cause of infertility (if known), current
cost, and total cost was assessed.

2. Fertility problem inventory (FPI):
The FPI (attachment 3), a 46 item questionnaire developed by Christopher
Newton of the London Health Sciences Center in Ontario, Canada, was used to
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measure the level of a couple’s infertility stress. Since much of the psychological
research on infertility has been limited by a lack of infertility specific measures, the
FPI was developed to provide a reliable and valid instrument to address this critical
need (Newton, 1999). A preliminary questionnaire was developed after conducting
an extensive review of the infertility literature, which examined the attitudes and
beliefs of infertile patients. From this search, infertility related themes were
identified resulting in seven relevant domains or themes including social concern,
sexual concern, relationship concern, role loss, role failure, need for parenthood,
and rejection of childfree lifestyle. Respondents were asked to indicate their
agreement with each question using a six-point Likert scale ranging from “strongly
disagree” to “strongly agree” (Newton, 1999). The result was an 84-item
questionnaire which addressed each of the seven sub-scales. The FPI was finalized
after an extensive test-development period. During development, the FPI employed
a “sequential strategy of scale construction”. Items which 95% of males or females
reported as a 1, 2, 5, or 6 were considered to “discriminate inadequately among
respondents and were discarded”. Convergent and discriminant validity were
enhanced by eliminating items that correlated more highly with any scale other than
the scale for which they were intended. Items that generated socially desirable
responses were also eliminated. The final questionnaire consisted of five scales:
social concern, sexual concern, relationship concern, need for parenthood, and
rejection of childfree lifestyle. Newton et al., (1999) noted that because “role loss
and role failure showed unacceptably high correlations both with social concern
(.81 and .72 respectively) and with each other (.77)” both scales were discarded.
Each of the five scales consisted of relatively homogenous items as indicated
by the moderate to high reliability (internal consistency) of each scale (social
concern = .87, sexual concern = .77, relationship concern = .82, rejection of
childfree lifestyle = .80, need for parenthood = .84, and global stress = .93). Test-
retest correlations performed after a 30 day interval also showed moderate to high
reliability (global stress was .83 for women and .84 for men).
Mean FPI norms were calculated using the sample. For females, mean FPI scores of
0-97 indicate low infertility stress, scores of 98-132 indicate average infertility
stress, 133-167 indicate moderately high infertility stress, and scores of 168 or
greater indicated extremely high amounts of infertility stress. For males, mean FPI
scores of 0-87 indicate low infertility stress, scores of 88-113 indicate average
infertility stress, 114-146 show moderately high infertility stress, and scores of 147
or greater indicated extremely high amounts of infertility stress.

Validity and reliability of the Fertility problem inventory:

Reliability: means that the observer repeating the test, or someone else using the same
method should be able to obtain the same findings. Internal consistency, that is the extent to
which the responses on different questions correlate with each other.(WHO, 2004) The
researcher use the Cronbach’s alphas for each item with its dimension and it was
(0.801) which indicate a strong reliability
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Validity: means that the measurement should actually represent what it is intended to
measure. .(WHO, 2004). The following table showed the validity of the questionnaire

Item-Total Statistics

Corrected Item- Corrected Item- Corrected Item-
item Total Item Total item Total
Correlation Correlation Correlation

fi .186 f22 .398 f40 .309
f2 .382 f24 .256 f41 .202
f3 449 f25 126 f42 .376
5 .346 f26 .220 f43 .549
f6 .229 f27 .357 fa4 214
f7 .259 f28 .246 f45 .304
8 .357 f29 .388 f36 111
f9 .261 f31 351 f37 430
f10 .369 32 401 38 .343
f13 .236 34 .190 39 .270
f14 430 .188 f40 .309
f15 .159 f41 .202
f16 .169 f36 11 f42 376
fi7 .282 f37 430 f43 .549
f19 .501 38 .343 f44 214
f20 .253 39 .270 f45 .304
36 111

The researcher deleted the inconvenient weak items (4.11.12.16.21.23.30.33.46).

3. Ways coping scale:

The Ways coping scale is a 44-item scale which was used to assess the coping strategies
of infertile men and women in this study (Folkman, Lazarus, Dunkel-Schetter, DeLongis, &
Gruen, 1986). The Ways of coping strategy used in this study composed of seven subscales

1. Wish and avoidance thinking with the follow items (3, 11, 19, 21, 34, 39, 42).
Problem solving including (7, 12, 15, 23, 43, 44).

Reinterpretation including the following(5, 8, 9, 16, 20, 31, 32, 38, 40).
Affiliation including (1, 17, 24, 30, 33).

Accountability including the follow items (2, 10, 18, 26, 41).
Self-control including (6, 13, 14, 22, 28, 35, 37).

Trouble and escape including (4, 25, 27, 29, 36).

Noukwn

Folkman et al (1986) studied the Ways of coping among community sample and show
their alpha independently as follow: confrontive coping (.70); distancing (.61), self-
controlling (.70); seeking social support (.76); accepting responsibility (.66); escape &
avoidance (.72); planful problem solving (.68); and positive reappraisal (.79), (EI-Hasanny,
2011).
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Validity and reliability of the Ways coping scale:

1. The alpha reliability estimate for the current study was 0.759

Reliability Statistics

. Cronbach's Alpha Based
Cronbach's Alpha on Standardized ltems N of Items
759 .861 8

2. And the validity between the subscale and the total scale is listed in the follow

table:

Corrected ltem-
Total Correlation

Cronbach's Alpha
if Item Deleted

Wish and avoidance
Problem solving
Reinterpretation
Affiliation
Accountability

Self control

Escape and trouble

472
735
126
137
620
.668
270

734
124
704
730
743
726
762

Data collection

Data were collected by the researcher and two assistant who was trained and
prepared well to collect the data and fill the questionnaire from 1/10/2011 to
15/1/2012 from 5 different infertility Centers

Data entry and statistical analysis
Statistical package for social science (SPSS) version 19 was used for

analysis.

The analysis of data was conducted as

Coding the questions

Coding variables
Data cleaning

NogakrwdnpE

Appropriate entry model

Review of the field questionnaire

Frequency and cross tabulation of the result
Advanced statistical analysis

Statistical relationship between variables and
appropriately with confidence interval of 95%.
T-test and analysis of variance (ANOVA) was used to compare mean.
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Ethical consideration:

1. An official letter of approval to conduct the study was obtained from the
high studies deanery, Islamic University.

2. An official letter of request was obtained from the centers owner.

3. Consent form were obtained from all participant to ensure their voluntary
participation.

4. Full explanation about the purpose of study to all participants.

5. Maintain confidentiality all the time during the study.

Researcher difficulties
e Lack of scientific resources like books and journals
e Lack of resources including budget and facilities especially during Gaza
strip siege
e recurrent cut of electricity.
e The sensitivity of the studied subjects toward their condition and busyness
and short time they have in the waiting time for the doctor visit.
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Chapter (5)

Results and discussion

Introduction
This chapter will present all the research results. The statistical analysis of the

data obtained from the self-report questionnaires revealed how infertility-related stress
and seven coping strategy variables. Depending on One sample K-S test, Pearson
correlation coefficients, t test, one way ANOVA and frequency statistics results will be
presented.

I. Normality test:
The follow table shows the test of normality using one sample K-S test:

Table A: One-Sample Kolmogorov-Smirnov Test

Total
N Total FPI Lazarus

94 113
Normal Parameterst® Mean 170.7234 118.4336
Std. Deviation 27.18412 11.79730

Kolmogorov-Smirnov Z 1.075 675

Asymp. Sig. (2-tailed) .198 752

(Table A) showed the following:
The P value is more than (0.05) for fertility problem inventory and Lazarus
questionnaire and therefore we conclude that the data follow normal distribution and

parametric tests can be used.

Il. Hypothesis test:
5.1. First hypothesis: There is an increase of the couple level of stress among

Gazian infertile couple.

To verify the validity of the first hypothesis, the researcher calculated the total
score of the respondents related to global stress and according to the FPI Norms the
(Table 5.1.1) shows the results related to this hypothesis.

Table5.1.1 percentage of level of fertility-related stress

Level of infertility-related stress Frequency Valid Percent
Valid Average stress 4 3.1
Moderately high stress 5 3.9
Very high stress 120 93.0
Total 129 100.0
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(Table 5.1.1) showed the following:

- The previous table showed that there is a significant increase in the level of
infertility-related stress and most of the sample (93.0 %) experience very high
stress, furthermore, all male participants suffer from very high stress, while,
91.3% of female participants suffers from very high which indeed requested
every urgent intervention from the health personnel.

- We can accept the alternative hypothesis and reject the null-hypothesis

- And this is attributed to the social stigma in Gaza strip, where the aim of family
formation is to reproduce and when this task did not fulfilled the stress from all
the relatives by different means exerted upon the spouse to find the cure for such
I think not a medical but a social problem.

- And this result agreed with the findings of Lechner, Bolman, Dalen(2006)
which clarified that infertile Women especially experienced more health
complaints, more anxiety and depression symptoms and more complicated
grief than the general population, and with Joshi et al. (2009) where he
conclude that infertile women undergo more psychological distress as
compared to their normal counterparts and Ehsanpour S. and et al. (2007) where
he conclude that the mean score of infertility treatment related stress was 58.68
and 86.7% of couples experienced average to severe stress in professional
treatments for infertility.

5.2. Second hypothesis: There is a significant relationship between the mean
of duration of infertility and the level of stress.

- To verify the validity of the second hypothesis, the researcher calculated the
correlation coefficient, "Pearson" between the duration of infertility and Fertility
Problem inventory dimensions.(Table5.2.1) shows the results related to this
hypothesis .

Table5.2.1 Correlation coefficient (r) between the duration of infertility and
Fertility Problem inventory dimensions:

Total social Relationship rejection of need for
Pearson sexual lifestvl .
Duration Correlation FPI concern concern ifestyle parenting
of .007 074 044 243" -.110 -.105
el iy P 930 | .406 619 006 216 237
N 128 128 128 128 128 128
**P<0.01 *P<0.05 / P>0.05

(Table 5.1.2) showed the following:
- There is a positive, and significant relationship between the mean of duration of

infertility and relationship concerns

- it hadn’t observed relationship with statistical significant between duration of
infertility and the following FPI dimensions (social concern, sexual concerns,
rejection of lifestyle and need for parenting).

- We can accept the alternative hypothesis and reject the null-hypothesis

- In our culture if the more the infertility year the more the men think in the
second wife and because 80% of our sample is female so, with the advancement
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of year they become more concerning about their relationship with their
husbands.

- And this result agreed with (Edelmann & Connolly, 1986 as cited in Marni,
2003) that the longer one has been diagnosed as infertile, the greater their
distress levels will be compared to fertile couples.

- And disagree with Marini, (2003) and Broeck and et al., (2010) where No
significant differences were found when comparing responders to non-

responders concerning duration of infertility

5.3. Third hypothesis: There is a significant relationship between the socio-
demographic characteristics and infertile couple level of stress & coping
strategy.

5.3.1: Sex
To verify the validity of the Third hypothesis , the researcher used T- test (Independent
-Sample T-Test) as describes in the following tables:

Table 5.3.1: T- test results of comparing between male and female proportion to
the Fertility Problem inventory dimensions .

sex N Mean Std. Deviation t df P
male 25 134.9200 17.01205 273 127 .786
Total fpi
female 104 133.2981 28.49659 .368 60.845 714
male 25 28.8000 11.81454 1.661 127 .099
Social concern
female 104 25.4519 8.27076 1.340 29.891 .190
male 25 20.2000 5.76628 -.900- 127 .370
Sexual concern
female 104 21.6827 7.72245 -1.075- 47.116 .288
male 25 16.9600 4.17812 871 127 .385
Relationship
female 104 16.0288 4,93345 .964 41.692 .340
Rejection of male 25 35.6800 7.80342 1.354 127 .178
lifestyle female 104 33.2500 8.11178 1.387 37.498 174
male 25 33.2800 7.82901 -1.562- 127 121
Need for parenting
female 104 36.8846 10.86931 -1.903- 48.944 .063

Table 5.3.1) showed the following:

It hadn’t observed any substantial differences with statistical significant between
male and female related to the following FPI dimensions (social concern, sexual
concerns, relationship, rejection of lifestyle and need for parenting).but through the
means we can see that male has Global stress more than female and this may attributed
to the meaning of infertility utilized by male witch had been rationalized by Connolly
and Cook (1987 as cited in Peterson BD, et al. (2003), p:21) found that husbands
reported lower levels of self-esteem because, “infertility and virility become intertwined
for the infertile; a man who is unable to father a natural child may feel that others doubt
his masculinity and even they may develop erectile dysfunction as shown by Seibel and
Taymor ((1982) as cited in Peterson BD, et al. (2003), p:21) whom estimated that up to
10% of infertility is directly related to, or has its origins in male impotence or other
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sexual dysfunction. In addition, impotence is a common side effect of male infertility,
further complicating the issue.

And according to our culture the male rarely present in the infertility clinics and
send significant others as a substitution for him, but when his presence is a must, which
may as a result of previous failure to conceive and the doctor ask his presence, a huge
stress will be developed not only due to the infertility but also due to he is required to
face the greatest fear which is feeling “less of a man” felt when inter the clinic, when
interviewed by health team, when faced by a known one, when a test requested, or a
result near to be completed. And according to our date the male demonstrate higher
stress when the cause of the infertility is due to male factor or unknown add
demonstrate low level of stress when the cause due female factor.

5.3.2: T- test results of comparing between the averages of male degrees and
average of female degrees proportion to Lazarus coping styles dimensions

sex N Mean t df P
male 25 19.4800 217 127 .829
Wish and avoidance
female 104 19.1827 151 27.374 .881
male 25 16.9200 -.225- 127 .822
Problem solving
female 104 17.1058 -.206- 33.257 .838
male 25 25.1600 -1.461- 127 147
Reinterpretation
female 104 26.9423 -1.421- 35.324 .164
male 25 14.1600 -.653- 127 .515
Affiliation
female 104 14.6346 -.687- 38.777 496
male 25 12.6000 -1.767- 127 .080
Accountability
female 104 13.6827 -1.751- 36.044 .088
male 25 19.2400 -.914- 127 .363
Self control
female 104 20.0673 -.702- 28.920 .488
male 25 12.2800 717 127 475
Escape and truble
female 104 11.7212 .559 29.192 .580

Table 5.3.2) showed the following:

It hadn’t observed any substantial differences with statistical significant between

male and female related to Lazarus coping styles dimensions.

- We cannot reject the null hypothesis which says that there is no significant
relationship between the sex and infertile couple level of stress & coping
strategy.

- This rejection of the alternative hypothesis is due to the sample size which was
small comparing with the literature samples.

- This results dis agree with Pottinger et al. (2006), Peterson et al (2011) and
Ehsanpour S. and et al. (2007)

5.3.2: Work

To verify the validity of the third hypothesis, the researcher used T- test
(Independent -Sample T-Test) for two independent sample to compare between the
average of unemployed degrees and the average of employed degrees proportion to
Fertility Problem inventory dimensions & coping styles as describes in the following
table 5.3.2.1:
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Table 5.3.2.1: T- test results of comparing between the averages of unemployed degrees
and average of employed degrees proportion to the Fertility Problem inventory

dimensions.

work N Mean Std. Deviation df t P

Total fpi unemployed 44 133.9091 18.07069 124 .315 | \.754
employed 82 134.5122 30.10691 122.3

Social concern unemployed 44 27.0000 10.21854 124 | -712- | \.478
employed 82 25.7195 8.57541 71.3

Sexual unemployed 44 20.4773 6.17380 124 | -.545- | \.587
employed 82 21.9634 7.98215 75.8

Relationship unemployed 44 17.0227 4.06625 124 .268 | \\.789
employed 82 15.9268 5.09364 108.4

Rejection of lifestyle unemployed 44 34.7045 6.89651 124 | -.024- | \.981
employed 82 33.4390 8.69667 106.0

Need for parenting unemployed 44 34.7045 7.69953 124 | 1.689 | \.094
employed 82 37.4634 11.43656 1175

(Table 5.3.2.1) showed the following:

It hadn’t observed any substantial differences with statistical significant between
employed and unemployed related to the following FPI dimensions (social concern,
sexual concerns, relationship, rejection of lifestyle and need for parenting).

Table 5.3.2.2: T- test results of comparing between the averages of unemployed degrees
and average of employed degrees proportion to the Lazarus coping styles dimensions.

work Mean Std. Deviation t P

Wish and avoidance unemployed | 18.5455 7.39407 -.933- .353
employed 19.6098 5.29560

JIProblem solving unemployed | 17.2500 4.01234 .361 719
employed 17.0000 3.52767

Reinterpretation unemployed | 26.0227 5.99414 -.898- 371
employed 26.9512 5.27023

Affiliation unemployed | 14.0682 3.23065 -1.229- 221
employed 14.8049 3.19505

Accountability unemployed 12.9773 2.81597 -1.612- .109
employed 13.8049 2.71001

Self control unemployed | 19.4318 5.12358 -1.000- 319
employed 20.1951 3.40457

Escape and truble unemployed | 11.4545 4.05460 -.835- 406
employed 12.0000 3.16228
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(Table 5.3.2.2) showed the following:
- It hadn’t observed any substantial differences with statistical significant between
employed degrees and the average of unemployed related to the following
Lazarus dimension (Wish And Avoidance, Affiliation, Self Control, problem

solving, Reinterpretation, Accountability and Escape And Trouble).

From the two above tables we cannot reject the null hypothesis and reject the
alternative hypothesis which says "There is a significant relationship between the work
characteristics and infertile couple level of stress & coping strategy”.

This result disagree with Ehsanpour S. and et al. (2007) results.

5.3.3: level of education:

To verify the validity of the third hypothesis the researcher used One Way
ANNOVA test to study the differences between level of education among the infertile
couples and fertility related stress. The following table (5.3.3) shows the results related
to this hypothesis.

Table 5.3.3.1.1: One Way ANNOVA test analysis between level of education and
fertility related stress

Sum of Squares df Mean Square F Sig.
Total fpi Between Groups 3473.101 4 868.275 1.206 312
Within Groups 85701.698 119 720.182
Total 89174.798 123
Social concern Between Groups 138.652 4 34.663 .397 811
Within Groups 10395.694 119 87.359
Total 10534.347 123
Sexual concern Between Groups 659.485 4 164.871 3.177 .016*
Within Groups 6176.289 119 51.902
Total 6835.774 123
Relationship concern | Between Groups 58.762 4 14.690 .640 .635
Within Groups 2732.916 119 22.966
Total 2791.677 123
Rejection of lifestyle | Between Groups 168.383 4 42.096 .625 .646
Within Groups 8017.576 119 67.375
Total 8185.960 123
Need for parenting Between Groups 553.034 4 138.259 1.296 276
Within Groups 12694.151 119 106.674
Total 13247.185 123
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(Table 5.3.3.1.1) showed the following:

There is a substantial statistical significant difference between levels of
education of infertile couples for sexual concerns. In addition, to find out dimensional
comparison the researcher used LSD.

There is no substantial statistical significant difference between levels of
education of infertile couples for (Social concern, Relationship concern, Rejection of
lifestyle, Need for parenting).

Table 5.3.3.1.2 Through the Post Hoc Tests the results of LSD test for dimensional
comparison in the Sexual Concern related to educational level:

Level of mean Level of education
FPI _ N
education Elementary | Primary | Secondary University High
Elementary P 0.353 0.092 0.861 0.801
5 19.6
MD 0 -4.0 -6.0 -0.58 1.1
(2]
Y, Primary P 0.556 0.255 0.217
c 6 23.6
> MD 0 -1.9 3.4 5.1
@)
O Secondary P 0.001 0.032
% 25 25.6
m MD 0 5.4* AR
2
»n University P 0.582
82 20.1
MD 0 1.6
High 6 18.5 0

(Table 5.3.3.2) showed the following:

Through the LSD test for dimensional comparisons of the homogeneity of variance,
it shows a statistically significant difference between level of education in the Sexual
Concern.

- The difference between the University group and Secondary group means (5.4)
is statistically significant (0.001). We can conclude that the Couples with
University level of education have significantly less sexual concerns than did the
couples with Secondary level of education.

- The difference between the High group and Secondary group means (7.1) is
statistically significant (0.032). We can conclude that the Couples with
Secondary level of education has significantly sexual concerns than did the
couples with High level of education.

- From the previous result the infertile couples with lower level of education
become more interested in sexual concerns and due to their low level they
unable to comprehend the goal from the sexual relation and how they react to
their infertility.

And these results disagree with Akter Banu (2008) which his result showed that the

stress of graduate respondents is significantly higher than that of secondary level and
illiterate respondents.
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Table 5.3.3.2.1: One Way ANNOVA test analysis between level of education and
fertility related stress

Sum of Squares df Mean Square F Sig.
Wish and avoidance Between Groups 168.817 4 42.204 1.116 .352
Within Groups 4499.022 119 37.807
Total 4667.839 123
Problem solving Between Groups 161.330 4 40.333 3.265 .014
Within Groups 1469.920 119 12.352
Total 1631.250 123
Reinterpretation Between Groups 400.249 4 100.062 3.606 .008
Within Groups 3302.485 119 27.752
Total 3702.734 123
Affiliation Between Groups 88.197 4 22.049 2.348 .058
Within Groups 1117.545 119 9.391
Total 1205.742 123
Accountability Between Groups 109.530 4 27.382 3.875 .005
Within Groups 840.954 119 7.067
Total 950.484 123
Self control Between Groups 76.414 4 19.104 1.200 314
Within Groups 1894.424 119 15.920
Total 1970.839 123
Escape and truble Between Groups 35.873 4 8.968 757 555
Within Groups 1409.571 119 11.845
Total 1445.444 123

(Table 5.3.3.2.1) showed the following:

There is a substantial statistical significant difference between levels of
education of infertile couples for problem solving, reinterpritation and accountability.
in addition, to find out dimensional comparison the researcher used Isd.

There is no substantial statistical significant difference between levels of
education of infertile couples for (Wish And Avoidance, Affiliation, Self Control,
Escape And Truble).

Through the LSD test for dimensional comparisons of the homogeneity of
variance, it shows a statistically significant difference between the Elementary, the
Primary, the Secondary, University, and High level of as follow:
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Table 5.3.3.2.2: Through the Post Hoc Tests the results of LSD test for dimensional
comparison in the PROBLEM SOLVING related to educational level:

Level of mean Level of education
N
education Elementary Primary | Secondary | University | High

Elementary P 0.023 0.066 0.22 0,606
T 5 19.4 0
A MD 4.9 3.2 1.99 1.1
O
0 | Primary P 0.289 0.053 0.004
— 6 145 0
E MD -1.7 -2.9 -6.00*

Secondary P 0.137 0.008
n 25 16.2 0
O MD 1.2 -4.3%
~
S University - 174 P 0.039*
= . 0

MD -

® 3.09

High 6 20.5 0

(Table 5.3.3.2.2) showed the following:

- The difference between the Primary group and Elementary group means (4.9) is
statistically significant (0.023). We can conclude that the Couples with primary
level of education use significantly less problem solving styles than did the
couples with elementary level of education.

- The difference between the High group and Primary group means (-6.0) is
statistically significant(0.004). We can conclude that the Couples with primary
level of education use significantly less problem solving styles than did the
couples with High level of education.

- The difference between the High group and Secondary group means (-4.3) is
statistically significant (0.008). We can conclude that the Couples with
Secondary level of education use significantly less problem solving styles than
did the couples with High level of education.

- The difference between the High group and University group means (-3.09) is
statistically significant (0.039). We can conclude that the Couples with
University level of education use significantly less problem solving styles than
did the couples with High level of education.

From the previous result we conclude that high level of education has the
highest usage of problem solving styles and this is congruent with the literature that
with the increase of years of education the couples become more oriented to the life
and how to deal with daily stressors and earns a lot of new method to solve the
encountering problem and daily stressors.

And our result is congruent with the result of Akter Banu (2008) which his result
showed that the stress of graduate respondents is significantly higher than that of
secondary level and illiterate respondents.
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Table 5.3.3.2.3: Through the Post Hoc Tests the results of LSD test for dimensional
comparison in the REINTERPRITATION related to educational level:

Level of mean Level of education
FPI _ N
education Elementary Primary | Secondary | University High
0 Elementary P 0.067 0.699 0,65 0.22
M 5 19.4
— MD 0 5.9 1.00 -1.07 -3.9
5 P
Primar 0.043 0.002 0.002
m y 6 14.5
0 MD 0 -4.9* -6.9* -9.8*
3 Secondar P 0.087 0.042
A Y 25 16.2 ' '
— MD 0 -2.07 -4.9*
l>| Universit P 0.202
niversi .
— Y 82 17.4
@) MD 0 2.8
P
High 6 20.5 0

(Table 5.3.3.2.3) showed the following:

- The difference between the Secondary group and Primary group means (- 4.9) is
statistically significant (0.043). We can conclude that the Couples with primary
level of education use significantly less Reinterpretation styles than did the
couples with Secondary level of education.

- The difference between the University group and Primary group means (- 6.9) is
statistically significant (0.002). We can conclude that the Couples with primary
level of education use significantly less Reinterpretation styles than did the
couples with University level of education.

- The difference between the High group and Primary group means (-9.8) is
statistically significant (0.002). We can conclude that the Couples with primary
level of education use significantly less Reinterpretation styles than did the
couples with High level of education.

- The difference between the High group and Secondary group means (-
4.9) is statistically significant (0.042). We can conclude that the Couples
with Secondary level of education use significantly less Reinterpretation
styles than did the couples with High level of education.

From the above result we can conclude that high level of education can use
Reinterpretation or Positive reappraisal (reframing a situation to see it in a positive
light); more than other levels which mean they able to look to their problem on other
way and reappraised the infertility in a way that can help the to cope positively with
these stressors.
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Table 5.3.3.2.4: Through the Post Hoc Tests the results of LSD test for dimensional

comparison in the ACCOUNTABILITY related to educational level

ep| Level of N mean Level of education
education Elementary Primary | Secondary | University High
Elementary P 0.020 0.063 0.4 0.8
j> 5 19.4
@) MD 0 3.8* 2.4 0.8 -3
8 Primary P 0.26 0.01 0.008
6 14.5
% MD 0 13 29% | -4.1*
— | secondary P 0.011 | 0.022
> 25 16.2
E MD 0 -1.5* -2.8*
: University P 0.27
—| 82 17.4
< MD 0 -1.2
High 6 20.5 0

(Table 5.3.3.2.4) showed the following:
The difference between the Primary group and Elementary group means (3.8) is
statistically significant (0.020). We can conclude that the Couples with primary
level of education use significantly less Accountability styles than did the
couples with Elementary level of education.

- The difference between the University group and Primary group means (-2.9) is
statistically significant (0.01). We can conclude that the Couples with primary
level of education use significantly less Accountability styles than did the
couples with University level of education.

- The difference between the High group and Primary group means (- 4.1) is
statistically significant (0.008). We can conclude that the Couples with primary
level of education use significantly less Accountability styles than did the
couples with High level of education.

- The difference between the University group and Secondary group means (- 1.5)
is statistically significant (0.011). We can conclude that the Couples with
Secondary level of education use significantly less Accountability styles than
did the couples with University level of education.

- The difference between the High group and Secondary group means (-2.8) is
statistically significant (0.022). We can conclude that the Couples with
Secondary level of education use significantly less Accountability styles than
did the couples with High level of education.

Higher level of education use Accountability more than other which is due to their

full understanding of the current situation.

And this result related to infertility related stress agree with Fido A, Zahid MA.

(2004), and also agree with Parveen B. and et al (2008) related to coping strategy.
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5.3.4: Type of infertility:

To verify the validity of the third hypothesis, the researcher used T- test
(Independent -Sample T-Test) to compare between the average of Secondary degrees
and the average of Primary degrees proportion to Fertility Problem inventory
dimensions as describes in the following tables.

Table 5.3.4.1: T- test results of comparing between the averages of Secondary type degrees and
average of Primary type degrees proportion to Fertility Problem inventory dimensions

Type of infertility N Mean STD df t P
Total fpi Secondary 29 137.2069 38.92885 125
- 843 | .401
Primary 98 132.4286 22.13222 33.524
Social concern Secondary 29 25.8621 14.00185 125 144 836
Primary 98 | 26.1429 | 7.26664 70.893 ' '
Sexual concern Secondary 29 22.3793 8.82130 125 851 396
Primary 98 | 21.0408 | 6.98587 32.581 ' '
[Relationship Secondary 29 16.2414 4.92555 125 097 923
Primary 98 16.1429 | 4.77968 38.970 ' '
IRejection of lifestyle | Secondary 29 34.0000 9.75778 125 248 804
Primary 98 | 335714 | 7.64280 44.775 ' '
INeed for parenting | Secondary 29 38.7241 15.00213 125
1.447 150
Primary 98 35.5306 8.69080 38.721

(Table 5.3.4.1) showed the following:

It hadn’t observed any substantial differences with statistical significant between
Primary and Secondary related to the following FPI dimensions (social concern, sexual
concerns, relationship, rejection of lifestyle and need for parenting).

The researcher due this to the special characteristic of the sample where most of
them female (80.6 %), and according to our religion which enforce the procreation and
did not forbid the polygamy and 52 % of the female respond that the cause of infertility
is unknown, while about 20 % of them attribute the infertility to themselves. So, both of
female with or without a previous child has a high level of stress. Furthermore, while
the female anxious about their relationship with the husbands where the worst thoughts
may happen which is the new marriage and polygamy. Both female with and without
child extremely scared from this eventual outcome.

From social perspective the family become more frequently in daring to tell the
secondary infertile women about their delay in bearing another child and start joking,
talking in a way that provoke sad, sorrow, and inferiority feeling which in turn has a
direct negative feeling, in contrast, the primary infertile female is avoided in such talks
about their infertility in the same way that they talk to in front of the secondary type.
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Table 5.3.4.2: T- test results of comparing between the averages of Secondary degrees and average

of Primary degrees proportion to Lazarus dimensions

Type of infertility Mean Std. Deviation t P
Wish and avoidance Secondary 19.4483 3.14627 194 .846
Primary 19.1939 6.82877
JProblem solving Secondary 17.6552 4.00246 .964 .337
Primary 16.8980 3.63116
|Reinterpretation Secondary 28.1724 5.07845 1.776 .078
Primary 26.1122 5.60170
Affiliation Secondary 15.0345 3.30025 .893 374
Primary 14.4184 3.25521
Accountability Secondary 14.4483 2.33890 2.254 .026
Primary 13.1531 2.81876
Self control Secondary 20.1724 3.46481 401 .689
Primary 19.8265 4.23784
Escape and truble Secondary 11.3103 3.33920 -.900- .370
Primary 11.9796 3.56957

(Table 5.3.4.2) showed the following:

There is substantial differences with statistical significant between the average
of primary infertility degrees and the average of Secondary infertility degrees in
ACCOUNTABILITY dimension for the secondary type of infertility. The
differences were for the secondary type of infertility that indicates for the
secondary type of infertility has ACCOUNTABILITY more than primary
infertility.

And this due to the family with child practice the parenting role and become
more accountable.

Whereas it hadn’t observed any substantial differences with statistical significant
between primary infertility degrees and the average of secondary type of
infertility related to the following Lazarus dimension Wish And Avoidance,
Affiliation, Self Control, problem solving, Reinterpretation, and Escape And
Trouble).
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5.3.5: Type of family

To verify the validity of the third hypothesis, the researcher used T- test
(Independent -Sample T-Test) to compare between the average of Nuclear family type
degrees and the average of Extended degrees proportion to Fertility Problem inventory
dimensions as describes in the following tables.

5.3.5.1: T- test results of comparing between the averages of nuclear degrees and average
of extended degrees proportion to FPI dimensions.

Family type N Mean STD t df P

Total fpi nuclear 55 |135.0182 31.20155 111
315 754

extended 58 |133.3966| 23.19176 99.524

Social concern nuclear 55 | 25.9455| 10.74350 111
-.712 478

extended 58 27.1724 7.34402 94.821

Sexual concern nuclear 55 21.0182 7.57063 111
-.545 .587

extended 58 21.7931 7.55044 110.650

Relationship nuclear 55 | 16.3636 4.91921 111
.268 .789

extended 58 16.1207 4.70564 109.947

Rejection of nuclear 55 | 33.6182 9.25661 111
. -.024 .981

[lifestyle extended 58 33.6552 7.26576 102.413

Need for nuclear 55 | 38.0727| 12.43629 111
. 1.689 .094

parenting extended 58 | 34.6552 8.86854 97.220

It hadn’t observed any substantial differences with statistical significant between
the average of Nuclear family type degrees and the average of Extended degrees related
to the following FPI dimensions (social concern, sexual concerns, relationship, rejection
of lifestyle and need for parenting).

Through the previous table, we can conclude that the infertile male and female
who lives in nuclear family had higher mean degree of (Global stress, Relationship, and
Need for parenting) which mean they have more stress than and also they have more
relationship concerns more than extended and finally they have more need of parenting
than the extended family and those may attributed to the family who live alone without
the relatives lack support then they have higher stress; and facing the other part of the
problem (male/female) all the day makes them all the time remember the problem;
while living alone has a direct effect with continuous stress on the nuclear family.

While the extended family was higher in (Social concern, Sexual concern, and
Rejection of lifestyle) which mean when live in an extended family the husband
acquire how to react and interact with his wife and at last the couples who live in
extended family may have nephew so they tend to compare and feel the natural which
is concurrent with the relatives comments, gestures, expression, and behavior that lead
to increase couples above mentioned concerns.
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5.3.5.2: T- test results of comparing between the averages of nuclear degrees and average
of extended degrees proportion to Lazarus dimensions.

Family type N Mean STD t P

\WISH AND AVOIDANCE | nuclear 55 |18.9455| 3.43413 | -.721- AT72
extended 58 [19.8103| 8.24293

PROBLEM SOLV nuclear 55 [17.9455| 3.65360 2.349 .021
extended 58 |16.3793| 3.43270

REINTERPRITATION nuclear 55 |27.8364| 5.41180 2.134 .035
extended 58 [25.6897| 5.27891

IAFFILIATION nuclear 55 [14.9636 | 3.45856 1.452 .149
extended 58 |14.0690| 3.08853

I ACCOUNTABILITY nuclear 55 |14.0364| 2.78198 1.953 .053
extended 58 [13.0172| 2.76248

SELF CONTROL nuclear 55 [20.2909 | 3.74004 1.152 .252
extended 58 19.4483| 4.01826

ESCAPE AND TRUBLE | nuclear 55 |11.7636| 2.95625 | -.121- .904
extended 58 |11.8448| 4.08163

(Table 5.3.5.2) showed the following:

- There is substantial differences with statistical significant between the average
of nuclear family degrees and the average of extended family type degrees in
Lazarus (problem solving, and Reinterpretation) dimension for the nuclear
family. The differences were for the nuclear family that indicates the nuclear
family use problem solving, and Reinterpretation, more than extended family.

- Whereas it hadn’t observed any substantial differences with statistical significant
between nuclear family degrees and the average of extended family type related
to the following Lazarus dimension (Wish And Avoidance, Affiliation, Self
Control, Accountability, and Escape And Truble).

- The nuclear family according to researcher view point use problem solving more
than the extended is because they live apart from the root family and they have
to do all by themselves and so they tend to form their own reinterpretations in
contrast with the extended family whom take this help from the relatives and
support them at once.

5.4. Forth hypothesis: There is significant relationship between mean score
of coping style and couple’s stress.

To verify the validity of the Forth hypothesis, the researcher founded the
correlation Coefficient “Pearson" between the grades coping styles and Fertility
problem inventory .The following table shows the results related to this hypothesis.
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Table 5.4: Correlation coefficient (r) between the degrees coping styles and Fertility
problem inventory dimensions

Total Social . . Rejection | Need for
foi sexual | relationship  lifestyl i
pi concern of lifestyle | parenting

Wish and Pear§on Cor_relation 167 119 .063 .148 .044 .176*
avoidance Sig. (2-tailed) .058 .180 475 .094 .621 .046
N 129 129 129 129 129 129

Pearson Correlation .008 -.065 -.155 021 .006 A73*
Problem solving Sig. (2-tailed) .928 461 .079 811 .945 .050
N 129 129 129 129 129 129

Pearson Correlation .004 -.097 -.158 -.010 -.044 .245**
Reinterpretation Sig. (2-tailed) .966 275 .074 .907 .619 .005
N 129 129 129 129 129 129

Pearson Correlation .061 -.068 .023 138 -.071 .190*
Affiliation Sig. (2-tailed) 490 446 797 118 427 .031
N 129 129 129 129 129 129

Pearson Correlation 141 .092 -.013 .138 -071 .280**
Accountability Sig. (2-tailed) 112 297 .880 120 421 .001
N 129 129 129 129 129 129
Pearson Correlation | -.177** -.156 -.309** .009 -.209* .062
Self-control Sig. (2-tailed) .045 077 .000 916 .017 485
N 129 129 129 129 129 129
Escape and Pear§on Cor_relation .196* .164 211* 131 .080 .085
truble Sig. (2-tailed) .026 .063 .017 139 .368 .338
N 129 129 129 129 129 129

**_Correlation is significant at the 0.01 level (2-tailed).
*, Correlation is significant at the 0.05 level (2-tailed).

(Table 5.4) showed the following:

The result showed that, there is a poor, Negative statistical significant
correlation between grades of fertility related stress (Global stress) and SELF
CONTROL (r =-0.177, p value< 0.01). This shows that the greater the fertility related
stress, the less infertile couples using SELF CONTROL. The researcher attribute this
findings as the infertile couples in Gaza Strip ability to control emotional consequences
and the intense feeling and actions aroused by their infertility is diminished by their
increasing Global level of stress

It is founded that, there is a poor, positive statistical significant correlation
between grades of Need for parenting and WISH AND AVOIDANCE (r= 0.176, p
value< 0.05). And this shows that the greater the Need for parenting, more infertile
couples using WISH AND AVOIDANCE. This mean that infertile male and female use
a strategy to minimize the significance of the situation by means of detachment or
disengagement from the reality as their coping refer to diverse confused efforts by
using negative coping strategies such as sleeping more than usual, eating, substance use.
And due to the increasing level of stress the couples become have low self-esteem, low
confidence, frustration and inferiority. All of that resulted in the use of a negative
coping strategy to alleviate such high level of stress.

It is founded that, there is a poor, positive statistical significant correlation
between grades of Need for parenting and PROBLEM SOLVING (r = 0.173, p value<
0.05). And this shows that the greater the Need for parenting, more infertile couples
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using PROBLEM SOLVING. This mean that couples with this situation start to think of
the alternatives of such problem.

It is founded that, there is a poor, positive statistical significant correlation
between grades of Need for parenting and REINTERPRITATION (r= 0.245, p value<
0.01). And this shows that the greater the Need for parenting, more infertile couples
using REINTERPRITATION. This mean that the infertile tend to define this as an exam
held by Allah to test their faith and believing, so they tend to redefine this as a test of
courage, patience, and strength.

It is founded that, there is a poor, positive statistical significant correlation
between grades of Need for parenting and AFFILIATION (r = 0.190, p value< 0.05).
And this shows that the greater the Need for parenting, more infertile couples using
AFFILIATION. With the increase of the need for parenting which lead to identification
with the role of parent, and so the essential life goal of the infertile male and female
become the parenthood and even their primary life goal and with such increase they
start using AFFILIATION as a coping strategy.

It is founded that, there is a poor, positive statistical significant correlation
between grades of Need for parenting and ACCOUNTABILITY(r= 0.280, p value<
0.01). And this shows that the greater the Need for parenting, more infertile couples
using ACCOUNTABILITY. With the increase of the need for parenting which lead to
identification with the role of parent, and so the essential life goal of the infertile male
and female become the parenthood and even their primary life goal and with such
increase they start using ACCOUNTABILITY as a coping strategy.

It is founded that, there is a poor, Negative statistical significant correlation between
grades of Rejection of lifestyle and SELF CONTROL (r = - 0.209, p value< 0.05). And
this shows that the greater the Rejection of lifestyle, the less infertile couples using
SELF CONTROL. With the increase of negative view of childfree lifestyle, and when
infertile couples look at the future happiness dependent on having a child (or another
child) and when they confronted with high difficulty perceiving other roles as satisfying
they tend to be less self-control.

It is founded that, there is a poor, Negative statistical significant correlation between
grades of SEXUAL CONCERN and SELF CONTROL (r = - 0.309, p value< 0.01).
And this shows that the greater the SEXUAL CONCERN, the less infertile couples
using SELF CONTROL. The ability of self-control diminished when the infertile
couples loss the enjoyment of the sexual relation, and increase the feeling of pressure to
schedule sex, and at last the stage of losing the sexual self-esteem.

It is founded that, there is a poor, positive statistical significant correlation between
grades of SEXUAL CONCERN and ESCAPE AND TROUBLE (r = 0. 211, p value<
0.01). And this shows that the greater the SEXUAL CONCERN, more infertile couples
using ESCAPE AND TRUBLE. when the infertile couples loss the enjoyment of the
sexual relation, and increase the feeling of pressure to schedule sex, and at last the stage
of losing the sexual self-esteem they tend to use escape as a coping method to alleviate
the resulting stress, more sexual strains more the use of a negative escape as a coping.
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It is founded that, there is a poor, positive statistical significant correlation between
grades of fertility related stress and ESCAPE AND TRUBLE.(r = 0.196, p value<
0.05). And this shows that the greater the fertility related stress, more infertile couples
using ESCAPE AND TRUBLE. In general the stress among infertile male and female is
avoided and they try to minimize its effect by avoiding the encounter with the stressful
situation.

- From the above result we can accept the alternative hypothesis and reject the
null

- Most of the above result congruent with the literature and some are not and this
is attributed to the significance and uniqueness Palestinian culture in general
and the specific character of the sample as high level of education and sex ratio
which affect the result directly or indirectly

Fifth hypothesis: There is a significant relationship between the mean
number treating doctors and the level of stress.

To verify the validity of the Fifth hypothesis, the researcher founded the
correlation coefficient " Pearson” between the grades of Number of treating doctors and
Fertility problem inventory. The following table shows the results related to this
hypothesis.

Table 5.5: Correlation coefficient (r) between number treating doctors and

the level of stress

Values Number of treating
doctors
Pearson correlation 197
Total FPI P value 033
N 117

(Table 5.5) showed the following:

- It is founded that, there is a poor, positive statistical significant correlation
between mean number of treating doctors and fertility related stress (r = 0.197, p
value< 0.05). And this shows that the greater the number of treating doctors,
more couples fertility related stress.

- We reject the null hypothesis and accept the alternative hypothesis.

- The researcher see that with the increase number of failed month and menstrual
periods without pregnancy and the orientation of the clients that with progress of
age the chance of getting pregnant decreased, they tend to change the doctor and
even have follow up with more than one doctor at the same time, so they have
more stress related to their fertility.

- Researchers have speculated that perhaps one of the reasons infertility is so
difficult for women is because of their biological makeup. For approximately
thirty years, the female body is in a continuous cycle of preparing itself for
pregnancy through the monthly cycle of menstruation. Thus “women are
reminded on a monthly basis of their biological role in procreation” (Deveraux
& Hammerman, 1998, p. 66 in Peterson 2003). However, as a woman attempts
to conceive, the menstruation period serves as a monthly reminder of her failure
to do so. Women commonly report the highest levels of stress and depression
with the onset of their menstrual cycle. Women may experience greater
emotional distress as their bodies not only remind them of their role in
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procreation, but also their failure to accomplish a biological goal. And male as
well when they requested for a so called obligatory intercourse which is timed,
scheduled, planned, and even should be done in a fix manner and position as
doctor ordered and then they tend to change the doctors to avoid unconsciously
the orders and answering the call of the relatives to not wait for the result but to
change the current doctor and go the best new doctor as they suggested.

- Moreover, this result agrees with the result conducted by Sreshthaputra O.,
Sreshthaputra R. And Vutyavanich in (2008)

Sixth hypothesis: There is a significant relationship between the
psychological counseling for infertility and the level of stress

To verify the validity of the sixth hypothesis, the researcher used T- test
(Independent -Sample T-Test) to compare between the average degrees of couple used
Psychological counseling and the average degrees of couple did not used Psychological
counseling proportion to Fertility Problem inventory dimensions as describes in the
following table 5.6:

Table 5.6: T- test results of comparing between couple who used Psychological counseling
and who did not, proportion to Fertility Problem Inventory dimensions

Psychological counseling N Mean Std. Deviation df t P

Total fpi yes 19 124.0526 15.79548 125 -1.683- .095
no 108 135.0185 27.55385 40.479

social concern yes 19 23.7895 5.81740 125 -1.191- .236
no 108 26.4722 9.49516 24.193

sexual yes 19 22.3158 5.49801 125 .593 .554
no 108 21.2407 7.54038 37.443

[relationship yes 19 14.3684 5.19840 125 -1.813- .072
no 108 16.5000 4.64134 31.307

rejection of yes 19 30.4211 9.10626 125 -1.905- .059
lifestyle no 108 34.2315 7.84738 23.326

Ineed for parenting yes 19 33.1579 9.20304 125 -1.318- .190
no 108 36.5741 10.61053 22.945

(Table 5.6) showed the following:

It hadn’t observed any substantial differences with statistical significant between
using Psychological counseling and the average degrees of couple did not used
Psychological counseling related to the following FPI dimensions (social concern,
sexual concerns, relationship, rejection of lifestyle and need for parenting).

We cannot reject the null hypothesis and reject the alternative hypothesis.

But the mean of the stress in the infertile who receives the sessions was lower than
those who did not attend the sections.

And the lack of significance due to 96.1% of the sample has less than 4 psychological
counseling sessions and so the client level of commitment to the session is low so they
did not wait for the psychological therapy to start the effects.

And this result disagree with Abedinia N. et al.,(2009) who give the client 6-8 sessions

of psychotherapy before infertility treatment and were given daily Fluoxetin 20- 60 mg
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at the same period and his result show that depression decresed with those recive the
therapy and the pregnancy rate increased among them; and Mcnaughton-Cassill et al.
(2002) used cognitive behavioral techniques (CBT)to help participants process their
feelings and cognitions about their infertility. Women who attended group sessions
were significantly less anxious after the IVF treatment than they were before the cycle
(P<.001). and he found that Men who attended the group sessions were more optimistic
than non-group men or the women at the completion of the IVF cycle (P<.001)
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Chapter 6
Conclusion and recommendations

Conclusion

Results of the analyses completed on the study participants (N = 129 infertile male and
female) yielded the following results:

there is a significant increase in the level of infertility-related stress and most of the
sample 93.0 % experience very high stress, furthermore, all male participants suffer
from very high stress, while, 91.3% of female participants suffers from very high.
There is a positive, and significant relationship between the mean of duration of
infertility and relationship concerns, the Couples with University level of education
have significantly less sexual concerns than did the couples with Secondary level of
education, the Couples with Secondary level of education has significantly more sexual
concerns than did the couples with High level of education, high level of education has
the highest usage of problem solving styles, high level of education can use
Reinterpretation or Positive reappraisal (reframing a situation to see it in a positive
light); more than other levels, Higher level of education use Accountability more than
other which is due to their full understanding of the current situation.

The secondary type of infertility has accountability more than primary infertility, the
nuclear family use problem solving, and reinterpretation, more than extended family,
the greater the fertility related stress, the less infertile couples using self control, the
greater the need for parenting, more infertile couples using wish and avoidance, the
greater the need for parenting, more infertile couples using problem solving; the greater
the need for parenting, more infertile couples using reinterpritation, the greater the need
for parenting, more infertile couples using affiliation, the greater the need for parenting,
more infertile couples using accountability, the greater the rejection of lifestyle, the less
infertile couples using self control, the greater the sexual concern, the less infertile
couples using self control, the greater the sexual concern, more infertile couples using
escape and truble, the greater the fertility related stress, more infertile couples using
escape and truble, and finally, the greater the number of treating doctors, more couples
fertility related stress

The current study found no significant differences in sex, work, type of infertility
related to fertility related stress, and psychological counseling.
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Recommendation

This studies that examine the infertile stress and coping processes of men and
women would be of great value. These studies could help reveal the complex processes
of coping with infertility and could shed additional light on the couple groupings that
reported positive outcomes

The researcher recommends the following to alleviate their suffer and improve their
well-being:

1. Awareness programs could be developed to educate medical professionals
about the importance of their role in the experience of infertility for the couple.

2. Physicians who are able to identify couples who may be at risk for problems
with their marital adjustment could then make appropriate referrals to mental or
social workers.

3. Inclusion of the mental health in the reproductive Clinics and concurrent therapy
may increase the chance of getting pregnant.

4. Developing a health insurance that imply the treatment of clients suffer from
such issue.

5. Increase the awareness of the general population about the benefits of the social
support and how to deal with such people to prevent further complication for
their situation.

6. Develop a support groups for the infertile couples and group therapy to
minimize their suffer and promote their health condition.

Future research could include:

1. Longitudinal studies that track changes in infertile couples’ coping strategies
over time. Longitudinal studies could more fully explore Lazarus and
Folkman’s hypothesis that stress and coping are situation specific. Coping
strategies that appear ineffective at the early stages of treatment may prove to
be effective given a new set of circumstances.

2. Cross-sectional designs that replicate this study using infertile populations not
pursuing treatment or who recently completed treatments would be valuable.
This would allow researchers to more fully understand the relationship between
coping and infertility stress, marital adjustment and depression across the
various phases of the infertility experience.

3. Studying the effects of larger systems on the couple experiencing infertility may
be another beneficial area for future research.
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Looking at the impact of extended family and other larger social support
networks, organizational influences such as Masged, religion, and school, and
the larger communities attitudes towards infertility may lead to important
knowledge about how these larger systems, and the couple's relationship to
these larger systems, effect marital adjustment for couples.

Other studies looking at the effect of therapeutic interventions on couples who
exhibited the risk factors identified in this study and received treatment would
provide a wealth of information about the most beneficial interventions for
these couples.

. Another interesting avenue for future research might be to examine physicians,
nurses and other medical personnel who have contact with couples presenting
for infertility treatment in regard to their attitudes and behaviors toward these
couples.

studying the impact and influence of medical professionals on the couple
experiencing infertility could be very informative. Physicians specializing in
infertility treatment are especially important individuals in the couples lives as
they face infertility. These physicians may often be the primary confidants of
the couples with regard to their physical and emotional state

. A study examining the awareness level and attributions of infertility specialists
regarding the emotional factors and risks to marital adjustment for these couples
may lead to important new information about ways that these medical
professionals can better interact with couples seeking infertility treatment.
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PPENDIX A
QUESTIONNAIRES

The following questionnaires were used:
1.Biographical questionnaire
2.The Fertility Problem Inventory (FPI)
3.Way Coping strategies(WCS)

FERTILITY PROBLEM INVENTORY (FPI)

Newton, (1999)

The Fertility Problem Inventory is designed to measure your distress, beliefs, and attitudes
related to infertility. Please answer as accurately as possible, according to the following

guidelines. (Simply mark your choice for each item with an “X” on the tables provided).

1 = Strongly disagree

2 = Disagree

3 = Disagree somewhat
4 = Agree somewhat

5 = Agree

6 = Strongly agree
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THE FERTILITY PROBLEM INVENTORY (FPI)
The Fertility Problem Inventory is designed to measure your distress, beliefs, and attitudes related
to infertility. Please answer as accurately as possible. Simply mark your choice for each item with

an “X”
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9910y

ol
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1 It doesn’t bother me when I’'m asked questions about children.

2 Family members don’t seem to treat us any differently.

3 The holidays are especially difficult for me.

4 Family get-togethers are especially difficult for me.

5 I can’t help comparing myself with friends who have children.

6 | still have lots in common with friends who have children.

7 1 find it hard to spend time with friends who have young children.

8 When | see families with children | feel left out.

9 | feel like friends or family are leaving us behind.

10 It doesn’t bother me when others talk about their children.

11 I find I’ve lost enjoyment of sex because of the fertility problem.

12 | feel just as attractive to my partner as before.

13 I don’t feel any different from other members of my sex.

14 1 feel like I’ve failed at sex.

15 During sex, all I can think about is wanting a child (or another child).
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16 Having sex is difficult because I don’t want another disappointment.

17 If we miss a critical day to have sex, | can feel quite angry.

18 Sometimes | feel so much pressure, that having sex becomes difficult.

19 I can’t show my partner how I feel because it will make him/her feel upset.

20 My partner doesn’t understand the way the fertility problem affects me.

21 My partner and | work well together handling questions about our infertility.

22 1t bothers me that my partner reacts differently to the problem.

23 My partner is quite disappointed with me.

24 My partner and | could talk more openly with each other about our fertility problem.

25 I couldn’t imagine us ever separating because of this.

26 When we try to talk about our fertility problem, it seems to lead to an argument.

27 Because of infertility, | worry that my partner and | are drifting apart.

28 When we talk about our fertility problem, my partner seems comforted by my comments.

29 Couples without a child are just as happy as those with children.

30 I could see a number of advantages if we didn’t have a child (or another child).

31 I could visualize a happy life together, without a child (or another child).

32 At times, | seriously wonder if I want a child (or another child).

33 Not having a child (or another child) would allow me time to do other satisfying things.

34 Having a child (or another child) is not necessary for my happiness.

35 We could have a long, happy relationship without a child (or another child).
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36 There is a certain freedom without children that appeals to me.

37 Pregnancy and childbirth are the two most important events in a couple’s relationship.

38 For me, being a parent is a more important goal than having a satisfying career.

39 My marriage needs a child (or another child).

40 It’s hard to feel like a true adult until you have a child.

41 A future without a child (or another child) would frighten me.

42 | feel empty because of our fertility problem.

43 Having a child (or another child) is not the major focus of my life.

44 1 have often felt that 1 was born to be a parent.

45 As long as I can remember, I’ve wanted to be a parent.

46 1 will do just about anything to have a child (or another child).
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The questionnaire in English

S.N. Question Not Used  Used Used
used | alittle | some a great
~ ' ' times -~ | deal
1 | Refused to believe that it happened
2 | Avoided being with people in
general
3 Hoped miracle would happen
4 - | Had fantasies about how things
’ might turn out
5 Took it out on other people
6 Wished that the situation would go
away or somewhat be over with
7 | Tried to forget the whole thing
8 1 know what had to be done, so I
| doubled my efforts to make things
work ‘ T :
9 | Stood my greund and fought for
what I wanted '
10 | Went on as if nothing had
happened
11 | I'made a plan of action and
followed it
12 | Just concentrated on what I had to |
| do next
13 - | Drew on my past experience,
| when T was at in a difficult
position before
14 | Changed or grew as a personin a
- good way
15 | Talked to somebody who could do
| something concrete about the
problem
16 | Tried to look on the bright side of
things ‘
17 | I went over in my mind what I
would say or do
- 18 | Toock a big chance, even
something very risky
19 | Irediscover what is important in
 life
20 | Changed something so things
would turn out all right
21 | Iprayed
22 | Thought that the experience makes

me stronger than before
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23 | Italked to someone to find out
more information
i 24 | I'tried not 1o act hastily or follow
my first hunch
25 | Iasked & person I respected for
“advice
26 | Accepted sympathy and
understanding from somebody
27 | I asked for advice
28 | I change something about myself
29 | Tapologized or did something to
' make up
30 | I criticize myseif :
31 | Ipromised myself that things
" | would be different next
32 | Realized that I have some
responsibility of my problem .
33 | Itried to keep my feelings from
interfering with other things too
much
34 | Ithought about how a person ]
admire would handle the sittation
35 | Tried not to burn my bridges, but
Jeave things open
36 | Kept others from knowing how
bad things were
37 | I'try to forget all disturbing things
18 | Itry to keep my feelings to my self
39 | I'try to do something, even if not -
. significant, but something
40 | Slept much more then veual
41 | Went along with the fate: T just
had bed luck
42 | Itried to fieel better by eating,
| smoking, and using medication
43 | 1 refised to think about the whole
isgue
44 | I express anger to the persons [
believe who caused the problem
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Fertility Problem Inventory (FPI)
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ERTILITY PROBLEM INVENTORY (FPI) SCALES
Scoring: 1. Positively phrased items* are first re-keyed as follows;
(6=1, 5=2, 4=3, 3=4, 2=5, 1=6)
2. Subscale scores are derived by summing raw scores for items in each subscale.
3. Global Stress is calculated by summing all items (or all 5 subscale scores)

1. Social Concern (10 ITEMS)

High Score: Sensitivity to reminders, comments, questions about infertility. Feelings of alienation or
isolation from peers, family, finding social activities difficult.

Items (*9, *12, 14, 27, 30, *35, 39, 40, 43, *44)

2. Sexual Concern (8 ITEMS)

High Score: Loss of enjoyment of sexual relations, feelings of pressure to schedule sex, loss of
sexual self-esteem

ltems (3, *4,*7, 13, 17, 22, 32, 37)

3. Relationship Concern (10 ITEMS)

High Score: Problems in communicating openly or constructively about infertility, difficulty accepting
gender differences, concerns about the future of the relationship

ltems (11, 16, *18, 21, 24, 26, *33, 36, 45, *46)

4. Rejection of Childfree Lifestyle (8 items)

High Score: Negative view of childfree lifestyle or status quo.
Future happiness dependent on having a child (or another
child) Difficulty perceiving other roles as satisfying/fulfilling
ltems (*1, *15, *20, *25, *28, *31, *38, *41,)

5. Need For Parenthood (10 items)

High Score: Close identification with the role of parent, parenthood primary or essential life goal

ltems (2,5, 6, 8, 10, 19, *23, 29, 34, 42)
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6. Global Stress (All 46 items)

High Score:

Raw Scores As Percentiles - Women

Social Concern
Sexual Concern
Relationship Concern
Rej.Childfree Lifestyle
Need For Parenthood

Global Stress

Social Concern
Sexual Concern
Relationship Concern
Rej. Childfree Lifestyle
Need For Parenthood

Global Stress

16%ile 50%ile
15 26

10 17

12 19

18 26

28 39

97 132

84 98%lile
39 50
27 37
31 43
36 44
49 56
167 204

Raw Scores As Percentiles - Men

16%ile 50%ile
12 20
8 13
11 17
18 25
23 62
87 113

84%ile  98%ile
31 44
20 29
27 39
34 43
43 54
146 181

High level of infertility-related stress, psychological stress in comparison to other same
sex individuals dealing with

High Score: Indicates that the individual is experiencing more psychological stress than the average
individual seen for infertility treatment.

Interpretation:

Below 16 % percentile
16-84 % percentile
85-98 % percentile

Above 98% percentile

94

Low stress
Average stress
Moderately High Stress

Very High stress
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