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Abstract: Infertility and its related problems negatively affect the quality of life. Coping with infertility is
important in order to maintain and/or improve the patient's quality of life.

Obijective: to assess coping strategies and quality of life among infertile women.

Setting: The study was carried out in the gynecologic outpatient clinic and inpatient department affiliated to
National Medical Institution in Damanhour, El-Beheira Governorate.

Subjects: It comprised a convenient sample of 200 women.

Tools: Three tools were utilized for data collection; a structured interview schedule, the COMPI Coping
Strategy Scales and Fertility Quality of Life Questionnaire (FertiQoL).

Results: The study revealed that passive-avoidance coping was highly used by 96.5% of infertile women.
Meaning-based coping was highly used by 47.5% of them. Active-confronting coping was highly used by 37% of
infertile women. While active-avoidance coping was highly used by only 15% of them. The infertile women had
lower total mean score of quality of life 59.375+15.790. Total quality of life was found to be positively
significantly correlated with active-confronting coping r=0.205 (0.004), passive-avoidance coping r=0.317
(0.000), and meaning-based coping r=0.598 (0.000), while it was found to be negatively significantly correlated
with active-avoidance coping r=-0.435 (0.000).

Conclusion: the infertile women used passive avoidance coping more frequently than other forms of coping
strategies. Moreover, the infertile women obtained lower total mean score of quality of life. In addition, total
quality of life was significantly correlated with all the coping strategies.

Recommendations: Educational programs should be carried out for nurses to provide them with essential
information regarding infertility coping strategies to counseling the infertile women.
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. Introduction

Infertility is a frustrating experience for women. It defined clinically as the failure of a couple to
conceive or achieve a pregnancy after one year of regular unprotected sexual intercourse (without any
contraception) or demographically as the inability to achieve a live birth. 2 There are two types of infertility,
primary or secondary. Primary infertility refers to couples who have never conceived a pregnancy, while
secondary infertility refers to couples have experienced difficulty conceiving subsequent pregnancies after prior,
successful conception. More couples experience secondary infertility than primary infertility. Data indicate that
roughly 70% of women with infertility have had at least one previous pregnancy, and more than one-third of
couples experience difficulties conceiving a second child. ©

Epidemiological data indicate that infertility is estimated to involve as many as 186 million people
worldwide. It is viewed by experts in the battlefield to be a problem that affects 15% to 20% of couples.
®According to a study conducted by the Egyptian Fertility Care Society and sponsored by the World Health
Organization (WHO), infertility in Egypt affects 12 percent of Egyptian couples. Of these women, 4.3 percent
suffer from primary infertility and 7.7 percent suffer from secondary infertility. The number of women aged 15
to 49 years exceeds 25 million, which means that at least 3 million women are infertile in Egypt. ©

Infertility is considered a crisis with various biological, psychological, economic, ethical, and cultural
consequences. Infertile women will undergo varied psychological distress and in order to overcome
psychological distress and maintain their quality of life they need to use appropriate coping strategies. ©As
infertility is an unplanned and unexpected stressor, couples typically lack the knowledge and skill set to
adequately manage infertility stress. As a result, couples engage in a variety of coping strategies in an attempt to
regain control over their lives and rebalance the disruptions they have experienced in their personal, marital and
social relationships.”’Coping strategies defined as collection of one’s coghitive and behavioral efforts which are
used to interpret, analyze, and reform a stressful condition, resulting in the reduction of its discomfort.® Coping
has been viewed as a stabilizing factor that may assist individuals in maintaining psychosocial adaptation during
stressful events. The process of coping is a very complex response that occurs when an individual attempts to
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remove stress or a perceived threat from the environment. Couples can manage the infertility crisis by using
coping strategies during the diagnosis and treatment of infertility. ©

It is important for fertility clinic staff not only to treat the condition of infertility but also to deal with
the couples’ coping with infertility. Evidence-based knowledge about coping strategies and their consequences
is therefore a prerequisite for professional fertility treatment. Fertility clinic staff often needs to advise and
support patients in their coping with infertility and treatment related stress. It is therefore important to gain
insight into the strategies which influence the patients’ coping response. Nurses can provide women education
on infertility management, as well as assist with the identification of ineffective coping strategies, and promote
effective coping skills and stress management techniques. %V

Infertility status and its related factors affect the quality of life through creating psychosocial stress,
reduction of life satisfaction, increase of marital conflicts, and decrease of sexual and marital satisfaction. 2 **
Quality of life, according to the WHO is defined as “people’s perception of their position in life in the context of
the culture and value systems in which they live and in relation to their goals, expectations, standards and
concerns”. ™ The quality of life concept now makes it possible to assess the effects of treatment on health
conditions, comprehending outcomes beyond symptomatology, morbidity, and mortality. Moreover, it
emphasizes the patients’ reported outcomes since the patients are considered to be most capable of measuring
their own condition subjectively in several areas of their lives."® Clinicians tend to measure the results of
interventions through the decrease in symptoms and the involution of the disease. Patients do so through the
feeling of comfort or the ability to resume daily activities satisfactorily. ®
The importance of quality of life as one of the aspects of health has attracted the attention of many researchers.
Quality of life has become one of the important issues today and is seen as one of the measurable criteria for
evaluation of treatment. It is also related to life satisfaction, self-image, health factors, and functional, social,
economic and cultural matters; as mentioned earlier, infertility is one of the issues that can affect every aspect of
quality of life. 79

Evaluation of quality of life helps establish an effective relationship between a patient and his/her
treatment team, i.e. physicians and nurses. This increases patients’ knowledge about their diseases and
diagnosis, the advantages and disadvantages of different treatments and helps infertile individuals make
informed decisions about treatment methods. Nurses can improve patients’ quality of life via nursing processes:
they should make careful evaluations of patients’ quality of life and regulate their care models accordingly.
Evaluation of quality of life of infertile couples helps health care providers and special-care nurses choose the
right treatment and support care. Improvement of infertile couples’ quality of life can create happy families and
a stable society. * 29

As the way women cope with infertility can be modified by providing appropriate information, nurses
can assess the coping strategies used by women and educate to promote the use of appropriate coping strategies
to enhance quality of life. Therefore, this study aimed to assess coping strategies and quality of life among
infertile women.

The aim of the study:

This study aimed to assess coping strategies and quality of life among infertile women in Damanhour city.
Research questions:

1. What are the coping strategies of infertile women in Damanhour city?

2.  What is the quality of life of infertile women Damanhour city?

Il.  Materials And Method:
Materials
Design: An exploratory descriptive design was used in this study.
Setting: The study was conducted in gynecologic outpatient clinic and inpatient department affiliated to
National Medical Institution in Damanhour, EI-Beheira Governorate. This hospital was selected because it is the
main referral hospital.
Subjects:
It comprised a convenient sample of 200 women who was available during data collection in the previously
mentioned setting. They were selected according to the following criteria: Have primary or secondary infertility,
had no chronic illness and no diagnosed psychiatric illness and willing to participate in the study. The sample
size was determined based on Epi -Info 7 program, using 5% acceptable error, 95% confidence coefficient

Tools: Three tools were utilized for data collection.

Tool (1): A socio-demographic and reproductive history sheet:

A structured interview schedule was developed and utilized by the researchers for data collection; it entailed
data related to socio-demographic characteristics such as age, education, occupation, residence, type of family,
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monthly income, age at marriage and duration of marriage. It also comprised data related to infertility such as
type (primary or secondary), duration and causes.

Tool (I1): The COMPI Coping Strategy Scales:

A modified version of COMPI coping strategy scale, used for evaluating the coping with infertility
problems of infertile couples, it was developed by Schmidt et al (2005). @ It was translated into Arabic by
specialist in English language translation. The version was revised and then back translated into English by
another translator. The translation was refined after back translation until agreement was obtained among the
two translators. The COMPI Coping Strategy Scale is a 19 item scale with four subscales. It can be applied to
both women and men. Active-avoidance coping (e.g. | avoid being with pregnant women or children) was
measured by four items. Active-confronting coping (e.g. | ask other childless people for advice) was measured
by seven items. Passive-avoidance coping (e.g. | try to forget everything about our childlessness) was measured
by three items and meaning-based coping (e.g. | find other life goals) was measured by five items. The COMPI
Coping Strategy Scale is a four-point Likert scale ranging from 0 for not use, 1 for low use, 2 for moderate use
and 3 for high use. The total score of Active-avoidance subscale ranged from zero to 12, it was classified as
follows: from 0 to <4 were considered low use, from 4 to <8 were considered moderate use and from 8 to 12
were considered high use. The total score of active-confronting subscale ranged from zero to 21, it was
classified as follows: from 0 to <7 were considered low use, from 7 to <14 were considered moderate use and
from 14 to 21 were considered high use. The total score of passive-avoidance subscale ranged from zero to 9, it
was classified as follows: from 0 to <3 were considered low use, from 3 to <6 were considered moderate use and
from 6 to 9 were considered high use. The total score of meaning-based coping ranged from zero to 15, it was
classified as follows: from 0 to <5 were considered low use, from 5 to<10 were considered moderate use and
from 10 to 15 were considered high use. ¢?

Tool (111): Fertility Quality of Life Questionnaire (FertiQoL):

The FertiQoL questionnaire was developed by international group of institutions (the European Society
of Human Reproduction and Embryology, the American Society of Reproductive Medicine and Merck, Geneva,
Switzerland) in 2011. @ It is a self-report international questionnaire. It is specifically designed for infertile
patients to assess their quality of life. The FertiQoL was produced in English and translated into 20 languages,
including Arabic, the Arabic version of the FertiQoL questionnaire was used in the present study. The FertiQoL
questionnaire consists of two parts: the Core and the Treatment parts. The Core-FertiQoL part contains 24
questions categorized into four subscales, including the Emotional, Mind/Body, Relational, and Social
subscales. The Emotional subscale score shows the impact negative emotions (e.g., jealousy & resentment,
sadness, depression) have on quality of life. The Mind-Body subscale score shows the impact infertility has had
on physical health (e.g., fatigue, pain) cognition (e.g., concentration) and behavior (e.g., disrupted daily
activities, delayed life plans). The Relational subscale score shows the impact fertility problems have had on the
components (e.g., sexuality, communication, commitment) of marital relationship. The Social subscale score
shows the extent to which social interactions have been affected by fertility problems (e.g., social inclusion,
expectations, stigma, and support). The treatment-FertiQoL part contains 10 questions categorized into two
subscales including the Treatment Environment and Treatment Tolerability subscales. The Treatment
Environment subscale score shows the extent to which the accessibility and quality of the treatment has
impacted the quality of life. The Treatment Tolerability subscale score shows the extent to which infertile
woman have experienced mental and physical symptoms as a result of the fertility treatment and the impact this
has had on daily life. Items from these subscales are presented in the questionnaire randomly and rated on a
response scale of 0 to 4. The subscales and total FertiQoL scores are computed and transformed to achieve a
range of 0 to 100, where higher scores indicate better quality of life. ¥

I11.  Method

1. Approval of the responsible authorities was obtained through official letter from the Faculty of Nursing
Damanhour University to the director of National Medical Institution in Damanhour, El-Beheira
Governorate to collect the necessary data.

2. After reviewing of the relevant literature, tool | was developed by the researchers, tool 1l was adapted and
translated into Arabic language and tool 111 (FertiQoL Arabic version) was adopted. The tools (I, 11, I11) were
validated by juries of five experts in the obstetric and gynecologic nursing as well as psychiatric nursing.
The reliability of the tool 11 and tool 111 were tested by test- retest technique the Cronbach's alpha test for tool
Il and tool I11 was 0.88 & 0.85 respectively.

3. A pilot study was carried out on 20 infertile women, excluded from the study to ascertain the relevance,
clarity and applicability of the tools as well as estimate the time needed to complete the tools.
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4. The final form of the tools was used by the researchers to collect data from the study subjects. Women
attending gynecologic outpatient clinic were interviewed before examination, while women in inpatient
department were interviewed during their stay in the hospital. The time taken to complete the study tools
ranged from 10 to 15 minutes for each woman. The data collection consumed 6 months, from the beginning
of February 2016 till the end of July 2016.

Ethical considerations:

Informed oral consent was obtained from all women after providing an appropriate explanation about
the purpose of the study and nature of the research. The confidentiality and anonymity of individual responses,
volunteer participation and right to refuse participating in the study were emphasized to the women.

Statistical analysis:

The collected data were coded, tabulated and analyzed using Statistical Package for Social Sciences
(SPSS) version 16. The percentage, mean, standard deviation, Chi-square-test, and Fisher Exact-test were used
to summarize data. The comparison between mean scores was performed using t-test and ANOVA test.
Significance was adopted at p<0.05 for interpretation of results of tests of significance, all P-values are two-
sided.

IV. Results

Table (1) indicates the distribution of studied infertile women according to their socio-demographic
characteristics. It was observed that the mean age of women was 28.96+6.85 years. More than one-third (36%) of
women were illiterate or just read & write, while 30% of them had secondary education. The majority of women
(90%) were housewives. More than three-fifths (64%) of them lived in rural areas. In addition, more than one-half
(56.5 %) of women had nuclear family. Slightly more than two-thirds 68% of them had enough monthly income.
More than one-half (54%) of women married at the age of 20 to less than 30 years with the mean age at
marriage 22.30£5.38. the majority 76% of women has duration of marriage from one to less than 10 years, with
the mean duration of marriage 6.44+4.80.

Table (2) reveals distribution of studied infertile women according to their infertility history. It was
revealed that more than two-thirds (68%) of women had primary infertility, while slightly less than one-third
(32%) of them had secondary infertility. More than two-fifths (42%) of women were infertile for 1 to less than
3 years, while 35% of them were infertile for 3 to less than 6 years and 23% were infertile for 6 years or more.
The cause of infertility was 67% female factor and 16% male factor.

Table (3) illustrates distribution of studied infertile women according to their coping strategy. Active-
avoidance coping was moderate used by 44% of women, and low used by 41% of them. The mean use of active-
avoidance coping was 4.530+2.720. While active-confronting coping was moderate used by 42.5% of women
and highly used by 37% of them. The mean use of active-confronting coping was 11.510+5.094. Passive-
avoidance coping was highly used by 96.5% of women, while it was moderate used by 3.5% of them. The mean
use of passive-avoidance coping was 7.895+1.301. Meaning-based coping was highly used by 47.5% of women,
and moderate used by 46% of them. The mean use of meaning-based coping was 9.665+3.331.

Table (4) presents distribution of studied infertile women according to their quality of life based on
FertiQoL scores. Regarding core FertiQoL part, the mean emotional subscale score was 58.833+23.210, and the
mean mind/body subscale score was 61.799+20.904. While the mean relational subscale score was
69.779+20.994, and the mean social subscale score was 66.712+18.836. Concerning treatment FertiQoL part,
the mean environment subscale score was 41.209+15.085, and the mean tolerability subscale score was
56.489+25.042. The total mean quality of life (total FertiQoL) was 59.375+15.790.

Table (5) explains the relationship between studied infertile women's socio-demographic characteristics
and their coping strategies. Concerning active-avoidance coping, the women have primary or preparatory
education have high mean score of active-avoidance coping than other levels of education. The relationship was
found to be statistically significant, where P=0.000. The women married at the age 20 to less than 30 years have
high score of active-avoidance coping more than women married at others ages, where there was statistically
significant difference P=0.033. On the other hand, no statistically significant differences were found between
age, occupation, current residence, type of family, family income, duration of marriage and active-avoidance
coping. In relation to active-confronting coping, the women have university education have high mean score of
active-confronting coping than other levels of education, where there was statistically significant difference
P=0.014. The women married at age 30 years or more have high score of active-confronting coping more than
women married at others ages, where there was statistically significant difference P=0.006. On the other hand,
no statistically significant differences were found between age, occupation, current residence, type of family,
family income, duration of marriage and active-confronting coping. Concerning passive-avoidance coping, there
was statistically significant difference between age, level of education, occupation, residence, age at marriage
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and passive-avoidance coping (P=0.001, P=0.001, P=0.022, P=0.003 & P=0.000 respectively). While no
statistically significant differences were found between type of family, family income, duration of marriage and
passive-avoidance coping. Regarding meaning-based coping, there was statistically significant difference
between age, level of education, occupation, residence, age at marriage, duration of marriage and meaning-
based coping (P=0.000, P=0.000, P=0.000, P=0.000, P=0.000 & P=0.004 respectively). While no statistically
significant differences were found between type of family, family income and meaning-based coping.

Table (6) shows relationship between studied infertile women's infertility history and their coping
strategies. Regarding type of infertility, the women with primary infertility have significantly higher mean of
using active avoidance coping (4.7941+2.883) than women with secondary infertility (3.969+2.254). On the
other hand, the women with secondary infertility have higher means of using active-confronting, passive-
avoidance and meaning-based coping (12.578+4.234, 8.453+0.890 &10.953+3.083 respectively) compared to
the women with primary infertility (11.007+5.393, 7.632+1.381 & 9.059+3.281 respectively). There was a
statistically significant difference between active avoidance, active-confronting, passive-avoidance, meaning-
based coping and type of infertility, where (P=0.045, P=0.042, P=0.000 & P=0.000 respectively). In relation to
duration of infertility, the women with duration of infertility 6 years or more have higher mean of using passive
avoidance coping (8.467+0.894) than the women with other duration (7.435+1.340 & 8.086+1.294).While the
women with duration of infertility 3 to less than 6 years have higher mean of using meaning-based coping
(10.486+3.434) than the women with other duration (9.259+3.259 & 9.156+3.126). There was a statistically
significant difference between passive-avoidance, meaning-based coping and duration of infertility, where
(P=0.000& P=0.037 respectively). Considering cause of infertility, the women with unexplained cause of
infertility have higher mean of using active avoidance coping (7.143+2.673) than the women with other cause of
infertility. On the other hand, the women with infertility caused by male and female factors have higher mean of
using active-confronting, passive-avoidance and meaning-based coping (13.923+4.931, 8.885+0.326 &
11.923+2.607 respectively) than the women with other infertility cause. There was a statistically significant
difference between active-avoidance, active-confronting, passive-avoidance, meaning-based coping and the
cause of infertility, where (P=0.023, P=0.048, P=0.000 & P=0.000 respectively).

Table (7) explains relationship between studied infertile women's socio-demographic characteristics
and their total score of quality of life. The younger women aged less than 20 years have significantly lower
mean of total score of quality of life than the older women (P=0.030). The women with University education
have significantly higher mean of quality of life than the women with other level of education (P= 0.000). The
working women have significantly higher mean quality of life 67.770+ 16.602 than housewives women 58.442+
15.465 (P=0.025). The women lived in urban areas have significantly higher mean of quality of life 65.186+
13.522 than the women lived in rural areas 56.035+ 16.077, where P=0.000. In addition, the women with
enough family income and can save from it have significantly higher mean quality of life (P=0.002). On the
other hand, type of family, age at marriage and duration of marriage have no statistically significant difference.

Table (8) shows relationship between studied infertile women's infertility history and their total score
of quality of life. The women with secondary infertility obtained significantly higher mean score of quality of
life 63.966+ 16.049 than the women with primary infertility 57.215+ 15.252, where (P= 0.006). and the women
with infertility caused by male factor obtained significantly higher mean score of quality of life than the women
with other cause of infertility, where (P=0.000). On the other hand, the duration of infertility has no statistically
significant difference.

Table (9): presents correlation between coping strategies and total score of quality of life of studied
infertile women. Active-avoidance coping was found to be negatively correlated with active-confronting coping,
passive-avoidance coping, meaning-based coping and total quality of life (r= -0.524, r=-0.180, r=-0.168 & r= -
0.435 respectively). Active-confronting coping was found to be positively correlated with passive-avoidance
coping and total quality of life (r=0.198 & r= 0.205). Passive-avoidance coping was found to be positively
correlated with meaning-based coping and total quality of life (r=0.320 & r=0.317). Meaning-based coping was
found to be positively correlated with total quality of life (r=0.598). Total quality of life was found to be
positively correlated with active-confronting, passive-avoidance and meaning-based coping, while it was found
to be negatively correlated with Active-avoidance coping. Total quality of life was significantly correlated with
all the coping strategies.
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Table (1) Distribution of studied infertile women according to their socio-demographic characteristics

Socio-demographic characteristics N=200 %
Age (years):

<20 20 10.0
20- 30 89 44.5
30-40 70 35.0
40 or more 21 10.5
Mean & SD 28.96+6.85

Level of education:

Illiterate/read & write 72 36
Primary/ preparatory 42 21
Secondary 60 30
University 26 13
Occupation:

Housewife 180 90
Working 20 10
Current residence:

Rural 128 64
Urban 72 36
Type of family:

Nuclear 113 56.5
Extended 87 43.5
Family income:

Enough &can save from it 6 3
Only enough 136 68
Not enough 58 29
Age at marriage (years):

<20 67 335
20-30 108 54.0
30 or more 25 12.5
Mean & SD 22.3045.38

Duration of marriage (years):

1-10 152 76.0
10 or more 48 24.0
Mean & SD 6.44+4.80

Table (2) Distribution of women according to their infertility history

Infertility history N=200 %
Type of infertility:

- Primary infertility 136 68.0
- Secondary infertility 64 32.0
Duration of infertility (years):

1-3 84 42.0
3-6 70 35.0
6 or more 46 23.0
Cause of Infertility

- Female factor 134 67.0
- Male factor 32 16.0
- Both (male & female) 27 135
- Unexplained 7 03.5
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Table (3) Distribution of studied infertile women according to their coping strategy based on COMPI coping
strategy scales

The COMPI coping strategy scales N=200 %
Active-avoidance coping

- Low use (from 0 to less than 4) 82 41.0
-Moderate use (from 4 to less than 8) 88 44.0
-High use (from 8 to 12) 30 15.0
Mean & SD 4.530+2.720
Active-confronting coping

-Low use (from 0 to less than 7) 41 20.5
-Moderate use (from 7 to less than 14) 85 425
- High use (from 14 to 21) 74 37.0
Mean & SD 11.510+5.094
Passive-avoidance coping

- Low use (from 0 to less than 3) 0 0.00
- Moderate use (from 3 to less than 6) 7 35
- High use (from 6 to 9) 193 96.5
Mean & SD 7.895+1.301
Meaning-based coping

- Low use (from 0 to less than 5) 13 6.5
- Moderate use (from 5 to less than 10) 92 46.0
- High use (from 10 to 15) 95 47.5
Mean & SD 9.665+3.331

Table (4) Distribution of studied infertile women according to their quality of life based on FertiQoL scores

Quiality of life Mean & SD
Core FertiQoL:

- Emotional 58.833+23.210
- Mind/body 61.799+20.904
- Relational 69.779+20.994
- Social 66.712+18.836
Treatment FertiQoL:

- Environment 41.209+15.085
- Tolerability 56.489+25.042
Total quality of life (FertiQoL) 59.375+15.790
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Table (5) Relationship between studied infertile women's socio-demographic characteristics and their coping

strategies
Socio-demographic Active-avoidance | Active- Passive-avoidance | Meaning-based
characteristics coping confronting coping coping
coping

Mean & SD Mean & SD Mean & SD Mean & SD
Age (years):
<20 3.900+2.990 10.550+5.951 7.000+0.858 7.700+2.386
20- 30 4.629+2.838 11.573+4.880 7.787+1.519 10.101+3.012
30-40 4.400+2.293 11.686+5.038 8.257+0.912 10.514+3.513
40 or more 5.143+3.260 11.571+5.582 8.000+1.342 6.857+2.651
F(P) 0.804(0.493) 0.267(0.849) 5.575(0.001) 10.676(0.000)
Level of education:
Illiterate/read & write 4.923+2.226 8.689+3.807 8.116+1.345 9.246+3.283
Primary/ preparatory 6.089+3.059 11.385+4.262 8.539+ 0.859 8.000£2.558
Secondary 3.971+2.717 12.507+5.522 7.617+1.166 9.500+2.955
University 3.833+2.141 12.533+5.057 7.556+1.439 14.039+1.216
F(P) 6.897(0.000) 3.628(0.014) 6.077(0.001) 26.411(0.000)
Occupation:
Housewife 4.406+2.715 11.628+5.245 7.839+1.325 9.294+3.206
Working 5.650+2.560 10.450+3.364 8.400+.940 13.000+2.534
T (P) 2.049(0.052) 0.981(0.328) 2.415(0.022) 6.026(0.000)
Current residence:
Rural 4.472+2.788 11.441+5.351 7.701+1.353 8.906+3.203
Urban 4.630+2.611 11.630+4.647 8.233+1.137 10.986+3.151
T(P) 0.394(0.694) 0.252(0.801) 2.969(0.003) 4.469(0.000)
Type of family:
Nuclear 4.759+3.068 11.071+5.067 8.054+1.214 9.991+3.240
Extended 4.239+2.181 12.068+5.103 7.693+1.384 9.250+3.418
T (P) 1.343(0.180) 1.375(0.171) 1.928(0.055) 1.557(0.121)
Family income:
Enough &can save from it 6.000+4.382 13.500+8.216 9.000+0.000 11.000+3.286
Only enough 4.504+2.679 11.183+5.120 7.861+1.220 9.891+3.026
Not enough 4.439+2.626 12.088+4.638 7.860+1.505 8.983+3.930
F(P) 0.914(0.402) 1.109(0.332) 2.260(0.107) 2.012(0.136)
Age at marriage (years):
<20 4.567+3.021 10.254+5.264 7.328+1.561 8.776+2.833
20-30 4.806+2.470 11.713+5.044 8.194+1.045 10.583+3.262
30 or more 3.240+2.634 14.000+3.808 8.120+1.054 8.080+3.730
F(P) 3.456(0.033) 5.332(0.006) 10.507(0.000) 10.177(0.000)
Duration of marriage
(years):
1-10 4.487+2.728 11.724+5.022 7.803+1.391 10.046+3.411
10-20 4.667+2.716 10.833+5.313 8.188+.915 8.458+2.767
T(P) 0.399(0.691) 1.025(0.308) 1.797(0.074) 2.933(0.004)

F (P): ANOVA- test & P for ANOVA test T (P): T-test & P for T-test

*: Significant at P <0.05

Table (6) Relationship between studied infertile women's infertility history and their coping strategies

Active-avoidance Active-confronting | Passive-avoidance Meaning-based
Infertility history coping coping coping coping

Mean & SD Mean & SD Mean & SD Mean & SD
Type of infertility:
- Primary infertility 4.7941+2.883 11.007+5.393 7.632+1.381 9.059+3.281
- Secondary infertility 3.969+2.254 12.578+4.234 8.453+0.890 10.953+3.083
T(P) 2.018(0.045) 2.051(0.042) 4.345(0.000) 3.881(0.000)
Duration of infertility (years):
1-3 4.094+2.186 11.447+5.060 7.435%+1.340 9.259+3.259
3-6 4.871+3.248 11.929+4.849 8.086+1.294 10.486+3.434
6 or more 4.822+2.674 10.978+5.570 8.467+0.894 9.156+3.126
F(P) 1.921(0.149) 0.486(0.616) 11.502(0.000) 3.360(0.037)
Cause of infertility
- Female cause 4.649+2.816 11.343+5.188 7.672+1.386 8.791+£3.279
- Male cause 4.000+1.677 10.697+4.908 8.030+1.104 11.758+2.538
- Male & female cause 3.885+2.930 13.923+4.931 8.885+0.326 11.923+2.607
- Unexplained cause 7.143+2.673 9.571+0.535 7.857+1.069 8.143+1.069
F(P) 3.252(0.023) 2.677(0.048) 7.040(0.000) 14.258(0.000)

F (P): ANOVA- test & P for ANOVA test T (P): T-test & P for T-test

*: Significant at P <0.05
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Table (7) Relationship between studied infertile women's socio-demographic characteristics and their total score

of quality of life

Socio-demographic characteristics Total quality of life

Mean & SD FP) /T (P)
Age (years):
<20 50.571+12.637 F(P)
20- 30 61.120+13.793 3.044(0.030)
30-40 60.597+16.432
40 or more 55.525+21.885
Level of education:
Illiterate/read & write 58.699+15.324 F(P)
Primary/ preparatory 52.320+16.119 9.905(0.000)
Secondary 59.908+13.578
University 72.150+13.868
Occupation:
Housewife 58.442+15.465 T(P)
Working 67.770+16.602 2.400(0.025)
Current residence:
Rural 56.035+16.077 T(P)
Urban 65.186+13.522 4.295(0.000)
Type of family:
Nuclear 61.238+14.846 T(P)
Extended 57.003+16.701 1.868(0.063)
Family income:
Enough &can save from it 68.400+11.283 F(P)
Only enough 61.460+16.192 6.586(0.002)
Not enough 53.414+13.503
Age at marriage (years):
<20 60.196216.757 F(P)
20-30 58.796+16.535 0.166(0.847)
30 or more 59.676+8.532
Duration of marriage (years):
1-10 60.032+15.853 T(P)
10-20 57.296+15.568 1.057(0.294)

F (P): ANOVA- test & P for ANOVA test
T (P): T-test & P for T-test
*: Significant at P <0.05

Table (8) Relationship between studied infertile women's infertility history and their total score of quality of life

Infertility history

Total quality of life

Mean & SD F(P) /T (P)
Type of infertility:
- Primary infertility 57.215+15.252 T(P)
- Secondary infertility 63.966+16.049 2.819(0.006)
Duration of infertility (years):
1-3 60.225+15.979
3-6 58.149+15.995 F(P)
6 or more 59.678+15.333 0.340(0.712)
Cause of Infertility
- Female cause 54.831+15.771 F(P)
- Male cause 70.657+9.099 14.409(0.000)
- Both (male & female) cause 68.112+13.029
- Unexplained 60.729+10.637

F (P): ANOVA- test & P for ANOVA test

T (P): T-test & P for T-test
*: Significant at P <0.05
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Table (9): Correlation between coping strategies and total score of quality of life of studied infertile women

Active-avoidance Active- Passive-avoidance | Meaning-based | Total quality
coping confronting coping coping of life
coping

r(p) rp) rp) _ rp) rp)
Active-avoidance -0.524 -0.180 -0.168 -0.435
coping 1 (0.000) (0.011) (0.018) (0.000)
Active- -0.524" 1 0.198" -0.072 0.205
confronting (0.000) (0.005) (0.310) (0.004)
coping
Passive-avoidance | -0.180 0.198" 1 0.320" 0.317"
coping (0.011) (0.005) (0.000) (0.000)
Meaning-based -0.168" -0.072 0.320" 1 0.598"
coping (0.018) (0.310) (0.000) (0.000)
Total quality of | -0.435" 0.205 0.317 0.598" 1
life (0.000) (0.004) (0.000) (0.000)

r (P) Pearson correlation test & P for r test * Correlation is significant at the P < 0.05 level (2-tailed)

V.  Discussion

Despite the evidences of negative impacts of infertility on the couples, more attention is usually paid by
the attending health care provider to investigations and treatment rather the complete care of the patients.
Couples can manage the infertility crisis by using coping strategies during the diagnosis and treatment of
infertility. Coping with infertility during diagnosis and treatment positively affects the health status of the
couples involved. ® 29 Since infertility has been known to adversely affect the mental and social health of
infertile couples, the assessment of quality of life has become as important as the treatment of infertility. ¢ %8
Quality of life evaluation allows the understanding of the impact of health conditions or interventions on the
patient from a broad perspective; not only the morbidity and mortality, but also the emotional symptoms.
Infertility has been shown to impact negatively on the quality of life of women affected by it. @ 3% Coping with
infertility is important in order to maintain and/or improve the patient's quality of life. Therefore, this study
aimed to assess coping strategies and quality of life among infertile women.

The present study revealed that the infertile women used passive avoidance coping more frequently
than other forms of coping strategies (such as active-avoidance, active-confronting or meaning-based coping),
while they used active-avoidance coping less frequently than other forms of coping strategies (table 3). The
infertile women who used passive-avoidance coping hoped for things such as a miracle or felt that the only thing
they could do was wait. As well as they have fantasies and wishes about how things might turn out. This finding
may be due to that the infertile women in this study perceived less control over their infertility condition.
Furthermore, Egyptian culture considers infertility as a social stigma and infertile women try to avoid the
condition.

This present study result is supported by Aflakseir A & Zarei M (2013) © and Pottinger A et al (2006)
) studies. The first revealed that the infertile women had highest score on passive-avoidance coping and the
lowest score on active-avoidance. The second revealed that the hoping for a miracle and fantasizing about the
outcome were the strategies most commonly used by more than 75% of infertile women (passive-avoidance
coping). It also revealed that the least reported strategy was ‘avoiding being around pregnant women or
children (active-avoidance coping).

This result is partially similar to the results of at least three other researches. First, Yilmaz T and Oskay
U (2016) ©® who found that the infertile women had highest score on passive-avoidance coping and the lowest
score on meaning—based coping. Second, Peterson B et al (2011) ¥ who found that the infertile women had
highest mean score on active-confronting coping (16.1+3.7), while the lowest mean score on active-avoidance
coping (5.8+1.9). Third, Peterson B et al (2008) ®® who reported that the infertile women had highest mean
score on active-confronting coping (16.06+3.67), while the lowest mean score on active-avoidance coping
(6.98+2.27). On the other hand, the present result contradicts Yazdani F et al (2016) ©® in Iran who reported that
the infertile women used avoidance coping strategy less than other coping strategies in facing infertility
problems.

The results of the current study revealed that there are significant differences between level of
education and coping strategies, where the infertile women with higher educational level used active-
confronting coping strategy and meaning-based coping strategy significantly more than the women with low
educational level. While the infertile women with low educational level used active and passive-avoidance
coping strategies significantly more than the women with higher educational level (table 5). This finding may be
attributed to the fact that highly educated women are more prone to use problem-focused approaches, such as
doing something regarding a problem, outlining the cause, thinking through the situation and looking for

(32
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information. In higher educated women, relatively high levels of intellectual function are related to positive
health-related behaviors and can result in assuming more adaptive coping strategies.

A similar result was observed in Roohafza H et al (2009) ©“research, they did investigate the
association of socioeconomic status and life-style factors with coping strategies in Isfahan Healthy Heart
Program, Iran. They found that there was a positive relation between high education level and adaptive coping
strategies and a negative relation between low education level and mal-adaptive coping strategies.

On the other hand, the same result contradicts to the results of at least three other researches. First,
Vinitha D et al (2015) ®® who suggested that there is no significant difference between coping strategies used by
the infertile women and their level of education. Second, Lykeridou K et al (2011) ®® who reported that women
of low education used higher levels of active-confronting coping than women of high education (F = 7.997, P <
0.001). They also added that women of low education used passive avoidance coping more than women of high
education. However, this difference was marginally statistically significant (P = 0.051). Third, Schmidt et al
(2005) ® who observed that the women from higher social class and level of education used significantly less
active-confronting coping and less meaning-based coping when compared with the women from the lowest
social class and level of education. Schmidt et al rationalize their findings by the fact that their measure of
active-confronting coping strategy included items about seeking infertility-related information. They added that
women of higher education had a lower score of active-confronting coping because they might be more
informed before starting infertility treatment. ¢V

The present study results revealed that there was statistically significant differences between age at
marriage, type of infertility, causes of infertility and the four coping strategies, while there was statistically
significant differences between age, occupation, residence, duration of infertility and two coping strategies
namely passive-avoidance and meaning-based coping. On the other hand, there were no significant differences
between types of family, family income, duration of marriage coping strategies (table 5 & 6). In this respect,
Vinitha D et al (2015) ®® suggested that there is a significant difference in coping strategies used by the infertile
women with type of family (P=0.01). They add no significant difference was found with other variables such as
age, education, occupation, religion, family income and duration of infertility in years. Lykeridou K (2011) ©
also reported that there was no significance association between age, medical characteristics and coping
strategies.

The present study results revealed that the infertility reduces quality of life, where the infertile women
had lower total mean score of quality of life 59.375+15.790, with higher relational subscale and lowest
environment subscales (table 4). This is expected since infertile women are more likely to be under pressure
from their husbands and relatives. They may also have fears of separation from their husbands or their husbands
marrying other wives. This reflects in the poorer scores for these women due to the premium that is placed on
childbearing relationship in this part of the world. This explanation supported by two studies which stated that
infertility and its treatments have a significant negative impact on a person’s quality of life. It has many
psychological effects as depression, anxiety, social isolation and deprivation, marital instability, loss of self-
esteem and self-confidence, loss of gender identity, loss of control, and feeling of self-blame and guilt that
subsequently lead to low quality of life. “% 4V

This present study result is supported by Maroufizadeh S et al (2017) “? who found that the total core
quality of life was 62.6+£16.9, and the total treatment quality of life was 58.4+12.9, which indicated that the
women had the lowest overall quality of life. In addition, this finding is also in agreement with the results of
another study done by Masoumi S et al (2016). “ They concluded that the fertile women obtained higher mean
scores in all dimensions of quality of life compared to the infertile ones. Similar results are found by Xiaoli S et
al (2016) “? who found that the infertile women had significantly lower overall and comprehensive quality of
life scores compared with fertile one. In addition, this result is in accordance with the findings of Esmaeilzadeh
S et al (2015). “*® They found that the fertile and infertile women had worse overall quality of life, where the
mean score was 61.2+10.0 & 61.8+9.6 respectively. There was no significant difference in the mean scores in
overall quality of life between the fertile and infertile women. They added that the fertile group had higher
chance of higher (better) score in overall score domain of quality of life scale than the one that experienced
infertility. Esmaeilzadeh S et al explained their result by the quality of life in fertile group is considered to have
been affected by such factors as difficulties due to child care, such as fatigue and insomnia. “ Also, Sut H and
Kaplan P (2015) “© reported that infertility negatively affected the emotional status of women, and it negatively
affected the mind-body status according to the core FertiQoL scores. They added that the average total score of
quality of life was 66.0 +14.5. This same present study result agrees with the results of at least three other
researches. 7449

On the other hand, this result contradicts the results of at least four other studies: First, Parnian R et al
(2017) ®® who found that the infertile women had better quality of life, with total mean score 88.22+13.75. They
add that there was no statistically significant differences in the total mean score of quality of life between fertile
and infertile women. Second, Amiri M et al (2017) ®® who found that fertile women’s quality of life score was
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not significantly different from that of the infertile women. Third, Norani et al (2012) ®® who found that,
although the fertile women had slightly higher scores in all areas of quality of life, there were no statistically
significant differences between the two groups in any of the aspects of quality of life. Fourth, Onat G & Beji N
(2012) ® who found that the mean score of quality of life of the infertile women was higher than the fertile
women, but it was not a statistically significant difference. They concluded that infertility did not have a
negative impact on quality of life of infertile women. The difference between the quality of life of women in this
study with other studies may be due to cultural, social, and economic differences in other societies, which can
affect quality of life of people.

The present study revealed that the younger infertile women aged less than 20 years had significantly
lower mean score of total quality of life than the older one (table 7). This was expected since younger infertile
women had lesser life experience and lack of development of strategies to cope with the infertility problems
compared to older one. Furthermore, older women who had a longer history of infertility might be able to cope
with their infertility situations in a better way because they had had more infertility related experiences. This
result is similar to the results of Rashidi B et al (2008) ®* they found that younger age was a significant
predictor for poorer mental health-related quality of life but not for physical health related quality of life. On the
contrary, the study of Aduloju O et al (2015) ®® in Ado-Ekiti, Nigeria revealed that the younger age group
obtained the lowest scores in all four domains of quality of life, but no significant difference was found. Also,
the study of Karabulut A et al (2013) ®® in Denizli, Turkey revealed that the age group itself did not result in
differences except in the relational domain of the core subscale, and the environment domain of treatment
subscale. Although younger women feel the effect of infertility in their relationship more intensely (relational
domain), a younger age did not create any difference in overall quality of life.

In this respect, the present study revealed that the highly educated infertile women had significantly
higher mean score of total quality of life compared to low educated one. This finding is in accordance with
Rashidi B et al (2008) ® who found that lower educational level was a significant predictor of the poorer
health-related quality of life, both physical and mental health. This may be due to that highly educated infertile
women would feel less stigmatized as compared to those with low education. Unlikely, Aduloju O et al (2015)
%) and Karabulut A et al (2013) ®® reported that the women with primary infertility and higher education had
lower total score of quality of life.

The present study revealed that the working infertile women had significantly higher mean score of
total quality of life compared to housewives one. A similar result was observed in Aduloju O et al (2015) ©®
research, they reported that unemployed infertile women and their husbands had significantly lower total scores
of quality of life. The current finding also agrees with that of Heredia et al (2013) *® who reported lower quality
of life for infertile women who are unemployed. This may be due to the demand of the jobs in women who are
working could make them to disregard or not to remember their infertility problems at such times, and thus
implies a better quality of life. Employment status also reflects on the family income and when both women and
husbands are employed, it means a higher family income and better quality of life. ©®

The present study results revealed that the infertile women who live in urban areas had significantly
higher mean score of total quality of life compared to those who live in rural areas. The finding of the present
study is in accordance with Dong Y & Zhou F (2016) study which revealed that infertile couples resided in rural
areas had considerably lower quality of life scores than those from urban residents. ©”

The present study results revealed that the women with primary infertility had significantly lower mean
of total score of quality of life than those with secondary infertility (table 8). This is expected since being a
mother or even being pregnant increases the social respectability of the woman. Therefore, already having a
baby probably decreases infertility related problems and leads to an increase in total quality of life score. On the
other hand, childless brings about social isolation and decreased tolerability to treatment in women with primary
infertility. This result is in agreement with Aduloju O et al (2015) ®® and Karabulut A et al (2013) ©®
researches. They reported that primary infertility has a negative impact on total quality of life scores.

The present study results revealed that no statistically significant difference between the duration of
infertility and the total score of quality of life (table 8). This finding is in accordance with Rashidi B et al (2008)
64 who found that the duration of infertility was not significant predictors of poorer health-related quality of
life. In contrast, Aduloju O et al (2015) ®® and Karabulut A et al (2013) ©® found that total quality of life was
shown to decrease with prolonged duration of infertility. Also Dillu R et al (2013) ®® suggested that the level of
quality of life of female partners is dependent upon the duration of infertility.

The present study results revealed that the women with female cause of infertility had significantly
lower total score of quality of life than those with other infertility causes (table 8). This may be due to the fact
that the women with female infertility causes are blamed (or sometimes they take the blame) more frequently for
the couple's infertility and thus, the stigma associated with such blaming (regardless of the diagnosis) causes
more distress and deteriorations in quality of life in infertile women. This present study result is supported by
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Parnian R et al (2017) ®” study. They reported that there was a negative and significant correlation between
quality of life and the female cause of infertility. On the other hand, Rashidi B et al (2008) 4 found that health-
related quality of life was better in couples with male factor infertility or both male and female infertility factor.
However, the multivariate analysis showed that causes of infertility was not significant predictors of poorer
health-related quality of life

The present study results revealed that the total quality of life was found to be positively significant
correlated with active-confronting coping, passive-avoidance coping and meaning-based coping, while it was
found to be negatively significant correlated with active-avoidance coping (table 9). This may be attributed to
that coping has been found to be an important factor closely associated with quality of life. Effective coping
strategies play an essential role in maintaining one's physical and psychological wellbeing when dealing with
infertility stressors. Effective coping helps to lessen stress, resolve uncomfortable feelings, preserve ability to
effectively function in relationships and maintain a positive self-concept that promotes good quality of life. ©*

VI.  Conclusion

Based on the findings of this study, it can be concluded that the infertile women used passive
avoidance coping more frequently than other forms of coping strategies (such as active-avoidance coping,
active-confronting coping or meaning-based coping), while they used active-avoidance coping less frequently
than other forms of coping strategies. Moreover, the infertile women obtained lower total mean score of quality
of life, this indicate that infertility reduces quality of life. In addition, the total quality of life was found to be
positively significant correlated with active-confronting coping, passive-avoidance coping and meaning-based
coping, while it was found to be negatively significant correlated with active-avoidance coping.

VII.  Recommendation

Based on the findings of the present study, the following recommendations are suggested:

1. Psych-educational programs to educate the infertile women and their families about adaptive and
maladaptive way of coping with infertility problems.

2. Educational programs should be carried out for nurses to provide them with essential information regarding
infertility coping strategies and counseling infertile women.

3. Nurses should be assessed the coping strategies used by infertile women and educate them to promote the
use of appropriate coping strategies to enhance quality of life.

4. Further researches should be done to comparative quality of life in infertile and fertile women
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