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ABSTRACT

The main purpose of the study is to investigate effects of a group psychological
intervention program which combined psychoeducation, couple relationship
enrichment and mindfulness for infertility treatment patients. This 4-week long
program aimed at bringing about the change in anxiety levels, coping strategies
and marital satisfaction of couples undergoing infertility treatment. Changes in
these variables for both partners were assessed through State-Trait Anxiety
Scale, Martial Satisfaction Scale and COPE-R Scales. Study was performed with
groups in Istanbul and Eskisehir. Six couples completed group sessions in 3-
week period and these variables were measured before the first session and after
the last session of the program. As the control group, six couples with infertility
diagnoses completed questionnaires during their new 3 week treatment waiting
time which is after doctor appointment and before starting new treatment
procedures. The intervention group were found to report lower anxiety levels
and higher marital satisfaction after 4 sessions when compared to the results of
post-test scales of control group participants. Also results showed that usage of
unhealthy coping mechanism was decreased for intervention group patients.

Key words: Infertility, IVF, Coping Mechanisms, Anxiety, Marital Satisfaction
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OZET

Gergeklestirilen caligmanin ana amaci1 psikoegitim, ¢ift iligkisi
giiclendirme aktiviteleri ve farkindalik ¢aligmalarini birlestirerek olusturulan
psikolojik grup miidahale programinin infertilite tedavisine devam eden hastalar
tizerindeki etkilerini incelemektir. 4 hafta siiren programda amacglanan kaygi
seviyelerinde, basa ¢ikma stratejilerinde ve evlilik doyumunda etki
olusturabilmekti. Bu degiskenlerdeki degisiklikler Durumluk — Siirekli Kaygi
Envanteri, Evlilik Doyum Olcegi ve Basa Cikma Tutumlar1 Slcekleri ile
miidahale ve kontrol grubuna katilan kadin-erkek tiim katilimcilar igin
dlciilmiistiir. Calisma Istanbul ve Eskisehir’de gerceklestirilmistir. Alt1 ¢ift iic
haftalik bir donem igerisinde grup oturumlarini tamamlamistir. Belirtilen
degiskenler ilk oturum 6ncesinde ve son oturum sonrasinda belirlenen dlgeklerle
Ol¢iilmiistiir. Kontrol grubu olarak, alt1 infertil tanil ¢ift 6lgekleri yeni bir tedavi
baglangic1 Oncesindeki bekleme doneminde; doktor randevusu sonrasinda ve
tedavi baglangici 6ncesinde yine ii¢ haftalik bir siirecte tamamlamistir. Miidahale
grubu katilimeilar1 4 oturum sonrasinda kontrol grubu katilimcilar ile
karsilagtirildiklarinda daha diisik kaygi seviyesine sahip olduklar
raporlanmistir. Ayrica sonuglara gore sagliksiz basa ¢ikma mekanizmalarinin
kullanim1 miidahale grubu katilimcilarinda diislis gostermistir.

Anahtar Kelimler: Infertilite (kisirlik), Tiip Bebek Tedavisi, Basa Cikma
Tutumlarr , Kayg, Eviilik Doyumu



1- INTRODUCTION

1.1 INFERTILITY

Approximately 80 million people are having problems related to infertility.
Prevalence rates differ according to countries but it is estimated to be between 10%
and 15% (Boivin, Bunting, Collins, & Nygren, 2007). Infertility is not being able
to have a viable pregnancy after having unprotected and steady sexual intercourse
for 12 months (Watkins and Baldo,2004). There are primary and secondary
infertility. Primary infertility means couples who do not experience a viable
pregnancy once whereas secondary infertility means having infertility problems
after having a viable pregnancy before (Sami and Ali, 2006). Some of the researches
showed that infertility prevalence is a little higher in low income environments.
Lack of social, financial and medical resources are the main reason of this
prevalence. There is not any clear distinction in infertility for gender and ethnicity
(Watkins and Baldo,2004).

Infertility is not a life threatening illness but it has negative effects on
individuals, couples, families and society (Kirca and Pasinlioglu, 2013). One of the
first studies about infertility and its psychological effects is performed by Freeman
and colleagues (1985). In the study, 200 couples were interviewed after consultation
of IVF treatment and half of the women and 15% of men claimed infertility as “the
most upsetting experience of their lives” (Freeman, Boxer, Rickels, Tureck, &
Mastroianni,1985).

There are different kinds of infertility treatments. Mostly used treatments
are hormonal monitoring, in-vitro fertilization (IVF) and Intrauterine Insemination
(IUI) (Cwikel, Gidron, & Sheiner, 2004). Diagnosis, treatment decisions,
treatments and possible outcomes cause financial and psychological stress for
couples (Cwikel et al., 2004). A wide variety of research has been conducted to

understand physical, financial, relational and interpersonal consequences of



infertility diagnosis and treatments on individuals and couples (Kirca and

Pasinlioglu, 2013).

1.2. INFERTILITY IN TURKEY

Like many other countries, Turkey is also dealing with high rates of
infertility. Artificial reproduction techniques (ART) are one of the fastest
developing health services in recent years and Turkey became a popular destination
in ART related health tourism because of the high success rates and highly
developed genetic testing for embryos. Prevalence rates are changing between 10%
to 20% worldwide but according to the study of Sarac and Koc (2017), in Turkey
infertility rates declined between 1993 and 2013 from 15.0% to 8.1% respectively.
On the other hand, the rate of women who have used ART (artificial reproduction
techniques) at least once in their life increased from 2008 to 2013 from 1.9% to
4.2%.

In the Turkish culture, the importance of being a mother is emphasized more
compared to western cultures. Becoming a mother and becoming a father is an
important motivation for getting married and having a child is seen as the most
important aspect in the marriage (Arslan-Ozkan, Okumus, & Buldukoglu, 2014).
When newly married couples are not able to have a child, mostly the woman is
accused of being ill (Kili¢, Apay, & Beji, 2011). Giiz and colleagues (2003) stated
that infertile women in Turkey claim that they experience negative reactions like
being accused, despised or pitied. They try to find alternative ways like nostrums
which means using herbal teas, going to prayers or trying other superstitious
remedies. They tend to hide the infertility problem and postpone going to medical
doctors (Kilig et al., 2011). With the development in ART industry, preference of
medical doctors has been increasing in rural and urban areas (Kilig et al., 2011).

Based on the cultural properties, some outcomes are seen in studies in
Turkey. In the study of Boz and Okumus (2017); analysis of diaries of women who
started infertility treatment are made and some outcomes related to culture are

reported. Religiosity is a distinctive concept in the analysis. In the diaries, it is seen



that most of the women see infertility as a test coming from God and hope for help
from God. Another important outcome related to culture is about how infertile
women believe others see them. As a result of cultural properties, fertility is like an
identity issue for women in Turkey and without it Turkish women believe that they
cannot fulfil their role in the society and others see this as a defection (Boz et al.,
2017).

Importance of cultural factors on how infertility can effect couples can be
seen in a study from Denmark (Van Rooij, Van Balen, & Hermanns, 2007). In the
study, Turkish and Dutch infertile couples who are living in Denmark are compared
about their infertility-related stress. Results showed that Turkish women have
significantly higher levels of depression when compared to Dutch women. It is
stated that cultural values are dominant even couples are not living in their country
of origin. This is also reported as an evident for strength of cultural values (Van
Rooij et al.,2007).

As mentioned before, Turkey is one of the popular destination in health
tourism and especially in infertility-related treatments. Development of ART
industry has been supported by governments in Turkey since 2005. According to
Sara¢ and Kog (2017); one of the most important supports is state health insurance
for two treatment cycles. The government started to cover expenses of the first two
treatment cycles of couples with state health insurance. The first positive outcome
of this support is the increased availability and affordability of treatment cycles
because of the decrease in financial burden for couples. The next important outcome
is the change in the perception of infertility treatments in the community. Having
more information about treatments and being able to reach clinics easily helped
community to understand infertility treatments better (Sarac & Koc, 2017).

While thinking about interventions for infertile couples especially during
the treatment process, Turkish laws should be considered. In the clinics in Turkey,
there are some important laws; only married couples can start ART treatments,
donor usages are prohibited, using surrogate mother is not an option. With these
rules, options of couples are limited so that treatment failures are important factors

in psychological well-being (Yilmaz & Oskay, 2016). By knowing these



limitations, couples experience stress and anxiety in high levels because of the fear
of not conceiving with the offered services. Because of that, psychological

outcomes should have a priority within these intense circumstances.

1.3 COUPLE RELATIONSHIP AND INFERTILITY

From the beginning of their relationship, couples have some shared dreams
for their life together. Having a baby and becoming a parent is one of them.
Infertility is an important setback for this shared dream and this reality has
important consequences for the couple relationship.

Each partner has their own way in this process and this can sometimes make
everything harder for the couples. Couples can become out of synch during this
process (Diamond, 1999). Different studies have been conducted to understand the
effects of infertility on the couple’s relationship. In their systematic review, Luk
and Loke (2015) looked into 20 studies and found that four aspects of couples lives
are affected during the infertility diagnoses and treatment. These aspects are
psychological well-being, marital relationship, sexual relationship and quality of
life. In the reviewed studies, they saw that depression and anxiety is a problem for
especially women. A study in Ghana revealed that 60% of infertile women suffer
from depression or anxiety attacks after IVF failures. This high number is explained
by the importance of being a mother in Ghana and how social status is connected
to motherhood in the culture. Psychological well-being of women which means not
being so anxious, having high quality of life, not being depressive in a destructive
way is very similar in eastern cultures in the study but similar numbers are also seen
in Italy and Poland as a western culture (Luk and Loke, 2015). There are only a few
studies about the psychological well-being of the male partners but results showed
that their well-being is connected to women especially in eastern cultures.
Depression and anxiety rates are high and this showed that male partners should
also be included in psychological support programs during infertility treatment

(Luk and Loke, 2015).



Infertility cannot be described as an individual problem, it is experienced by
both partners and both of the partners are affected deeply. In the review of online
community journals which was done by Billett in 2019, it has been seen that women
mostly see themselves as doing the hard work during the treatment when men are
doing just a little. This perception is one of the core points of couples’ problems
after the infertility diagnoses. Being able to create a shared meaning is vital to
protect the relationship during this crisis. According to Billett (2019); a partner’s
support is important in various challenges in life because it has a power for dealing
efficiently and creatively in difficult circumstances.

Dooley and colleagues (2014) stated that low marital satisfaction is a
predictor for infertility stress. When couples have low marital satisfaction, their
stress levels are high and their relationship becomes much more tense and this
process becomes hurtful for both partners (Dooley, Dineen, Sarma, & Nolan,
,2014).

In the review of Luk and Loke (2015), 3 studies were used to investigate the
marital relationship aspects. These studies showed that there are conflicting results
about marital satisfaction. A study from Taiwan showed that husbands are more
satisfied with their marriage compared to their wives during and after the infertility
treatment. A study from Turkey resulted that there is no significant difference
between infertile and fertile couples. Also a study from Poland claimed that infertile
couples have higher marital satisfaction and it has been supported that commitment
and loyalty feelings are strengthening the couple relationship in challenging crises
like infertility process (Luk and Loke, 2014).

Infertility is described as an emotional rollercoaster and it is experienced by
both partners on different levels. Solomon and Knobloch (2004)’s term “relational
turbulence” is a good one for understanding infertility’s effects on the couple’s
relationship. Relational turbulence is described as a process witnessed by couples
during a life changing event like infertility. It includes polarizations of emotions,
thoughts and behaviors and disruption of communication between partners.

Relational turbulence results in increasing stress levels in the relationship when



there is a critical uncertainty concerning decisions during the infertility process
(Billett, 2019).

The term “Relational turbulence” during infertility treatment is also used by
Steuber and Solomon (2015) for understanding the process of transformation of the
relationship after the infertility diagnosis. For this purpose; online forums about
infertility have been studied and six themes are gathered from the study. First theme
is the agreement of couples about how to approach infertility and how to position
infertility in their lives. Second one is the who or what to blame after getting the
diagnoses. This theme is covering blaming self or the partner for the infertility.
Third one is about support problems, feeling shortage in empathy, compassion or
companionship.

The infertility process is full of decisions that must be decided together as a
couple. During decision processes, women mostly try to understand the level of
support and commitment for treatment of their partners. Because of not talking
about their infertility problems with friends and family members in their personal
lives, partner support becomes much more important during this process (Billett,
2019). A partner’s emotionally appropriate response to events and eagerness to be
part of the process is important for women. Women feel their partner’s support
when the partner is doing research about problems and treatments, taking good care
of himself, coming to doctor appointments, talking about infertility when his partner
needs to and showing vulnerable emotions genuinely (Billett, 2019). A study with
Chinese couples undergoing IVF treatment showed that support of partner is
affected how they experience the treatment process (Ying, Wu, & Loke, 2015).
Researchers suggested that emphasizing on the partnership of couples and
enhancing their support abilities with psychological interventions can be effective
on improving the marital relationship during treatment (Yin et al.,2015)

Next theme from online forums review of Steuber and Solomon (2015) is
the decreasing levels of romance in the romantic and sexual relationship because of
limitations in daily lives and infertility becoming the main theme in the house. Also,
Luke and Lok (2015) reviewed 6 studies for the sexual relationship aspect and

reported similar outcomes. Studies except for one revealed that infertility has



negative effects on the sexual relationship of the couples. Those studies also stated
that female and male partners are both having sexual dysfunction problems
(Luke&Lok,2015). In the review, Piva and colleagues (2014) investigated the
relationship between infertility and sexual dysfunction. They concluded that
infertility is rarely a consequence of sexual dysfunction but dysfunction is mostly a
consequence of the infertility diagnoses. Especially after treatment failures,
possibility of having a permanent sexual dysfunction is increasing.

A Turkish study of Karlidere and colleagues (2007) with 103 couples found
similar results about the negative effects of infertility on the sexual relationship.
They stated that women tend to avoid sexual contact whereas men tend to avoid
communication and sensual contact related to sexuality during infertility treatment.
Another study from Turkey with 88 infertile women in a fertility clinic reported that
serum AMH levels which are showing the fertility potential are negatively
correlated with sexual distress in women. When AMH hormone levels are low, the
possibility of conception is low. This also study reported the negative correlation
between sexual distress and fertility potential (Aydin, Kurt, Mandel, Kaplan,
Karaca, & Dansuk, 2015). In the study of Bayar colleagues (2014), 50 infertile
Turkish couples without any infertility treatment experience were tested for sexual
dysfunction before starting their first treatment and 3 months after the treatment.
Data showed that negative infertility treatment outcomes contribute to the
possibility of sexual dysfunction prevalence. When pretest and posttest outcomes
are compared sexual dysfunction diagnoses increased from 60% to 72% in women
and from 34% to 48% for men (Bayar, Basaran, Atasoy, Kokturk, Arikan, Barut, &
Harma, 2014).

Similar findings were reported in Brazil. A study conducted with 50 infertile
couples in Sao Paolo for investigating effects of infertility on sexuality concluded
that decreased libido and unsatisfactory relations are reasons of sexual dysfunction.
The study also revealed that women reported sexual dissatisfaction more than men
(Pereira de Feria, 2012). An important point about the relationship between
sexuality and infertility is mentioned in the review of Tao and colleagues (2011),

they stated that turning sexual intercourse into a mechanical work in schedules and



doctor control ruins the pleasure aspect of it. The review mentioned that especially
if conception is not achieved, partners start to have self-esteem problems and this
could lead to sexual dysfunctions (Tao, Coates, & Maycock, 2011).

For the quality of life aspect in the review of Luk and Loke (2015), 3 studies
were examined and results were reported as controversial. A study from Poland
showed that quality of life parameters of infertile couples are lower than the fertile
couples control groups. In a study conducted in China, it has been stated that 80%
of infertile couples believe that quality of life cannot be high when they do not have
a child. A study from Turkey concluded that there is not any significant difference
of quality of life between infertile and fertile couples (Luk and Loke,2015). For
male partners, study of Monga and colleagues (2004) supported that quality of life
between infertile and fertile couples do not have a significant difference but it is
different for female partners. Women in fertile couples show higher quality of life
compared to women in infertile couples (Monga, Alexandrescu, Katz, Stein, &
Ganiats, 2004).

Expecting high levels of partner support can be a variable for stress and
precursor for a decrease in the marital satisfaction. When partners do not talk about
their needs in this process, it becomes harder to support each other (Billett, 2019).
Also not understanding each other’s perspectives and criticizing each other’s ideas
is not helpful during this process. According to the online community journals,
stress levels are high in women who don’t feel understood by their partners when
they are trying to reach information and find a solution for infertility. When their
efforts and times spent are seen as an obsession on the subject, women’s stress
levels become higher (Billett, 2019).

Another important point from Billett’s (2019) study is about the effect of
the decision about finishing or pausing the treatment on the couple’s relationship.
These decisions are not easily made and they are depending on different paradigms.
It has been stated that women pursue their dreams thinking in “what if...” phases,
whereas men try to be more rational which means men try not to talk about emotions
and focus on solutions in most of the circumstances. In Billet’s study, it has been

stated that the critical point in this decision is the male partner’s desire for genetic



identifications and female partner’s desire for family formation with using other
ways like egg donation or embryo donation. Different perspectives in treatment
decisions are increasing the stress and this stress is damaging the marital
satisfaction. In the online community journals, it has been seen that couples became
stronger when they feel like a team and confront every detail together and are strong
together with healthy communication (Billette, 2019).

Another theme from the studies of Sreuber and Solomon (2015) was about
identity issues concerning their relationship and themselves. Most of the users in
forums think about their identity according to new changes in their lives. They try
to develop a new identity or change the old ones to make the situation tolerable.
Last theme is about how to handle this process and how their lives would be after
treatments. Users in forums mostly experience problems in closure of this crises in
their lives (Steuber & Solomon, 2015).

The effects on the male partner is not emphasized a lot in the studies related
to psychological aspects of infertility. As one of a few, Dooley and colleagues
(2014)’s article emphasis on this effect. In the study, it is stated that infertility is
mostly presented as an individual problem for women but it should be considered
as a couple problem. The article emphasizes that the couple’s relationship is
affected deeply during diagnosis and treatment process and it has negative effects
on the well-being of partners individually. According to Dooley and colleagues
(2014), if male partner is assigned as the infertility factor, stress and anxiety levels
are higher compared to male partners with unexplained infertility factor, female-
related infertility or both-related infertility factor groups. According to Dooley and
colleagues (2014), women are trying to protect their partner and trying to support
their self-esteem. This effort can sometimes enable male partners not to have high
stress and high anxiety levels. A study conducted in Iran revealed that infertile
couples with male factor have less marital and sexual satisfaction for both partners
compared to other factor groups like unexplained, female or both factors (Vizheh,
Pakgohar, Babaei, & Ramezanzadeh, 2015).

Some studies in the literature emphasize on gender differences for

approaching infertility. As a result of this difference marital communication is



affected seriously in this process (Pasch, Dunkel-Schetter, & Christensen, 2002).
For investigating partners’ approaches to infertility and their effects on marital
communication, a research design that involves questionnaires, individual
interviews and discussion task is developed in the study of Pasch and colleagues.
Results showed that like previous findings being a parent is more important for
women than men, women want to talk about the infertility problem with their
partner and self-esteem of women decreases more compared to men’s self-esteem.
Another outcome of the study is about how men approach infertility. The approach
of men is related to marital communication and approach of their partner (Pasch et
al.,2002). How their wife handles infertility and the way they communicate in their
marriage is important for determining the way to approach infertility. This is also
interpreted as the dependence of the male partner’s position in the infertility crises
on the emotions and actions of the female partner (Pasch et al., 2002).

According to husbands, the effect of infertility on self-esteem is positively
correlated with marital outcomes. If their self-esteem is effected negatively,
husbands believe that their marriage is also affected negatively. On the other hand,
wives do not report any correlation between self-esteem and marital outcome.
Wives reported that their self-esteem is effected much more negatively than their
husbands by the infertility diagnoses and treatment failures (Pasch et al.,2002).
Study of Pasch and colleagues concluded that if husbands are not genuinely
interested in having a child, marital communication is effected negatively and
problems appear when both parties are not on the same page about infertility (Pasch
et al.,2002).

Gender difference are also present at different phases of the infertility
process. A qualitative study conducted in Italy about time perception of infertile
couples during assisted reproductive process identified four themes after making
interviews with the couples. The themes were “present moment”, “waiting”, “hope”
and “death” (Cipolletta and Faccio, 2013). These themes are explained as different
phases of timeline of the treatment for the couples. Present moment is the part which
couples want to be anchored for feeling in control, waiting is the phase when

couples wait for decisions, treatment, and pregnancy tests, hope is representing

10



future and death is related to past losses of couples in the analysis (Cipolletta and
Faccio, 2013). Research supports that when couples share their phases in the
timeline and consolidate together, they became ready for any treatment (Cipolletta

and Faccio, 2013).

1.4 RELATIONSHIP BETWEEN ANXIETY, STRESS AND INFERTILITY

Infertility diagnoses and treatments are placing themselves at the center of
patients’ lives. It is a challenging experience. Confronting with infertility is
changing and also shaking a couple’s perception of the world and their place on the
world (Cousineau & Domar, 2007). And these challenges and confrontations are
increasing stress and anxiety levels. According to Gana and Jakubowska (2016),
infertility has more negative effects on emotional stress levels compared to negative
effects on the marital satisfaction. Focusing on self-failures during the infertility
process makes it harder and the couple relationship is affected less than the internal
world (Gana & Jakubowska, 2016). Especially starting treatment cycles and
repetitions of cycles have increasing effects on depression and anxiety levels
(Cwikel et al., 2004).

Every individual’s reactions to a life event differs from each other and these
different reactions are not easy to handle in life crises like infertility. In the
literature, there are various studies examining gender differences in emotional
reactions during diagnoses and the treatment process of infertility (Ying et al.,
2015). When pretreatment emotional reactions for genders were examined
separately, depression and anxiety levels were high for infertile women compared
to fertile women. For men, pretreatment process is reported as a sources for
depressive symptoms but anxiety levels are not consistent in all studies as it is for
women’s anxiety levels. Anxiety level differences between genders are explained
by pointing at who suffers more from the treatments. Women are exposed to
medical procedures from the beginning to the end. So their higher anxiety levels

can be explained as a result of the treatment procedure (Ying et al., 2015).
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Studies about anxiety and depressive symptoms during treatment cycle
show that women have higher levels of anxiety during each step of the treatment
cycle. On the other hand, anxiety levels of men only get higher during waiting for
the pregnancy test result (Ying et al., 2015).

In a recent study of Massarotti and colleagues (2019), 89 women completed
Hospital Anxiety and Depression Scale(HADS) and Fertility Quality of Life Scale
(FertiQoL) at the beginning of their first cycle and at the end of the ovarian
stimulation for IVF. The study showed that women have higher anxiety levels when
they are treated as a result of female infertility and are more anxious before starting
the treatment. Being the reason of the infertility problem puts pressure on women
and increases their anxiety levels. This connection is explained as a result of sense
of guilt for women (Massarotti, Garousian, Kani, Oliaei, & Shayan, 2019). The
study of Karaca and Unsal (2015) has detailed analysis of anxiety provoking
reasons for female partners. It has been reported that main reason for women is the
need for being a parent. Not being a mother is also not being productive and not
being a woman enough (Karaca & Unsal, 2015)

The importance of the etiology of infertility for women is also examined in
the study of Suna and colleagues (2016). Results showed that being the reason for
infertility is a stress factor for women but etiology does not have a direct effect on
sexual functioning of women in the relationship. On contrary, Ozkan and colleagues
(2016) argues that Turkish women who are married to infertile men have higher
female sexual dysfunction problems related to lubrication and pain when there is
not any physiological reason for this. It has been stated that stress is the reason for
this dysfunction (Ozkan, Orhan, Aktas, & Coskuner, 2016).

According to Massarotti and colleagues (2019), knowledge and experience
have a critical role related to anxiety and stress levels. High levels of anxiety and
stress before treatment is reported as a result of unknown environment and
procedures. Women tend to be calmer when they trust their doctor and do something
actively about their problem (Massarotti et al., 2019). Read and colleagues (2013)

also stated that couples prefer psychoeducational support programs more than other
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types and couples mentioned that getting information about psychological aspects
and physical aspects of infertility make them feel better.

In an Iranian study about psychological reactions of infertile women, it has
been found that as a result of stress 17% of women have difficulty in sleeping and
58.9% of women reported high levels of anxiety The study also revealed that
pessimism, suicidal tendency and guilt are common themes in infertile women in
Iran (Ramamurthi, Kavitha, Pounraj, & Rajarajeswari, 2016). In Turkey, 177
infertile women attended study of Taskin and colleagues (2016) and outcomes of
the study showed that treatment failures are connected to higher depressive
symptoms whereas long infertility durations are connected to higher anxiety levels
for women. According to this study, infertility does not have a direct effect on
psychosocial well-being of women but additional factors like what they are doing
for living, infertility durations and treatment failures made differences for
individuals’ psychological well-being (Tagkin, Usta, Ciice, Adali, & Arslan, 2016).

According to Kazandi and colleagues (2011); education levels are important
factors for anxiety levels of women in diagnoses and treatment process of infertility.
Outcomes of the study shows that highest anxiety levels are seen in high school
graduates. As an explanation, it has been stated that they are aware of the problem
but cannot manage their emotions sufficiently (Kazandi et al.,2011). On the other
hand, university graduated infertile women reported with the lowest anxiety levels
in the study. Having resources like professional support, having other interests and
knowing alternative ways for handling the crises are reported as the possible
reasons of this outcome (Kazandi, Gunday, Mermer, Erturk, & Ozkinay, 2011).

In the literature, there are few studies examining male partner’s emotional
reactions solely. In the study of Dooley and colleagues (2014); results showed that
self-esteem of the male partner is negatively correlated with the infertility distress.
This outcome is suggested as the protector factor of self-esteem against infertility
distress in men. This study argues that the diagnostic category does not have any
relation with the infertility distress. Being the infertile partner in the relationship is
not significantly related to psychological well-being of men (Dooley et al., 2014).

On the other hand, a study from Iran about the life of infertile men reports that
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communication challenges and individual stress became part of male partner’s life
after the infertility diagnosis (Fahami, Quchani, Ehsanpour, & Boroujeni, 2010). It
has been stated that especially in Eastern cultures, male infertility is not easy to
discuss and men perceive it as a failure about their identity (Fahami et al., 2010).
In a recent article of Rooney and Domar (2018), importance of
psychological side effects of hormonal medications like anxiety, depression,
irritability is emphasized. Article argues that knowing probable effects of
medications and helping patients understand these mood changes are crucial for
successful support programs. Also it has been stated that constructing support
programs according to self-reports of patients could be misleading. Reason for this
argument in the article is the probability of hiding emotions because of the belief
for importance of staying strong in a successful infertility treatment (Rooney &
Domar, 2018). These beliefs have some possible medical consequences. According
to Zeinab and colleagues (2015) infertility related stress has effects on sperm
counts, hormonal levels and as a result pregnancy rates. Also indirectly, this stress
may cause increase in alcohol consumption or smoking, sexual dysfunction and
exhaustion because of working more hours to avoid stressful event. All these
outcomes have negative effects on the treatment outcomes and they can cause long-
term effects like depression afterwards (Zeinab, Zohreh, & Gelehkolaee, 2015).
Many studies looked into the relationship between infertility and depressive
and anxiety symptoms. There are also studies for investigating effects of stress on
treatment success (Cwikel et al., 2004). Aim of the review of Morreale and
colleagues (2010) was analyzing effects of stress reduction interventions on
treatment success rates. It has been stated that with lots of variables during treatment
process, it is hard to say that there is a correlation between treatment cycles and
stress. But it is explicitly mentioned that treatment procedures and medications have
increasing effects of anxiety levels and reduction of symptoms have positive effects
on well-being of patients (Morreale, Balon, Tancer, & Diamond, 2010). So that;
stress, anxiety and infertility can be seen in a complex pattern and it is not easy for

understanding their causal relationship (Greil, Schmidt, & Peterson, 2014).
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1.5 COPING STRATEGIES AND INFERTILITY

Everyone has a different way for handling difficult situations in their life.
Sometimes they are helpful but sometimes these ways are making life harder. There
is not only one determining factor in shaping the way an individual handles a crisis
like infertility diagnoses and treatment (Covington, 2015). According to Covington
(2015), characteristics of an individual has different components like consideration,
temperament and coping with stress. Consideration is active in determining the
severity of the reactions because it is about how an individual perceives the incident.
Temperament is described as personality style and it determines how an individual
can adapt to crises. Last component is coping strategies and it is seen in behaviors
when a crisis like infertility comes up. According to Lazarus and Folkman (1984),
for managing stress individuals use intellectual or behavioral coping strategies.
They described stress as a result of events which are seen beyond what the person
can deal with his/her own resources (DeLongis, Folkman, & Lazarus, 1988). In the
article, self-esteem and emotional support are emphasized as the important
resources for struggling anxiety and stress. Also it has been stated that these
resources are shaping the way people deal with the crisis in their lives (DeLongis
et al., 1988)

Infertility diagnoses and treatments are mostly seen as beyond capacity for
the financial, social, emotional resources by couples (Peterson, Newton, Rosen, &
Skaggs, 2006). In the article of Folkman and Moskowitz (2004), coping strategies
are divided into four categories; emotion-focused, problem-focused, social coping
and meaning-focused coping. According to Folkman and Moskowitz, emotion-
focused coping refers to coping styles avoidance, denial, disengagement and
distancing and used when the problem is seen as something that should be tolerated
generally. Problem-focused coping is covering solution searching, planning and
engaging activities and mostly used when individuals think that there is something
they can do to change the situation. Social coping is looking for emotional support

and connection with other people. Meaning-focused copings is using humor,
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acknowledgement and reinterpretation which are examples of using one’s own
values, beliefs and goals to feel better (Covington, 2015).

According to Folkman and Moskowitz (2004), coping methods cannot be
examined without understanding the context and generalizations should not be
made without looking at the dynamic process of the event that triggered the coping
style. Coping strategies that people use are changing during the process of diagnosis
and treatment. According to the literature review of Cassidy and colleagues (2008),
in the diagnosis phase, most of the couples are using problem-focused coping
strategies like talking to doctors, reading articles or books and talking to people
who have experience about infertility. After processing diagnosis, emotion-focused
coping is mostly used by couples. During this stage, trying to avoid pregnant
women or newborn babies or being with them for controlling their jealousy and
anger toward others and their condition are examples of emotion-focused coping
strategies. Also during IVF treatments couples mostly use emotion-focused
negative strategies like denial, disengagement, self-blame (Cassidy & Sintrovani,
2008).

In the research of Cassidy and colleague (2008), motives for parenthood and
its effects on couples’ stress are investigated. Also coping strategies of fertile and
infertile couples are compared. The results showed that maladaptive strategies in
the infertile group are predictors of stress. Maladaptive coping strategies like
working so much hours, avoiding reality, or isolating from community for not
talking about their experience are positively correlated with social pressure. When
ideas of other people are not supportive and hurting identity of infertile couples, use
of maladaptive strategies are increasing and also stress levels are increasing.
Cassidy and Sintroviani (2008) concluded that pressure coming from close
environment is connected to parental motivation but pressure level is an important
determinant for using adaptive or maladaptive coping strategy.

In their article, Peterson and colleagues (2006); stated that women use self-
controlling coping methods when their partners have more than average levels of
stress. On the other hand, women use social support coping when their partners

have lower than average levels of stress but the direction of correlation couldn’t be
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determined in the research (Stanton, 1992). Berghuis and Stanton (2002) found a
strong connection between partners coping strategies and levels of depressive
symptoms after a treatment failure. The study revealed that the husband’s adaptive
coping strategies can compensate the wife’s maladaptive strategies and this can
lower the depressive symptoms of women after a treatment failure (Peterson et al.,
2006).

Peterson and colleagues (2006), explored the coping methods of men and
women during the infertility process and how these methods are effective on
managing depression, stress and marital adjustment. Three coping methods were
investigated in the study. These coping methods are accepting responsibility,
distancing and self-controlling. Results showed that distancing is high in men
whereas it is low in women. Distancing was explained as not talking about
infertility, living as if nothing happened and making jokes about infertility. This
(Female-low distancing, Male-high distancing) way of coping as a couple is
especially difficult for women and this means high stress and depression levels for
women. Also marital adjustment is lower in “F-low, M-high” when compared to
“M-low, F-high” couples. If men use emotion-oriented coping like distancing,
partners reported a decrease in marital satisfaction (Levin, Sher, & Theodos, 1997).

Second method of coping used by couples is self-controlling in Peterson and
colleagues’ (2006) study. In most cases, it is high in women and low in men. When
women engage in self- controlling behavior emotionally and behaviorally, their
partners engage in low self-controlling coping strategies. Self-controlling is
explained as keeping feeling and thoughts to themselves and trying to keep
infertility related feelings away from other things. Couples whose coping is
summarized as low in self-controlling by male and high in self-controlling by
female, have higher levels of stress and higher levels of depression for both of the
partners when compared to low in self-controlling by female and high in self-
controlling by male groups (Peterson et al., 2006. When approaches of partners are
different in self-controlling coping, marital satisfaction decreases because their
behaviors are mostly opposite of their expectations from each other. On the other

hand; male partners’ use of self-controlling does not cause much problems because
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self-controlling is much more similar to traditional roles of men (Peterson et
al.,20006).

Last coping strategy in the study of Peterson and his colleagues (2006) is
accepting responsibility. This strategy is explained as accepting the responsibility
of the infertility problem and trying to change the circumstances as if it is under
his/her control (for example; “criticizing myself”, “I brought this problem to our
lives”). When couples take high levels of personal responsibility about infertility,
they reported high levels of depression, stress and low levels of marital satisfaction.
On the other hand, when couples take low levels of personal responsibility solely
about infertility problem, stress levels are lowest and marital adjustment levels are
highest when compared to other groups (Peterson et al., 2006). Low levels of
accepting responsibility in both partners is the most favorable one when compared
to other coping types. Marital satisfaction is highest, stress and depression levels
are lowest in Female-Low, Male-Low dyad in accepting responsibility (Peterson et
al.,20006).

Knowing about the mostly used maladaptive coping strategies is important
for developing productive counseling plans for infertile couples (Faramarzi et
al.,2013). Maladaptive strategies during diagnoses and treatment can cause
psychological problems like anxiety, depression or psychosomatic complications.
It is important for counselors to know about coping strategies and their effects on
the partners in treatment (Faramarzi et al., 2013). In the study of Faramarzi and
colleagues, 87 women and 81 men first time IVF patients participated. Their coping
strategies, anxiety levels and depression levels are examined.

The results showed a significant gender difference in using coping methods
and these methods can change during the infertility process. According to the
results, (l)distancing is significantly positively correlated with anxiety and
depression for females, (2)seeking social support is negatively correlated with
anxiety and depression for females, (3)escape / avoidance is positively correlated
with anxiety and depression levels for females and males, (4) Planful problem-

solving is negatively correlated with anxiety and depression levels for females and
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males, (5)positive reappraisal is negatively correlated with depression levels for
females and males.

According to Martins and colleagues (2011), escape / avoidance strategies
increase stress and more stress leads to higher use of maladaptive coping strategies.
So that it is hard to decide the direction of this correlation between stress levels and
maladaptive coping strategies. A supporting argument is mentioned in Turkish
study. A qualitative case study reported that avoidance coping mechanism was clear
within the statements of the patient (Sahin & Daglar,2018). Statements like “I feel
worthless, unimportant and like nothing. I do not want to go crowded places and
contact with pregnant women.” Mentioned as supporting avoidance coping claims
(Sahin & Daglar, 2018). Martins and colleagues (2011) found some gender
differences about the consequences of coping strategies. Seeking social support is
a good example. While having social support is negatively correlated with anxiety
and depression for females, it has a positive correlation for males. Study of
Faramarzi and colleagues (2013) supported that coping strategy evaluations
depends on gender and a generalization cannot be made for all coping mechanisms
without knowing all factors like relationship satisfaction, social support, phase of
the treatment or other contextual information.

When examining coping strategies, individual and cultural ideas about
infertility should not be underestimated (Yazdani, Kazemmi, & Ureizi-Samani,
2016). Research of Yazdani and colleagues (2016) was done in Iran with 133
Iranian couples who were referred to assisted reproductive treatment clinics. The
relationship between the couple’s coping strategies and their approach toward
infertility was assessed. Results showed that avoidance as a coping mechanism is
not used a lot during the treatment process. Reason for this outcome is explained
with their commitment for the treatment. Couples came to infertility clinics and
start the treatment with a decision and their decision comes after a time for
processing the first shock and they have hopes and big expectations from the
treatment (Yazdani et al., 2016). Results of the study showed that negative attitude
toward infertility is positively correlated with self-blame coping in females and self-

focused rumination in males. Self-blame coping could be seen as a consequence of
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the social context in Iran. Becoming a parent is much more important for women.
This is reported as a consequence of traditional roles of Iranian families and these
roles are also seen in Eastern cultures. Social pressure is more for women in cultures
like Iran and this leads to maladaptive strategies like self-blame as mentioned in the
study (Yazdani et al., 2016). Having information about coping strategies and where
they are coming from can help couples to understand each other and themselves.
Understanding each other can enable couples to be more supportive of each other

and be closer rather than accusing each other.

1.6 MARITAL SATISFACTION AND INFERTILITY

Effects of infertility on marital satisfaction is studied in various studies. In
the literature, different levels of marital satisfaction during negative life events is
sometimes examined as a reason and sometimes as a consequence. According to
Bloch and colleagues (2015); marital satisfaction levels have a direct relationship
with emotion regulation during negative life events especially for women. Study
results showed that effective emotion regulation is highly associated with high
martial satisfaction in difficult situations. Infertility is one of the good examples of
difficult life events. Tao and colleagues (2012) conducted a systematic review for
investigating marital relationship in infertility. The importance of the individual’s
marital satisfaction is emphasized in this review because Tao and colleagues (2012)
claimed that the effects of infertility on marital satisfaction differs on women and
men. Not understanding this difference is an obstacle for both couples and
counselors who work with those couples (Tao et al., 2012).

In the review of Tao and colleagues (2012); 18 articles were examined and
studies are divided into three groups (Marital relationship of infertile males, marital
relationship of infertile females, marital relationship of infertile couples). One of
the studies about infertile male partners indicated that infertile men over 30 with
low education and with a 3-6 year infertility experience decreased levels of marital
satisfaction. Another study about infertile males emphasized that infertile males

reported higher marital satisfaction levels than their partners (Tao, Coates, &
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Maycock, 2012). In the study of Giile¢ and colleagues (2011), sexual functions and
dyadic adjustment is compared between infertile and fertile groups. According to
the results, women and men of infertile group report more problems related to
dyadic adjustment when compared to fertile group participants. Also prevalence of
sexual problems did not differ between the groups (Giileg, Hassa, Yal¢in &
Yenilmez, 2011).

Studies that looked into infertile females found that the marital relationship
of infertile women is less stable compared to fertile women. Marital satisfaction is
negatively correlated with increased infertile time, advanced age of women and
number of IVF-ICSI failures. It has also been stated that marital satisfaction for
women change according to sexual satisfaction independent of the result of the
treatment (Tao et al., 2012).

Articles about infertile couples do not emphasize gender-specific infertility.
According to these articles, when both partners have infertility problems, women
report less marital satisfaction. On the other hand, when there is unexplained
infertility which means without any specific reason of the problem, there were not
any significant difference between marital satisfaction for both partners (Tao et al.,
2012).

Infertility is a good example for understanding couple related terms like
“dyadic stressor”. According to Karney and colleagues (2005), dyadic stressor is
an event which has stressful effects on both partners. It can be direct or indirect or
it can induce stress from one partner to the other. Infertility is a good example
because it affects both of the parties and effects on one party has consequences for
the other one. This makes infertility-related stress relational (Greil et al., 2018).
Because of the relational characteristic of infertility stress, studies about effects of
infertility stress are diverse in the literature. Some studies like the one of Sydsjo
and colleagues (2002) mentioned that couples who went through IVF are more
satisfied in their marriage. On the other hand, in a Turkish study it has been
concluded that women with infertile partners have lower satisfaction in their
marriage when compared to naturally conceived couples (Ozkan et al., 2016).

Another study from Turkey which was performed with 104 couples showed that
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marriage satisfaction and depression levels are negatively correlated (Bodur, Cosar
& Erdem, 2013). Couples with high levels of marriage satisfaction reported lower
levels of depression and anxiety. Also study showed that social support from family
members have a positive impact on marital satisfaction. It is important for couples
to have support from each other and this made people more relaxed in this process
(Bodur, Cosar & Erdem, 2013).

Another study of Wang and colleagues (2007) found that infertile groups
have less stable marital satisfaction when compared to control group of fertile
couples (Greil et al., 2018).

Stress levels and coping strategies differ according to gender. These
differences have significant effects on marital satisfaction. Greil and colleagues
(2018) stated that infertility is much more stressful for women. This difference
between men and women prepares a base for low levels in marital satisfaction (Greil
et al., 2018). Women and men are affected by infertility in different dimensions.
According to the article of Greil and colleagues, women see infertility and not
having a child as an identity problem. Identity problem is used as questioning the
reason for existence in the world as a woman. Most of the women care about
becoming a mother and they claim that being childless is not something that is
expected to be part of their identity. On the other hand, men see infertility as a social
role obstacle and they react and perceive infertility in relation to women’s
perspective mostly (Greil et al., 2018). Social role obstacle for men is not having
the social role of being a father in the community. Men do not express childlessness
as an identity problem, they refer to it as just one change in their social role.

In the study of Greil and colleagues (2018), the relationship between self-
identification and marital satisfaction is also examined. Self-identification means
identifying self as infertile and having a problem with this identification. There are
four groups in the study; none of the partners self-identify themselves, both partners
self-identify themselves, only women identify herself and only men identify
himself. Results showed that; if no one identifies themselves then marital
satisfaction of women is higher than when her partner identifies himself as infertile.

Satisfaction of female partner is low when both or none self-identify as infertile.
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Also self-identification about infertility does not have any connection to male
partners’ satisfaction. Satisfaction of male partners is related to his partners’ marital
satisfaction (Greil, 2018).

One study about marital satisfaction of infertile couples is looking at the
diagnosis resolution (Darwiche, Favez, Maillard, Germond, Guex, Despland, & De
Roten, 2013). The term ‘“diagnoses resolution” means the capacity for
understanding and accepting the reality of the diagnoses. This term is used at the
individual and couple level. Results of the study showed that an infertile couple
with a satisfying marriage can deal with the diagnosis and can reframe this
diagnoses and fit it in their story (J. Darwiche et al., 2013).

Several studies like the one of Masoumi and colleagues (2016) show that
fertile couples have better satisfaction levels in their marriage compared to infertile
couples. In the mentioned study; quality of life, sexual satisfaction and marital
satisfaction differences are examined between infertile and fertile couples. Results
showed that quality of life is better for fertile couples. On the other hand; marital
satisfaction and sexual satisfaction is higher in infertile couples. The increase in
intimacy between partners is reported as the important reason for these high levels.
Masoumi and colleagues (2016) conclude that infertility should not be a threat for
couples. This stressor may enhance their marriage and enable them to have a more
satisfied marriage when it can be handled in a good way. According to an
epidemiological study with 2250 women and men about the marital benefit coming
from infertility, results showed that two-thirds of the participants think that
infertility has positive effects on their marital relationships (Schmidt, Holstein,
Christensen, & Boivin, 2005). It has been stated that marital benefit has a
connection with communication and communication enhancing programs for
infertile couples enable patients to have higher marital satisfaction (L.Schmidt et
al., 2005).

There are other supporting studies like the one that is performed in Turkey
with 16 couples who had positive outcomes from IVF treatments (Onat & Beji,
2012). Results of the study of Onat and Beji (2012) showed that having a good

communication and sharing difficulties, negative thoughts and fears help couples
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to overcome the treatment process and this helps them to strengthen their marriages.
Also helping couples to have healthy communication and teaching how to support
each other during various crises via consultation programs is recommended in the
study of Masoumi and colleagues (2016). In the study performed in Turkey with
134 primer infertility patients results showed that women have good level of dyadic
adjustment but there are some important factors like economic status, education
level and working status (Sen, Bulut & Sirin, 2014). Women with higher education
level, with actively working status or with higher income reported higher levels of
dyadic adjustments when compared to other participants. This study also showed
that good communication between couples and sharing experiences into this

process help couples to protect their marriage (Sen, Bulur & Sirin, 2014).

1.7 EFFECTS OF INTERVENTIONS

With the increasing expertise in medical interventions for infertility
treatment, psychological consequences became an issue in understanding the
infertility process. Doctors and other staff started to realize the importance of
psychological well-being for treatments. As a consequence, psychological
interventions have started to be developed in 1980°s. Couples’ expressions for their
need for psychological support were the starting point for this initiation (Boivin,
2003). For successful outcomes in infertility treatments, clinics emphasize patient-
centered care and try to understand what patients are going through (Dancet, 2011).
Emotional support needs and importance of communication between all parties
(doctors, nurses, partners and family members etc.) became evident when medical
teams started to pay more attention to the psychological well-being of the couples
(Dancet, 2011).

Emphasis on psychological factors affecting the infertility treatment process
have also increased in Turkey. First psychological interventions were made by
trained nurses through counseling sessions (Terzioglu, 1983). One of the first
studies about infertility counseling in Turkey was conducted by Terzioglu in 1985.

In the study, medical nurses were doing 15 min-30 min counseling sessions 5 times
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during IVF treatment whenever a couple requested one. The results showed that
anxiety levels and depression levels were lower in the experimental group who get
counseling from the nurses. The study also found that the possibility of a positive
pregnancy test increased when the couple got counseling (Terzioglu,1983).

In the meta-analysis of Boivin (2003); 25 studies were examined to
understanding the efficiency of psychological interventions. The studies were
grouped based on the intervention types; counseling interventions, focused
educational, and comprehensive educational programs. In the analysis two
questions were tried to be answered: “Are interventions good for well-being?” and
“Are some interventions more effective than others?” (Boivin, 2003).

After analyzing studies which were selected for this meta-analysis, it has
been seen that interventions have positive effects on infertile couples most of the
time. On the other hand, some studies are not showing any positive effect and these
are explained as the result of obscuration of medical events like treatment failure
and diagnosis. Interventions do not have an effect on the character of people, they
are effective on negative affects which are the results of the infertility (Boivin,
2003).

One of the main goals of the psychological interventions is the reduction of
distress. Different approaches can be used as psychological interventions but one
the main goals is mainly dealing with the pressure in a healthy way during infertility
related experiences. Learning how to cope with infertility is important for couples
(Boivin, 2003). On the other hand; while working on infertility-related distress,
counselors also work on how individuals perceive themselves and their
relationships before the infertility diagnoses (Van den Broeck, Emery, Wischmann,
& Thorn, 2010). Having a new perspective about themselves and their partners can
enhance confidence in some of the couples’ lives after infertility related processes
are over (Van den Broeck et al., 2010).

Men and women attend these programs for different reasons. Men prefer
support groups because of practical information and advice they receive, on the
other hand women found counseling useful for their relationships and themselves.

Women mostly cope with infertility by sharing their emotions with other people or
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looking for support from their partners and this made interventions preferable for
women. Also studies support that both partners get equal benefit in interventions
(Boivin, 2003). According to Beji and Kaya (2012); infertility and its treatment
have social and psychological effects on men and women’s lives. Expectations of
the larger family and society are important stress factors for couples. Motherhood
is seen as the primary role for women in most of the cultures and especially in the
Turkish culture. These cultural expectations are extra burdens during infertility
treatments (Beji & Kaya, 2012). Probability of not conceiving a child has an
elevating effect on anxiety and intervention programs are dealing with these
burdens (Beji & Kaya, 2012).

In the work of Boivin (2003); educational interventions are seen as the most
effective type of interventions. Emotional expression and support are important in
educational interventions but structured meetings and information gathering is
important in the success of interventions (Boivin,2003). Also in the study of Giileg
and colleagues (2011), importance of sexual education is emphasized. In Turkey,
limited sexual information is one of the most important problem and interventions
should be covering additional information about sexuality (Gtileg et al., 2011). Also
according to Boivin (2003), group interventions are much more effective because
of common experience and exchange of thought, emotions in the article of Beji and
Kaya (2012); infertility counseling is explained as supporting couples from the
beginning of infertility diagnoses to failure of treatment in some cases. Couples and
individuals need support all the way through the treatment process because anxiety,
depression, sexual dysfunction can be seen as consequences. It is common that
emotional wellness can be effected in the negative way. In the article; it has been
supported that all specialists (doctors, nurses, psychologists) must work together
during infertility treatments (Beji & Kaya, 2012).

For assessing the effects of interventions on pregnancy rates, marital
functioning and psychological well-being for infertile couples during IVF
treatment, Ying and colleagues (2016) performed a systematic review. Review is
performed between the years of 1978-2010, 4902 participants were examined and

results showed a significant relationship between pre-treatment stress /distress and
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reduced infertility treatment success. In this article, different psychological
interventions and their effects are examined. 20 randomized controlled trials have
been examined in the study. Some focused on couple dyads, some on women and
one of the studies is about men in infertility treatment. Intervention designs in the
review were CBT, mind-body interventions, counseling, positive reappraisal
coping, and other interventions. Interventions were conducted at different stages of
the IVF treatment. Anxiety, depression, pregnancy rates, marital function and other
psychological outcomes are measured in different studies. Studies stated that
depression and anxiety were the most sensitive indicators. According to Ying and
colleagues (2016); all interventions have positive effects on IVF patients but their
effects on anxiety and depression during waiting for the pregnancy test results were
not significant. It has been concluded that interventions are more effective when
they are targeting the couple together and interventions should be developed
differently according to the different phases of treatment.

Along with different intervention methods, also different models are used
for originating psychological intervention programs. A structured intervention
program, Emotional Focused Therapy program for infertile couples is studied by
Sultana and colleagues (2014) in Iran. There were 12 couples in the study; 6 of them
with infertile women and 6 of them with infertile men. They were asses for
depression, anxiety and stress using Depression Anxiety and Stress Scale (DASS).
The group was divided into two equal groups as experimental and control groups.
Before the beginning of the intervention program, both groups completed the
DASS. Experimental group had completed 10-week EFT intervention program
under clinical psychologist supervision. After 10 weeks, both groups completed the
DASS again. Results showed that EFT decreased depression, anxiety and stress
levels in infertile couples during the treatment process. Study also showed that
cause of the infertility (man or woman) doesn’t have an effect on the outcome
(Sultana, Shairi, Roshan, & Rahimi, 2014).

For assessing effectiveness of group/ individual / couple interventions
various meta-analysis was performed. In the Liz and Strauss’s (2005) meta-analysis

two questions were attempted to be answered. These questions are “Does
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psychotherapy have an effect on reduction of negative emotions (anxiety and
depression)?” and “Is psychotherapy effective in promoting pregnancy?”. 22
studies were used for this analysis. Goals of the studies could be grouped in some
of the titles. Couples intervention programs focused on enhancing couple
communication and partner awareness generally. Most individual and group
interventions focused on decreasing negative effects of the IVF treatment. Some
focus on the quality of life and coping mechanism relationship. Lastly most of the
studies focus on success rate and stress relationship addition to other main focused
areas (Liz & Strauss, 2005). The main result is psychotherapy reduces anxiety and
depression for infertile patients and possibly enhances conception success. There
are some important points from studies which are used in the analysis. In one
research it was found that, depressive symptoms increase with the length of
infertility duration, with recurring treatment failures and long waiting periods for
pregnancy. According to Liz and Strauss (2005); this can be phrased as “If support
comes earlier, it will be more beneficial”. Similar outcomes were seen for group
therapy and individual / couple therapy. In the follow-ups of studies, it has been
seen that the decrease in depression levels do not change and positive effects did
not disappear, even patients feels better in follow up interviews. It has been stated
that effects of infertility do not fade easily but it is possible to support patients and
enable them for having less depressive, anxious symptoms after the treatment
process. According to the meta-analysis of Liz and Strauss (2005), all studies are
from clinical samples so that it can be generalized that everyone with any medical
condition can benefit from a similar psychological intervention.

It is clear that psychological interventions are mostly emphasized on similar
factors like infertility-related stress, anxiety, pregnancy outcomes or couple
relationships during diagnoses and treatment phases of infertility. But there are so
many decisions which are not related to feelings during treatments. Changing
doctors, having a break during treatment, deciding when to stop trying for
conception or thinking about adoption are just some of the topics for infertile
couples (Hart, 2002). Psychological support for these topics should be considered

in fertility clinics for enabling patients to stay strong in various conditions.
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For being effective in counseling infertility patients, experts must
understand what patients experience and try to help them with that knowledge of
infertility. For example; cultural factors from different countries should be taken
into account by counselors for helping patients efficiently (Watkins, & Baldo,
2004). According to the study of Watkins and Baldo (2004); counselors can work
on the normalization of the experience, self-acceptance, coping styles, importance
of communication, control of life and future expectations in their interventions
depending on the phase of patients. Matching needs of patients with offered services

is the core point for successful interventions.
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2- PRESENT STUDY

2.1 SCOPE OF THE STUDY

The importance of understanding psychological aspects of infertility and
possible psychological supports needed have been studied intensively lately
because of the documented positive results of intervention programs for infertility
patients. As mentioned in the literature, infertility diagnoses and treatment process
is an important crisis. It has consequences on intrapersonal levels like struggling
with anxiety, sadness or having hard time with emotion regulation. Also it has
consequences on interpersonal level like conflicts in marriage, sexual dysfunction
or problems with other family members. This dyadic event has an extensive impact
area on people’s life’s struggling with infertility. The aim of this study is developing
an intervention program for couples during the infertility treatment process. The
intervention is focused on coping strategies, anxiety levels and marital satisfaction
for infertile couples during the treatment phase. Intervention program design is
developed according to the meta-analysis that mentioned in the literature review.
According to the analyses, psychoeducation is important for the improvement of
psychological well-being of infertile couples. Also giving information about
medical facts and encouraging couples for intense communication with their
doctors. In addition to psychoeducation, mind-body activities were reported as one
of the most effective intervention types (Boivin, 2003). Especially programs of
Alice Domar is widely used in infertility clinics. So that, I combined the most
appreciated types pf interventions. Addition to the psychoeducation and mind-body
exercises, couple relationship enhancement became a part in the intervention
because of the emphasized importance of communication between couples during
treatment in the literature. I chose to add my knowledge about couple therapy for
an effective outcome. Study focused on the anxiety, marital satisfaction and coping
strategies as a result of the literature review. Studies mostly used these because it is

reported that these are the mostly affected areas as a result of infertility diagnoses
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and treatment (Boivin,2003). We developed the design with an eagerness for being
comprehensive so that we combined these intervention methods and variables.

The study is designed to look at the effects of the intervention program by
comparing a study and a control group. Intervention program consisted of
psychoeducation, couple-relationship activities and mindfulness activities. The
hypothesis for this study are:

Hypothesis 1: State anxiety scores of intervention group participants will
show a significant decrease at the end of the intervention program compared to the
state anxiety scores of control group participants.

Hypothesis 2: Trait anxiety scores of intervention group participants will
show a significant decrease at the end of the intervention program compared to the
trait anxiety scores of control group participants.

Hypothesis 3: Avoidance coping mechanism scores of intervention group
participants will show a significant decrease at the end of the intervention program
compared to avoidance coping mechanism scores of the group participants.

Hypothesis 4: Self-Punishment coping mechanism scores of intervention
group participants will show a significant decrease at the end of the intervention
program compared self-punishment coping mechanism scores of the control group
participants.

Hypothesis 5: Self-Help coping mechanism scores of intervention group
participants will show a significant increase at the end of the intervention program
compared self-help coping mechanism scores of the control group participants.

Hypothesis 6: Marital satisfaction scores of intervention group participants
will show a smaller decrease in scores at the end of the intervention program

compared to marital satisfaction scores of control group participants.
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2.2 METHOD

2.2.1 Participants

The participants were couples who had infertility diagnoses and referred to
IVF clinics or had been waiting for a new IVF cycle after a treatment failure.
Between October 2018 and March 2019, couples were informed about the program
in several fertility clinics in Istanbul and Eskisehir. Also they have been given
pamphlets of intervention program named as ‘“Psychological Support Program for
Couples in Treatment”. Couples who want to participate contacted the researcher
via phone or e-mail. In total, 15 couples contacted with the researcher. 6 of the
couples did not want to attend program after contacting the researcher because of
not having time, not being able to attend with partners and to hesitate to talk in the
group. 9 couples agreed to attend the program. 2 groups with 3 couples each in
Eskisehir and one group with 3 couples in Istanbul started the program however the
group in Istanbul was closed due to lack of attendance of the participants. Eskisehir
groups completed 4 sessions.

For the control group, data was collected from infertile couples who are
referred to IVF but didn’t want to attend a psychological intervention program in
Eskisehir Osmangazi University Infertility Clinic. 6 couples completed the
questionnaires at the beginning and at the end of the 3-week period. They completed
questionnaires when they made their application for IVF and later when they come

for their appointment after getting the state insurance approval.

2.2.2 Instruments

Demographic Information Form: The form includes questions as regarding

the age, gender, level of education, duration of marriage, duration of infertility,
diagnoses regarding infertility, phase of their treatment process, mental health

history (diagnoses, therapy history, medical history).
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COPE-R: COPE scale is developed by Carver, Weintraub and Scheir in
1989 to assess coping strategies of individuals and to understand how people
respond to stress. It was a 60- item uni-dimensional scale. Responses are either
functional or dysfunctional. In 2003, Zuckerman and Gagne revised it into a 40-
item scale called COPE-R. 5 factors are self-help, approach, accommodation,
avoidance and self-punishment (Zuckerman&Gagne,2003). Turkish revision of the
scale is published by Dicle and Esanli in 2015 and it is a 32-item uni-dimensional
scale (Dicle&Ersanli, 2015). According to the original article of COPE-R; internal
reliabilities of the 5 COPE-R subscales at time 2 were .74, .84, and .80 for
avoidance; and .81, .88, and .88 for self-punishment, .92, .91, and .94 for self-help,
.87, .88, and .83 for approach; .82, .88, and .83 for accommodation in samples 1, 2,
and 3, respectively (Zuckerman&Gagne,2003). For Turkish version of COPE-R;
Cronbach alpha score for internal reliability is .979. For validity testing of Turkish
version, Pearson moments were calculated and total r=.932 and p<0.001.

State-Trait Anxiety Inventory: This scale developed by Charles Spiel

Berger, R.L. Gorsuch, and R.E. Lushene in 1970 to assess anxiety affect and
distinguish symptoms from depression. It is composed of 40 self-report items.
Internal consistency coefficients for the scale have ranged from .86 to .95. It is
translated into Turkish in 1983 by Necla Oner and Le Compte. For test-retest
reliability, Pearson moments were calculated and results were between .71 and .86
for trait anxiety and between .26 and .68 for state anxiety. For internal reliability
and homogeneity, Kidder Richardson 20 was used and results were between .83 and
.87 for state anxiety and between .83 and .87 for trait anxiety. For validity testing,
correlation coefficients were between .52 and .80 for girls and between .58 and .79
for boys in the study. It is composed of two parts. One part is developed for
assessing state anxiety level of the individual. State anxiety is the subjective fear
which is reported when the individual is in a stressful situation. Second part is
developed for assessing trait anxiety level of the individual. Trait anxiety is
explained as the anxiety level of the individual whether or not there is any stressful
events. There are reverse items in the scale, high scores are reported as high anxiety

levels.
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Marital Satisfaction Scale: This scale is developed by Azize Nilgiin Canel

in 2013. It includes 101 yes-no questions for couples with children and 92 yes-no
questions for couples without children to understand perceived marital satisfaction
about their marriages. Cronbach alpha of this scale is .97. For revealing the criterion
validity of the Marital Satisfaction Scale, the correlation between the Problem
Solving Inventory (PSI) and the Coping with Stress Scale (CSS) was investigated.
Pearson correlation analysis showed that there was a significant relationship with
p<0.001 level. There are different dimensions in the scale as marriage harmony,
anger, communication with partner’s family, financial understanding and parenting
understanding. Marriage harmony dimension has three sub-dimensions. They are
happiness in relationship, conflict and closeness. Low scores are reported as high
marital satisfaction; low scores are reported as high marital satisfaction.
Dimensions and sub-dimensions gave ideas for understanding improved areas and

problematic areas in the marriage (Canel, 2013).

2.2.3 Procedure

Before starting group sessions, Istanbul Bilgi University ethics committee
approval is taken for this study. 30-minute interviews with volunteers were made
before giving scales and accepting couple for the program. Groups are formed
according to schedules of couples. Couples completed questionnaires after
researcher made explanations about the program and both parties accept the terms.
Consent forms are reviewed together. All sessions are led by me, the primary

investigator.

2.2.3.1 Details of Intervention Program
The intervention program consists of 4 group sessions which last 75 minutes
with a 10-minute break. 3 or 4 couples are attending sessions. Every session has

three parts; psychoeducation, couple activity and mindfulness exercise. Every
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session has a different topic and activity. At the end of each session, handouts that
cover psychoeducation topics and mindfulness exercise guideline are given to
couples. Groups are closed and addition of new members is not allowed Couples
are asked to complete the same questionnaires at the beginning of the intervention

program and after the last session is completed.

2.2.3.1.1 First Session

The first session starts with introduction of the psychologist and explanation
of the program’s main purpose. Then participants are asked to introduce themselves
with their name, where they live and how they are feeling. As a warming up activity,
based on sociodrama aimed at helping group members became acquainted with
each other, notice their commonalities and difference.

The topic of the first session is physical and emotional changes that happen
after the infertility diagnoses, during infertility treatments and the beginning of
pregnancy. After the psychoeducational part, participants have a 10-minute break.
After the break, the relationship time-line is drawn by the couples as a team. They
were asked to indicate important dates and events on their timeline and also their
hopes and dreams for the future. They were also asked to use specific colors for
specific emotions. After the couple activity, the participants walked worked through
a breathing exercise.

At the end of the session, the couples are asked how they have felt during
the mindfulness exercise and then they are asked how they feel at that moment at
the end of the session. After sharing, Handout-1 containing first session topic
factsheet and instructions for the breathing exercise is given and Session-1 is

completed.

2.2.3.1.2 Second Session

Every session starts with asking participants about how they feel. They are

asked to use one word to describe their feeling at that moment.
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Topic of the second session is healthy and unhealthy coping methods and
support during infertility diagnoses and treatments. After the psychoeducational
part, there is a 10-minute break. After the break, the couples are asked to make a
tower with wooden blocks together without talking. Then they are asked to share
their feelings and thoughts during the activity with their partner. After the couple’s
activity, grounding exercise is performed.

At the end of the session, couples are asked how they felt during the
mindfulness exercise. Then they are asked how they feel at that moment at the end
of the session. After experience sharing, handout-2 containing coping methods and
support factsheet and instructions for the grounding exercise is given and Session-

2 is completed.

2.2.3.1.3. Third Session

Participants are asked about how they feel. In third session, half of the
program is completed so that an informal, small evaluation about the program is
made with participants.

The third session is focused on the couple’s relationships during the
infertility diagnoses and treatments. After the psychoeducational part, there
is a 10-minute break. After the break, the couple’s do an exercise together
where they hold each other tightly for a determined time period and then
asked about how they have felt during the exercise. Then a sound meditation
is completed as the mindfulness exercise of the session.

At the end of the session, the couples are asked about how they have felt
during the mindfulness exercise. Then they are asked about how they have felt at
the end of session. After experience sharing, Handout-3 contains couple
relationship factsheet and instructions of sound meditation is given and Session-3

is completed.
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2.2.3.1.4 Fourth Session

Every session starts with asking participants about how they feel that day.
They are asked to use one word to describe their feeling at that moment. The topic
of the fourth session is extended family and relationships with them during
infertility diagnoses and treatments. After the psychoeducational part, a 10-minute
break starts. After the break, a genogram which is a detailed family tree with
relationship styles and adjectives is completed as the couple activity of this session.
Then progressive muscle relaxation is completed.

At the end of the session, the couples are asked about how they have felt
during the mindfulness exercise. Then they are asked about how they have felt at
the end of this session and the program. After experience sharing, Handout-4
containing extended family factsheet and instructions for progressive muscle
relaxation is given and Session-4 is completed. Couples are asked to stay to

complete the post intervention questionnaires.

2.2.4 Data Analysis

The aim of this study is to investigate the effects of psychological
intervention programs for infertile couples on anxiety levels, coping
mechanism and marital satisfaction levels. For the data analysis SPSS 23.0
program was used. Scores of each scales tested for normal distribution with
Shapiro-Wilks test because participant number is below 50. Skewness and
kurtosis of all scales and divisions of scales are examined and results showed
arange between -1.50 and +1.50. According to Tabachnick and Fidell (2013),
if results of skewness and kurtosis are between -1.50 and +1.50, scores are
normally distributed.

Because of the small sample size, Friedman nonparametric test is used with
post hoc analysis of Wilcoxon signed-rank test with Bonferroni-adjusted alpha level
is performed. This test is used for understanding if there is a significant difference
between pre-test and post-test time periods. Also Mann Whitney U test was

performed for comparing pre-test or post-test scores of variables between two

37



samples (control group and intervention group). For demographic analysis, chi-

square test was performed to compare means of two samples.
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3- RESULTS

In this section, statistical analysis and results will be reported.

3.1 DEMOGRAPHIC INFORMATION

Demographic information included both partners of couples of the control
group and the intervention group. 24 individuals (12 females and 12 male)
completed the scales twice for this study (See Table 3.1). 6 couples (6 females and
6 male) were part of the control group and 6 couples (6 females and 6 male) were
part of the intervention group. 70.8% of individuals are between 31 and 40 years
old. Also the minimum age of participants was 26 and maximum age was 43.
Education level was university for 66.7% of the participants. There was only one
secondary school level participant in the study. 50% of participants are married for
1-5 years. The maximum marriage duration is 8 years and the minimum duration is
6 months. 50% of the participants have been trying to have a child for 1-5 years.
Also half of the rest of the couples (25%)have been trying to have a child for more
than 5 years.

According to the demographics form, 37.5% of the participants were
diagnosed as infertile with unexplained infertility. Next common reason for
infertility was ovulation problems (25%) and third common one was sperm
problems (20.8%). Anatomical problems and other complicated problems were
defining the rest of the reasons for infertility. 79.2% of the participants had some
kind of Artificial Fertility Techniques (ART) in their history. 58.3% of them
previously tried In-vitro Fertilization (IVF) whereas only 1 couple tried ovulation
induction before the new treatment.

When participants were filling out these forms, 58.3% were waiting for the
new cycle of the IVF after an unsuccessful treatment, %25 percent of them were
starting their first IVF. Only 1 of the participants had any psychological treatment

history and the treatment was completed in the past.
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Table 3.1: Demographics

Participants (N=24) Control Intervention
Age Between 26 — 30 3 2
Between 31 — 35 6 3
Between 36 — 40 3 5
Between 41 — 45 0 2
Education Level Primary — Secondary 1 0
High School 4 3
University 7 9
Duration of marriage 0 — 1 years 4 6
1 -5 years 8 4
5—10 years 0 2
Duration of thought 0 — 1 years 4 2
Of child 1 —5 years 8 4
5—10 years 0 6
Infertility Diagnoses Unexplained 6 3
Ovulation Problems 4 2
Sperm Problem 2 3
Anatomical Problems 0 2
Others 0 2
Existence of Yes 8 11
past ART trials No 4 1
Type of past Ovulation Induction 2 0
ART trials IVF 6 8
Others 0 2
Phase of Treatment Waiting between trials 4 10
Before first IVF 6 0
Others 2 2
History of Psyc. Yes 0 1
Treatment No 12 11
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A chi square test found that there was not a statistically significant difference
between the groups (control group / intervention group) with regards to
participant’s ages, 2 (3) = 3.700, p > 0.05.

A chi square test found that there was not a statistically significant difference
between the groups (control group / intervention group) with regards to education
level, 42 (2) = 1.393, p > 0.05.

A chi square test found that there was not a statistically significant difference
between the groups (control group / intervention group) with regards to marriage
duration, 2 (2) = 3.733, p > 0.05.

A chi square test found that there was a statistically significant difference between
the groups (control group / intervention group) with regards to duration of having
thought about having a child, 2 (2) = 8,000, p < 0.05. Whilst intervention group
participants are trying to conceive longer than the control group participants.

A chi square test found that there was not a statistically significant difference
between the groups (control group / intervention group) with regards to infertility
diagnoses type, x2 (4) = 5,867, p > 0.05.

A chi square test found that there was not a statistically significant difference
between the groups (control group / intervention group) with regards to ART
experience existence, x2 (1) =2,274, p > 0.05.

A chi square test found that there was not a statistically significant difference
between the groups (control group / intervention group) with regards to type of ART
experience, x2 (2) =4.114, p > 0.05.

A chi square test found that there was a statistically significant difference between
the groups (control group / intervention group) with regards to treatment phase, %2
(2) = 8,571, p < 0.05. Whilst majority of the intervention group participants had
previous treatments and they were in the waiting period between treatments, most

control group patients were waiting for their first IVF treatment.
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A chi square test found that there was not a statistically significant difference
between the groups (control group / intervention group) and psychiatric history, 2

(1) = 1.043, p > 0.05.

3.2 STATE ANXIETY AND INTERVENTION PROGRAM
RELATIONSHIP

All participants of the control group and the intervention group filled State-
Trait Anxiety Scale twice for the study. In Table 3.2, mean scores and standard

deviations of state anxiety scores were reported according to the group types.

Table 3.2: Means and Standard Deviation of State Anxiety Scale Scores for

Control Group and Intervention Groups

Groups Pre-Test Post-test

M (SD) M (SD)
Control
Group 45.42 (12.838) 47.83 (14.04)
(n=12)
Intervention
Group 36.25 (15.410) 33.25(13.302)
(n=12)

Table 3.2 summarizes the pre-test and post-test mean state anxiety scores
for the intervention and control groups.

Although the mean of the pre-test scores of the control group (M=45.42)
seemed to be higher than the mean pre-test scores of the intervention
groups(M=36.25). The difference was not found to be significate based on the
Mann Whitney U test. (U ( Contro=12, N intervention =12,) = 42.000, z = -1.734, p >
0.05.)
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Mean of the post-test scores of the control group (M=47.83) seemed to be
higher than the mean of the pre-test scores of the intervention groups (M=33.25).
The difference was found to be significant based on the Mann Whitney U test. (U (
Neontro™=12, N intervention =12, ) = 32.000, z = -2.310, p < 0.05.)

Hypothesis 1: The state anxiety scores of the intervention group participants will
show a significant decrease between pre-test and post-test when compared to state

anxiety levels of the control group participants.

For testing Hypothesis 2, Friedman test and Wilcoxon signed rank test with
Bonferroni-adjusted alpha scale was used to compare the mean of pre-test and post-
test scores in the control group and the intervention groups separately. There was a
significant difference in the pre-test and post-test state anxiety scores of control
group participants, y°(1) = 4,455, p < 0.05. Post hoc analysis with Wilcoxon signed-
rank test with a Bonferroni-adjusted alpha level of 0.025 (0.05/2) showed that state
anxiety scores of the control group in the pre-test period (M=45.42) was lower than
state anxiety scores in the post-test period (M=47.83). The difference was
statistically significant, T= 58.50, z= -2,275, p<0.05.

There was not a significant difference in the pre-test and post-test state
anxiety scores of intervention group participants, x*(1) = 3.600, p > 0.05. Post hoc
analysis with Wilcoxon signed-rank test with a Bonferroni-adjusted alpha level of
0.025 (0.05/2) showed that state anxiety scores of intervention group in the pre-test
period (M=36.25) is higher than trait anxiety scores in the post-test period
(M=33.25). The difference was not statistically significant, T= 11.00, z= -1,686,
p>0.05.
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Figure 3.1 : Change in State Anxiety Levels for Control Group and

Intervention Group
Change in State Anxiety Levels

111 control group
=1 intervention group

45

40

State Anxiety Level

[
1 Iy, ,
35 ~ Ing,
Iny, I~
1 Iy,

Time Period

3.3 TRAIT ANXIETY AND INTERVENTION PROGRAM
RELATIONSHIP

All participants of the control group and the intervention group filled the
State-Trait Anxiety Scale twice for the study. In Table 3.3, mean scores and
standard deviations of trait anxiety scores were reported according group types.
Table 3.3: Means and Standard Deviation of Trait Anxiety Scale Scores for

Control Group and Intervention Groups

Groups Pre-Test Post-test

M (SD) M (SD)
Control
Group 41.25 (10.172) 42.50 (10.229)
(n=12)
Intervention
Group 41.58 (13.194) 40.17 (13.114)
(n=12)

44



Table 3.3 summarizes the pre-test and post-test mean trait anxiety scores for
the intervention and control groups.

Although the mean of pre-test scores of the control group (M=41.25)
seemed to be lower than the pre-test scores of the intervention groups (M=41.58),
the difference was not found to be significant based on the Mann Whitney U test.
(U ( Neontro=12, N intervention =12, ) = 71.500, z =-0.029, p > 0.05.)

Also the mean of the post-test scores of the control group (M=42.50) seemed
to be higher than the post-test scores of the intervention groups (M=40.17), the
difference was not found to be significant based on the Mann Whitney U test. (U (
Neontro™=12, N intervention =12, ) = 64.000, z = -0.462, p > 0.05.)

Hypothesis 2: Trait anxiety scores of intervention group participants will show a
significant decrease between pre-test and post-test compared to trait anxiety levels

of control group participants.

For testing Hypothesis 2, Friedman test and Wilcoxon signed rank test with
Bonferroni-adjusted alpha scale was used for determining if the difference between
mean of pre-test and post-test in control group and intervention groups were
significant. There was a significant difference in the pre-test and post-test trait
anxiety scores of control group participants, ¥*(1) = 9.000, p < 0.05. Post hoc
analysis with Wilcoxon signed-rank test with a Bonferroni-adjusted alpha level of
0.025 (0.05/2) showed that trait anxiety scores of control group in the pre-test period
(M=41.25) is lower than trait anxiety scores in the post-test period (M=42.50). The
improvement was statistically significant, T=45.00, z= -2,762, p<0.01.

There was not a significant difference in the pre-test and post-test trait
anxiety scores of intervention group participants, x*(1) = 2.778, p > 0.05. Post hoc
analysis with Wilcoxon signed-rank test with a Bonferroni-adjusted alpha level of
0.025 (0.05/2) showed that trait anxiety scores of intervention group in the pre-test

period (M=41.58) is higher than trait anxiety scores in the post-test period
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(M=40.17). The improvement was not statistically significant, T=10.00, z= -1,486,
p>0.05.

Figure 3.2 : Change in Trait Anxiety Levels for Control Group and
Intervention Group
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3.4 AVOIDANCE COPING MECHANISM AND INTERVENTION
PROGRAM RELATIONSHIP

All participants of control group and intervention group filled COPE-R scale
twice for the study for investigating coping mechanism preferences of individuals.
In Table 3.4, mean scores and standard deviations of avoidance coping mechanism

scores are reported according to the group types.
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Table 3.4: Means and Standard Deviation of Avoidance Subscale of COPE

Scale Scores for Control Group and Intervention Groups

Groups Pre-Test Post-test

M (SD) M (SD)
Control
Group 9.50 (2.316) 10.25 (2.379)
(n=12)
Intervention
Group 10.58 (2.610) 10.25 (2.927)
(n=12)

Table 3.4 summarizes the pre-test and post-test mean of the avoidance

coping mechanism scores for the intervention and control groups.

Although the mean of pre-test scores of the control group (M=9.50) seemed
to be lower than the pre-test scores of the intervention groups (M=10.58), the
difference was not found to be significant based on the Mann Whitney U test. (U (
Neontro=12, N intervention =12, ) = 49.000, z = -1.353, p > 0.05.)

Also the mean of the post-test scores of the control group (M=10.25) seemed
to be equal to the pro-test scores of the intervention groups (M=10.25), the
difference was not found to be significant based on the Mann Whitney U test. (U (
Neontror=12, N intervention =12, ) = 71.000, z = -0.058, p > 0.05.)

Hypothesis 3: Avoidance coping mechanism scores of intervention group
participants will show a significant decrease between two-time period when

compared to avoidance coping mechanism scores control group participants.
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For testing Hypothesis 3, Friedman test and Wilcoxon signed rank test with
Bonferroni-adjusted alpha scale was used for determining if the difference between
mean of pre-test and post-test in control group and intervention groups were
significant. There was a significant difference in the pre-test and post-test avoidance
coping scores of control group participants, ¥*(1) = 4.500, p < 0.05. Post hoc
analysis with Wilcoxon signed-rank test with a Bonferroni-adjusted alpha level of
0.025 (0.05/2) showed that avoidance coping scores of control group in the pre-test
period (M=9.50) is lower than avoidance coping scores in the post-test period
(M=10.25). The change was not statistically significant, T= 33.00, z= -2,165,
p>0.025.

There was not a significant difference in the pre-test and post-test avoidance
coping scores of intervention group participants, x°(1) = 3.000, p > 0.05. Post hoc
analysis with Wilcoxon signed-rank test with a Bonferroni-adjusted alpha level of
0.025 (0.05/2) showed that avoidance coping scores of the intervention group in the
pre-test period (M=10.58) is higher than avoidance coping scores in the post-test
period (M=10.58). The change was not statistically significant, T= 0.00, z= -1,633,
p>0.05.
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Figure 3.3 : Change in Avoidance Coping Mechanism Usage for Control

Group and Intervention Group
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3.5 SELF-PUNISHMENT COPING MECHANISM AND INTERVENTION

PROGRAM RELATIONSHIP

All participants of control group and intervention group filled COPE-R scale

twice for the study for investigating coping mechanism preferences of individuals.

In Table 3.5, mean scores and standard deviations of self-punishment coping

mechanism scores are mentioned according to the group types.

Table 3.5: Means and Standard Deviation of Self-Punishment Subscale of

COPE Scale Scores for Control Group and Intervention Groups

Groups Pre-Test Post-test

M (SD) M (SD)
Control
Group 12.17 (2.918) 13.33 (3.499)
(n=12)
Intervention
Group 12.58 (5.334) 12.17 (5.042)
(n=12)
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Table 3.5 summarizes the pre-test and post-test mean of the self-punishment

coping mechanism scores for the intervention and control groups.

Although the mean of pre-test scores of the control group (M=12.17)
seemed to be lower than the pre-test scores of the intervention groups (M=12.58),
the difference was not found to be significant based on the Mann Whitney U test.
(U ( Neontro=12, N intervention =12, ) = 69.000, z = -0.174, p > 0.05.)

Also the mean of the post-test scores of the control group (M=13.33) seemed
to be higher than the post-test scores of the intervention groups (M=12.17), the
difference was not found to be significant based on the Mann Whitney U test. (U (
Neontro=12, N intervention =12, ) = 71.000, z = -0.058, p > 0.05.)

Hypothesis 4: Self-Punishment coping mechanism scores of intervention group
participants will show a significant decrease between two-time period when

compared self-punishment coping mechanism scores of control group participants.

For testing Hypothesis 4, Friedman test and Wilcoxon signed rank test with
Bonferroni-adjusted alpha scale was used for determining if the difference between
mean of pre-test and post-test in control group and intervention groups were
significant. There was a significant difference in the pre-test and post-test self-
punishment coping scores of control group participants, x*(1) = 4.455, p < 0.05.
Post hoc analysis with Wilcoxon signed-rank test with a Bonferroni-adjusted alpha
level of 0.025 (0.05/2) showed that self-punishment coping scores of control group
in the pre-test period (M=12.17) is lower than self-punishment coping scores in the
post-test period (M=13.33). The change was statistically significant, T= 58.00, z=
-2,292, p<0.025.

There was not a significant difference in the pre-test and post-test self-

punishment coping scores of the intervention group participants, x*(1) = 1,286, p >

0.05. Post hoc analysis with Wilcoxon signed-rank test with a Bonferroni-adjusted
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alpha level of 0.025 (0.05/2) showed that self-punishment coping scores of the
intervention group in the pre-test period (M=12.58) is higher than self-punishment
coping scores in the post-test period (M=12.17). The change was not statistically
significant, T= 10.00, z= -0,690, p>0.025.

Figure 3.4 : Change in Self-Punishment Coping Mechanism Usage for Control

Group and Intervention Group
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3.6 SELF-HELP COPING MECHANISM AND INTERVENTION
PROGRAM RELATIONSHIP

All participants of the control group and the intervention group filled COPE-
R scale twice for the study for investigating the coping mechanism preferences of
individuals. In Table 3.6, the mean scores and standard deviations of self-help

coping mechanism scores are mentioned according to the group types.
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Table 3.6: Means and Standard Deviation of Self-Help Subscale of COPE Scale

Scores for Control Group and Intervention Groups

Groups Pre-Test Post-test

M (SD) M (SD)
Control
Group 14.58 (4.582) 14.67 (4.942)
(n=12)
Intervention
Group 15.92 (3.204) 15.67 (3.229)
(n=12)

Table 3.6 summarizes the pre-test and post-test mean of the self-help coping

mechanism scores for the intervention and control groups.

Although the mean of pre-test scores of the control group (M=14.58)
seemed to be lower than the pre-test scores of the intervention groups (M=15.92),
the difference was not found to be significant based on the Mann Whitney U test.
(U ( Neontro=12, N intervention =12, ) = 131.000, z = -1.105, p > 0.05.)

Also the mean of the post-test scores of the control group (M=14.67) seemed
to be lower than the post-test scores of the intervention groups (M=15.67), the
difference was not found to be significant based on the Mann Whitney U test. (U (
Neontro=12, N intervention =12, ) = 138.500, z = -0.672, p > 0.05.)

Hypothesis 5: Self-Help coping mechanism scores of intervention group
participants will show a significant increase between pre-test and post-test

compared self-help coping mechanism scores of control group participants.

For testing Hypothesis 5, Friedman test and Wilcoxon signed rank test with

Bonferroni-adjusted alpha scale was used for determining if the difference between

52



mean of pre-test and post-test in control group and intervention groups were
significant. There was not a significant difference in the pre-test and post-test self-
help coping scores of control group participants, x*(1) = 1.000, p > 0.05. Post hoc
analysis with Wilcoxon signed-rank test with a Bonferroni-adjusted alpha level of
0.025 (0.05/2) showed that self-help coping scores of control group in the pre-test
period (M=14.58) was lower than self-help coping scores in the post-test period
(M=14.67). The change was not statistically significant, T= 6.00, z= -0.368,
p>0.025.

There was not a significant difference in the pre-test and post-test self-help
coping scores of the intervention group participants, ¥*(1) = 0.143, p > 0.05. Post
hoc analysis with Wilcoxon signed-rank test with a Bonferroni-adjusted alpha level
of 0.025 (0.05/2) showed that self-help coping scores of the intervention group in
the pre-test period (M=15.92) is higher than self-help coping scores in the post-test
period (M=15.67). The change was not statistically significant, T=9.00, z= -0,879,
p>0.025.

Figure 3.5 : Change in Self-Help Coping Mechanism Usage for Control Group

and Intervention Group
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3.7 MARITAL SATISFACTION AND INTERVENTION PROGRAM
RELATIONSHIP

All participants of the control group and the intervention group filled the
marital satisfaction scale twice for the study for investigating the marital
satisfaction levels of couples. In Table 3.7, the mean scores and the standard
deviations of marital satisfaction scores are listed according to the group types.
According to the used scale, higher scores mean lower marital satisfaction. When
score of the marital satisfaction scale is low, it means that marital satisfaction of the

individual is high.

Table 3.7: Means and Standard Deviation of Marital Satisfaction for Control

Group and Intervention Groups

Groups Pre-Test Post-test

M (SD) M (SD)
Control
Group 16.50 (6.113) 21.83 (6.492)
(n=12)
Intervention
Group 14.58 (11.728) 15.83 (11.472)
(n=12)

Table 3.7 summarizes the pre-test and post-test mean of the marital

satisfaction scores for the intervention and the control groups.

Although the mean of pre-test scores of the control group (M=16.50)

seemed to be higher than the pre-test scores of the intervention groups (M=14.58),
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the difference was not found to be significant based on the Mann Whitney U test.
(U ( Neontro=12, N intervention =12, ) = 133.500, z = -0.954, p > 0.05.)

Also the mean of the post-test scores of the control group (M=21.83) seemed
to be higher than the post-test scores of the intervention groups (M=15.83), the
difference was not found to be significant based on the Mann Whitney U test. (U (
Neontro™=12, N intervention =12, ) = 121.500, z = -1.648, p > 0.05.)

Hypothesis 6: Marital satisfaction scores of intervention group participants will
show smaller decrease in scores between two-time period when compared to

marital satisfaction scores of control group participants.

For testing Hypothesis 6, Friedman test and Wilcoxon signed rank test with
Bonferroni-adjusted alpha scale was used for determining if the difference between
mean of pre-test and post-test in control group and intervention groups were
significant. There was a significant difference in the pre-test and post-test marital
satisfaction scores of the control group participants, y°(1) = 12.000, p < 0.05. Post
hoc analysis with Wilcoxon signed-rank test with a Bonferroni-adjusted alpha level
0f 0.025 (0.05/2) showed that marital satisfaction scores of control group in the pre-
test period (M=16.50) was lower than marital satisfaction scores in the post-test
period (M=21.83). The change was statistically significant, T= 78.00, z= -3.074,
p<0.025.

There was not a significant difference in the pre-test and post-test marital
satisfaction scores of the intervention group participants, x*(1) = 1.333, p > 0.05.
Post hoc analysis with Wilcoxon signed-rank test with a Bonferroni-adjusted alpha
level of 0.025 (0.05/2) showed that marital satisfaction scores of the intervention
group in the pre-test period (M=15.58) is lower than marital satisfaction scores in
the post-test period (M=15.83). The change was not statistically significant, T=
56.00, z=-1.340, p>0.025.
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Figure 3.6 : Change in Marital Satisfaction for Control Group and
Intervention Group
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4- DISCUSSION

This study is designed for investigating effects of psychological intervention
program for infertile couples. The intervention program is designed as a
combination of psychoeducation, couple relationship enhancement exercise and
mindfulness exercise. Present study is about the changes in anxiety levels, coping
mechanisms and marital satisfaction during IVF treatment with the intervention
program and without the intervention program. In this section, changes in the
variables during treatment phase with the intervention program is discussed. After
that, implications for the clinical practice and the limitations of the study will be

explained. Further research areas will be presented at the end of this section.

4.1 ANXIETY LEVELS AND INTERVENTION PROGRAM
RELATIONSHIP

In the study, two kinds of anxiety levels which are state and trait are
measured for the intervention group and the control group. Aim of the intervention
program is a decrease in the state anxiety and the trait anxiety for intervention group
participants whereas an increase is expecting without any intervention during the
treatment process.

In the state anxiety scores, pre-test and post-test means are higher for control
group. There is a significant increase in the state anxiety scores between the pre-
test and post-test measures for the control group. Whereas there is a significant
decrease in the state anxiety scores for intervention group participants between the
pre-test and the post-test measures. Study of Loke and colleagues (2018) showed
similar results with this present study. In their study, the intervention program
which is a combination of psychoeducation and meditation practices was delivered
to couples and for improving satisfaction and psychological wellbeing (anxiety
level and depression symptoms). Participants who received the intervention

program reported lower anxiety levels and the scores were significantly different

57



from the control group (Loke, yang, Wu, Wu, & Shu, 2018). Another similar
outcome with the present study is reported by Shu-Hsin in 2003. Intervention group
participants received a structured program of psychoeducation and relaxing
techniques during IVF treatment and the participants reported lower state anxiety
levels when compared to the control group participants (Shu-Hsin., 2003). Similar
to the outcomes of present study was reported by Domar and colleagues (2000)
when the changes in anxiety levels, depression, self-esteem, marital distress and
mood profiles were studied with the intervention programs. State anxiety scores of
the intervention group decreased significantly in their study whereas state anxiety
scores of the control group participants significantly increased between pre-test and
post-test measures (Domar, Clapp, Slawsby, Kessel, Orav, & Freizinger, 2000).

In the trait anxiety scores, similarity to the state anxiety results are seen.
Intervention group participants reported a significant decrease in the trait anxiety
levels whereas the control groups participants’ trait anxiety levels increased
significantly between the pre-test and post-test periods. Similar study of Domar and
colleagues showed that trait anxiety scores decreased more when there is an
intervention program (Domar et al., 2000). There is a difference between state and
trait anxiety outcomes in Domar and colleagues’ study; they reported that trait
anxiety also decreases in control group but it is not much like the decrease in
intervention group participants’ scores.

In the study of Arpin and colleagues (2019); anxiety levels after intervention
program decreases with a medium effect size but change between the pre-
intervention and post-intervention is not significant statistically. Another similar
outcome was reported by Chan and colleagues, they reported that anxiety symptoms
improve in intervention groups patients during IVF treatment. Control group
participants’ symptoms became worse when compared to intervention group
participant’s results (Chan. Chan, Ng, Ho, Chan, Lee, & Hui, 2012).

As mentioned in the literature, unfamiliar environment and unknown
procedures are important anxiety promoters for patients (Massarotti et al.,2019).

With psychoeducation in the intervention program, couples become more familiar
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with the process. Knowing more about the process, possible reactions and helpful
coping ways made couples less anxious during the treatment process.

Literature also shows that mindfulness exercises have positive effects on the
anxiety levels in infertility patients (Galhardo, Cunha, & Pinto-Gouveia, 2013). In
the present intervention program, every session has a mindfulness exercise and
guideline for the exercise is given to participants as a handout at the end of the
session. Participants are asked to perform that exercises at home and they talk about
their experiences about these exercises in each session. All participants were new
to these techniques but they reported that these exercises helped them to sleep better
and they felt more relaxed when they tried them in their daily life. Relaxation
techniques were used by female participants more often in all couples. Male
partners mostly report about how these exercises helped their partners and their
tension at home had decreased. Couples reported that they acted like a reminder for
each other and they used these activities in doctor appointments and other medical
procedures. Addition to the relaxation exercises, normalization of the problems and
feelings helped couples for dealing with anxiety. All participants share that seeing

commonalities about emotions decreased their stress and made them feel supported.

4.2 COPING MECHANISMS AND THE INTERVENTION
PROGRAM RELATIONSHIP

There is a strong relationship between coping mechanisms and how patients
handle infertility problem individually and relationally. COPE-R scale is used for
investigations coping mechanisms of patients in this study. In the scale, there are 5
sub-divisions which are avoidance, self-punishment, self-help, accommodation and
approach. For analysis, avoidance, self-punishment and self-help coping
mechanisms are used because they are the widely used coping mechanisms in the

literature.
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4.2.1 Avoidance Coping Mechanism and Intervention Program

Relationship During Infertility Treatment

According to the assumptions of the study, mean of avoidance coping
mechanism score for intervention group is expected to decrease after the
intervention program. In the analysis, it has been seen that the avoidance coping
scores of control group increased from pre-test to post-test period. For intervention
group, results are different than the control group. Mean of avoidance scores of
intervention group decreased between pre-test and post-test measurements. In the
literature, Li and colleagues (2015)’ study is supporting this change in the groups.
Li and colleagues used a mindfulness program as an intervention for infertility
patients. Results showed that avoidance coping scores have a decrease between pre-
test and post-test periods for intervention group. On the other hand, there is an
increase in control group patients’ avoidance coping scores between the pre-test
and post-test. Similar to the study of Li and colleagues (2015), this study also used
mindfulness exercises in the intervention program. These exercises are expected as
one of the most effective ways for decreasing anxiety and decrease in anxiety is
reported as a way for decrease in avoidance by making patients better
psychologically. In the present study, we also used mindfulness exercises and
decrease in avoidance can be seen as a consequence of these exercises. Also
awareness of the coping strategies and their effects made people think about how
they reacted. Most of the participants shared that they realized how avoidance made
their lives harder after talking about it in the sessions.

In the literature, isolation is expected as a consequence of avoidance coping
mechanism (Hinton, Kurinczuk,& Ziebland, 2010). According to Karaca and
colleagues (2015), one of the theme of the coping mechanisms mostly seen in
Turkish infertile women is avoidance. Isolation from social environment like trying
to be away from pregnant friends, new-born babies are the widely used by infertile
patients (Karaca et al., 2015). One of the biggest result of the isolation is popularity

of internet websites. Patients who isolate themselves from real-world relationship
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because of their avoidance coping prefer to be active in infertility-related websites
for getting additional information and have access to other’s experiences (Hinton et
al., 2010). This assumption of Hinton and colleagues also give an understanding
for low attendance rates of support groups. It is hard for patients who use avoidance
coping mechanism to attend an intervention program during treatment process. So
that high avoidance coping can be seen as an obstacle for spreading these

intervention programs.

4.2.2 Self-Punishment Coping Mechanism and Intervention Program

Relationship During Infertility Treatment

Another assumption of the study is expecting a decrease in self-punishment
coping mechanism scores between pre-test and post-test time periods for
intervention group participants. Results of the analysis support the assumption of
the study about self-punishment coping mechanisms within infertility patients. In
the program, coping mechanisms are discussed in the psychoeducation part. In all
of the groups, most of the comments and sharing were made about self-punishment
and in other words self-judgment.

In the literature, similar concept called self-judgment is being used for
investigating coping mechanisms of infertile couples. Self-punishment can be
described as blaming own self and having negative attributes about own self. When
we look at the similarity between self-punishment and self-judgment concepts, they
do not have a big difference but self-punishment is more like a result of the other
one. When people who cope with using self-judgment, always blame themselves
and they start to punish themselves as a result. People using self-punishment coping
are usually critical themselves harshly. In this context, people believe that they are
the reason for all struggles they are having for bearing a child (Cunha et al., 2016).
In the study of Cunha and colleagues (2016), self-judgment scores in infertile
patients is higher than fertile patients in a hospital. Addition from this study, former
infertility patients who adopted a child after treatment failures have the lowest self-

punishment scores within fertile group, infertile group and adopted group (Cunha
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etal., 2016). Reason for this outcome is explained as the negative effects of medical
treatments and ongoing processes about infertility, leaving infertility in the past
enable patients to be less critical about themselves (Cunha et al., 2016).

In Turkey, self-punishment /self-judgment is reported as one of the main
coping mechanism of infertile patients (Karaca, & Unsal, 2015). Infertile women
reported negative self-concept and it has been concluded that treatment process
increases the negativity of self-concept of infertile women when there is not any
psychological intervention (Karaca, & Unsal, 2015).

As mentioned before, coping mechanisms are one of the topic of
psychoeducation of the program. Being aware of the burden of the unhealthy coping
mechanisms and talking about other possible coping ways have a remarkable effect
on participants. This effect can be seen as the reason of the change of self-
punishment scores between the time periods. After talking about unhealthy coping
strategies, participants try to understand what they were doing unconsciously. A
week after this topic, most participants in all groups shared that they realized how
they judged themselves for a very long time for various incidents. Talking about

this topic affected participants beyond this process.

4.2.3 Self-Help Coping Mechanism and Intervention Program
Relationship During Infertility Treatment

In the study, one of the investigated coping mechanisms is the self-help
coping mechanism. Self-help coping mechanism can be described as being open for
having support, open to sharing emotions, and not being critical about own-self.
Assumption of this study is having an increase in self-help coping mechanism.
Result analysis showed that this intervention program does not have a significant
effect on self-help scores for intervention program.

In the literature, there are outcomes for supporting the assumptions of this
study. A similar concept called self-compassion is used usually instead of self-help
coping mechanism. Self-compassion is characterized by being understanding for

own-self in difficult times. It is like an antonym of self-punishment. In the study of
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Li and colleagues (2015), mindfulness intervention program has effect on self-
compassion improvement. In another study, it has been seen that when there is not
any psychological intervention self-compassion is decreasing during infertility
treatment (Cunha et al., 2016). In the same study of Cunha and colleagues (2016),
self-help coping scores of infertile group is compared with fertile group and
adoption group. Results showed that adoption group who left the treatment process
and adopt a child has the highest self-compassion. It is stated that adoption group
is made of couples who became stronger after ending the waiting and treatment
periods.

Results showed that the present study interventions do not have the desired
effect on improving self-help coping mechanisms. In the sessions, most of the
emphasize was about the avoidance coping mechanisms in all groups and other
coping mechanisms are not considered so much in the sessions. Anxious
participants do not want to consider understanding their inner feelings in the
sessions. Importance of self-compassion and self-help and opening area for
emotions could be emphasized more for getting enough strength from healthy
coping mechanisms.

For understanding the results of the data analysis, it should be stated that
intervention groups self-help scores were very high when compared to the control
groups scores at the beginning and at the end. Self-help scores can be seen as an
indicator for understanding the willingness to attend the program. In the process,
self-help strategy slightly decreases. This could be seen as a regression to the mean.
So that this limited number of samples could not give us an adequate understanding

about this variable.

4.3 MARITAL SATISFACTION AND THE INTERVENTION
PROGRAM RELATIONSHIP

One of the assumptions of the present study is that the intervention program
will be protective for marital satisfaction of infertile couples and it is expected that

decrease in satisfaction between the pre-test and post-test will be smaller than the
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control group participants’ results. Scale that is used in the study has diverse
meaning. When the score for marital satisfaction is high, it means that marital
satisfaction of the individual is low. Results of the marital satisfaction scale showed
that there is a decrease in satisfaction between pre-test and post-test but the
difference between changes of groups in the present study. The intervention
program has a protective effect as the assumption of this study on the marital
satisfaction by improving communication between partners and making awareness
of the importance of sharing emotions.

According to the literature of marital satisfaction of infertile couples;
psychological health of partners, knowledge about fertility assisting methods,
support systems, sexual functions and life quality are common related factors
(Samadaee-Gelehkolaee, Mccarthy, Khalilian, Hamzehgardeshi, Peyvandi, Elyasi,
& Shadidi, 2016). Within the present intervention program, there are areas related
to these factors. Psychoeducation topics are selected for most common problem
areas. Information about the diagnoses and treatment process, possible emotional
reaction, coping mechanisms, support systems and couple relationships are
covering answers for their some of the biggest questions. Dooley and colleagues
(2014) claimed that stress level of the partners and marital satisfaction have a
correlation for couples and it is especially critical for infertile couples. In the present
study, mindfulness exercises help couples to handle stress in a healthier way and
this can be reported as a protective factor for marital satisfaction.

This kind of intervention programs are developed as a form of support in
patients’ lives. So that being in a psychological support as a couple is related to
marital satisfaction by itself. As mentioned by Malina and colleagues (2017), any
kind of support is one the most important protector of psychological well-being
during infertility treatment. On top of that, importance of partner support, family
support and social support is explained in each session. Couples became more
familiar with the idea of sharing and became more confident in asking for support
when they realized that their need

One of the important aims of this study is enhancing partner support and

treating infertility as a couple life-event. In line with Billet (2019), partner support
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is the most important support type in this process because some of the people prefer
not to talk about this subject with family members and friends (Billet P.,2019).
Attending this program together as a couple enables partners to talk about their
emotions and thoughts about treatment process. Also couple exercises show them
the importance of healthy communication and help them to consider differences in
emotions between each other. Understanding partner’s point of view enable
couples to be more open for support asking and giving. For understanding the
importance of communication, partners try to build a castle without talking. This
exercise was very effective and most participants reported that they did not realize
how it could be that hard before the exercise. Few couples enjoyed the exercise
whereas most of the got some levels of frustration. Enjoyed couples were the ones
with better communication with each other from the beginning.

According to Greil and colleagues (2010), sociocultural context is important
in understanding the changes in marital satisfaction during infertility treatments. In
cultures like Turkey, having a child is seen as a must for couples and this make the
pressure of the process heavier. For this reason, marital satisfaction is not easy for
protecting during the infertility diagnosis and treatment phase of the marriage.
Results of the present intervention program supported that marriages are effected
negatively and psychological support can only decrease the level of negative
outcomes. Addition to this outcome, an Iranian study claimed that counseling is
effective in protecting and improving marital satisfaction (Vizheh et al., 2013).
Psychoeducation-oriented group session is reported as effective for improving
marital satisfaction when couples joined session together (Vizheh et al., 2013). In a
different sociocultural context like US, marital distress is decreasing in intervention
groups and stress is increasing in control group (Domar et al., 2000). Similar
outcome in the present study could be reported as the result of normalization and
openness in the intervention process. Also becoming aware of differences have a
fundamental effect on the relationship. Most of the female partners admit that
psychoeducation about differenced made them understand their partners.

As mentioned in the literature, treatment process is full of decisions and

couples have problems in finding a common way. When partners are satisfied with
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their marriage, their communication is better and they can find a middle way easily
(Kiesswtter, Marsoner, Luehwink, Fistarol, Mahlknecht, & Duschek., 2019). The
study of Kiesswetter and colleagues (2019) claimed that marital satisfaction of
couples during infertility treatment is correlated with anxiety nagetively but it is
correlated positively with quality of life. Good marriage improves the quality of life

and psychological well-being of partners (Kiesswetter et al.,2019).

4.4 IMPLICATIONS FOR CLINICAL PRACTICE

From the beginning, aim of the study was decreasing negative effects of
infertility treatments on couples individually and relationally. Design of the
program is developed according to the needs of couples according to the literature.
Knowing the importance of valid information, having good couple relationship and
being aware of the present moment are the principals of the program.

The aim of the intervention program about improving marital satisfaction
and decreasing anxiety scores are accomplished within the intervention group. Also
control group data showed the negative effects of the treatment process on patients
when there is not any intervention program.

Results of the intervention program supported what is aimed at the
beginning except for improving the self-help coping mechanism. Changing coping
mechanisms in a short-period is not something easily maintained. On the other
hand, decrease in maladaptive coping mechanism like self-punishment coping
mechanism and avoidance coping mechanism is accomplished with this
intervention during the infertility treatment.

Accomplishments of the program showed what kind of supports can be
made in the infertility clinics to improve well-being of patients during the treatment
process. Also by using the knowledge from this study, some important
improvements can be made about designing an effective intervention.

First of all, couple relationship should be emphasized in the intervention.
Interventions should not be made for only women or men. Infertility should be seen

as a dyadic problem and both of the partners should be treated equally. Emotions
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of both partners must be emphasized equally. Also improving couple
communication is important for psychological well-being of couples for dealing
with infertility problem and for following periods like adoption or parenting. As
mentioned in the article of Jafarzadeh-Kenarsari and colleagues (2014), spouse
support is playing a crucial role during the treatment and couple-based interventions
help couples to support each other. Helping couples to learn a way to each other is
enabling couples to support each other in their daily lives after the intervention
period.

Another important improvement can be emphasizing the importance of the
psychoeducational parts about emotions, relationships and support systems.
Normalizing their problems with explaining researches and examples have patients
to be calmer during difficult times.

Last improvement can be adding mindfulness exercises to intervention
programs and help patients to integrate these activities in their daily lives. In this
study, all patients were new to meditation but they tried to integrate “present

moment” concept to their life and use exercises in their daily lives.

4.5 LIMITATIONS OF THE STUDY

In this study, an intervention program is designed for infertile couples who
decided to start a new IVF cycle in the following period. The program is focused
on anxiety, coping strategies and marital satisfaction.

First limitation of the study is limited sample size. As a result of limited
sample size, limited statistical results were obtained. In Istanbul and Eskisehir,
several IVF clinics are called and pamphlets of the program are shared with them.
The hospital staff was unwilling to promote the program. Because of not being from
the IVF clinic staff, coordination was so hard. Number of participants were lower
than expected because of not reaching all potential participants in selected clinics.
According to Norré and colleagues (2011), psychological counseling should be

accepted as one the main parts of the infertility treatment. Being an additional
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services decreases the effect of intervention programs and participation cannot be
maintained properly.

Another limitation is the difficulties in attendance of participants. Some of
the participants’ continuity to sessions were disrupted unexpectedly because of
some medical and scheduling issues. Changing treatment plans and family
emergencies happened during the program. Also it was hard for participants to
attend sessions as a couple and find an appropriate hour with other couples for
sessions.

Important limitation of the study was not having any qualitative assessment
tool like a structured interview for having more information about the participants.
Results could have been enriched with the qualitative assessments of change
between pre and post time periods. Especially with limited number of participants,
qualitative data will be helpful for making arguments more clear.

One of the limitation is not having a follow up measure and interview with
couples after the program. Understanding the duration of possible effects of

intervention could be more useful in designing intervention programs.

4.6 AREAS FOR FUTURE RESEARCH

All participants ask for possibility of individual sessions as the intervention
program at the first interview or on the phone call. They reported that they do not
feel comfortable for sharing their experiences with other couples and also they
thought that listening experiences of others will be depressing for them. After the
completion of the program, participants shared that being in the group was better
than they think of at the beginning. Intervention group participants declared that
recognizing similarity about emotions and thoughts were making them feel better.
Explaining the structure of the program in detail and promoting it properly is
important for making people understand that this is not a therapeutic program and
being a part of a group have a positive effect on their psychological wellbeing

(Norr¢ et al.,2011). Participants said that being in an intervention program like this
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made them think about their psychological wellbeing. Psychologist referrals can be
made for participants who ask for further support. This option can be described at
the first interview before starting the program.

On the other hand, this program can be used with one couple at a time in a
session. Effects of the program can be more efficient because participants can share
their experiences and emotions freely. At this point, having limits in sharing
experiences and emotions is important. This intervention program is designed
according to a non-therapeutic purpose, one-couple at a time design can be hard to
set limits. With an extra effort or newly added factors, intervention program can be
studied in couple-based design.

Increasing the awareness of the community about the psychological aspect
of infertility and treatment can be the focus for further studies. Awareness of
especially infertility clinic doctors and other members are crucial. Also resistance
to attend program and to promote the program can be studied for understanding
different perspectives better. Also emphasizing on the partners’ effects on each
other can be done in further research. In the program, I can see that partners’ well-
beings were connected with each other and none of their variable results are
independent form their partner’s results. A study for understanding effects of

partners on each other during IVF treatment can be beneficial.
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APPENDICES
A. Informed Consent

Degerli Katilmci,

Bu arastirma, istanbul Bilgi Universitesi Klinik Psikoloji Bolimui Cift ve Aile Alt dali
O0grencisi Oya Azakoglu tarafindan Uzman Psikolog Aylin Sezer Tracy
danismanhginda yuruatilmektedir.

Arastirmanin amaci tlip bebek tedavi siirecinde yapilan destek grup ¢alismalarinin
cift iliskisi ve bireyler izerindeki etkilerini arastirmaktir.

Arastirmaya katilmak icin ciftlerin cocuk sahibi olmamalari, kadinlarin 25-45 yas
araliginda olmasi, erkeklerin 25-45 yas araliginda olmasi ve tip bebek tedavisi
slrecinde olmalari gerekmektedir.

75 dakikalik 4 oturum yapilacaktir. ilk oturum éncesi ve son oturumdan sonra
doldurulacak &lcekler vardir. Olgeklerin doldurulmasi ise yaklasik 20 dakikanizi
alacaktir. Calismaya katilim tamamiyla gondllidir. Cevaplariniz tiimiyle gizli
tutulacak ve sadece calismayr ylrlten arastirmacillar tarafindan
degerlendirilecektir; elde edilecek bilgiler bilimsel yayimlarda kullanilacaktir.
Gorlsmede sorulacak sorular, genel olarak kisisel rahatsizlik verecek sorulari
icermemektedir.

Bunun yaninda, katiim sirasinda herhangi bir nedenden 6tliri kendinizi rahatsiz
hissederseniz calismayi yarida birakmakta serbestsiniz. Anketleri tamamlamanizin
ardindan, bu calismayla ilgili sorulariniz cevaplanacaktir.

Bu calismaya katildiginiz icin simdiden tesekkiir ederiz.

Calisma hakkinda daha fazla bilgi almak icin Oya Azakoglu (E-posta:
oazakoglu@gmail.com) ve Aylin Sezer Tracy ( E-posta: aylinsezer@yahoo.com ) ile

iletisim kurabilirsiniz.
Yukaridaki bilgileri okudum ve anladim. Arastirmaya katilmayi kabul ediyorum.

L Onay veriyorum.

L Onay vermiyorum.
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B. Demographic Form

Cinsiyetiniz:

( ) Kadin

() Erkek

Yasiniz:

()20-25

()25-30

()30-35

()35-40

( )40+

Egitim Durumunuz, Mesleginiz:
() ilkokul - Ortaokul

() Lise

() Universite

( ) YUksek Lisans - Doktora

Kag senelik evlisiniz?

()15

()5-10

()10-15

()15+

Ne kadar zamandir ¢ocuk sahibi olmayi deniyorsunuz?
()o-1wl

()1-5wyl

()5-10il

()10+

infertilite taniniz nedir? Detayll bilgi vermek isterseniz alttaki bosluga
yazabilirsiniz.

( ) Aciklanamayan infertilite
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( ) Yumurtlama Problemleri (Rezerv azligi, kalite dustkligu vb.)

( ) Sperm Problemleri (Sayi azhig, kalite diistklGgi vb.)

( ) Anatomik Problemler (rahim sorunlari, tlip sorunlari vb.)

( ) Diger( Latfen

BEIITTINIZ) o ittt ettt sttt b et sbesbs et b e n et st sbesanereebbenbean

Daha o6nce hangi YUT (Yardima Ureme Teknikleri)ye basvurdunuz?
Basvurduysaniz yanina sayisini belirtiniz.

() Asilama

() Tup Bebek

( ) Diger ( Lutfen

BEIITTINIZ) ottt ettt sttt b et st st sar et eb et sbe sbesaresreebaenbean

Su anda tedavinizin hangi agamasindasiniz?

( ) Tedavi arasi bekleme siireci

() ilk Tip Bebek Tedavisi dncesi

( ) Diger ( Latfen

BIITTINIZ) ottt ettt sttt b e et st st sar et eb e s e sbe sbesarsreeraenbean

Daha 6nce hig psikolojik (bireysel, grup, cift, aile terapisi) veya psikiyatrik destek

aldiniz m1? Aldiysaniz tiiriinii ve siiresini litfen belirtiniz.
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C. State — Trait Anxiety Scale

£

3 | |2

& (S |

1. |Su anda sakinim (H 12) 3) |4
2.  |Kendimi emniyette hissediyorum (H) 2) 13) D
3 |Suanda sinirlerim gergin 1 12) 3) D
4 |Pismanlik duygusu icindeyim (H 12) 3) |4
5. |Su anda huzur i¢indeyim (|2 |B) b
6 Su anda hi¢ keyfim yok (1) @) |B) (D
7 Basima geleceklerden endise ediyorum (H 12) 13) (4
8.  [Kendimi dinlenmis hissediyorum 1 12) 3) D
9  |Su anda kaygiliyim (H 12) 3) |4
10. |Kendimi rahat hissediyorum (|2 |B) b
11. |Kendime giivenim var (H 12) 3) |4
12 |Su anda asabim bozuk (H 12) 3) |4
13 |Cok sinirliyim 112 |3 |
14 |Sinirlerimin ¢ok gergin oldugunu hissediyorum (H 12) 13) (4
15. [Kendimi rahatlamis hissediyorum (H 12) 13) (4
16. |Su anda halimden memnunum (H 12) 3) |4
17 |Su anda endiseliyim (H 12) 3) |4
18 |Heyecandan kendimi sagkina donmiis hissediyorum (D 12) 13) (4
19. |Su anda sevingliyim (H 12) 3) |4
20. |Su anda keyfim yerinde. (H 12) 3) |4
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21. |Genellikle keyfim yerindedir (H) (2)|(3) |(4)
22 |Genellikle cabuk yorulurum (H) (2)](3) |(4)
23 |Genellikle kolay aglarim (H) 2)|(3) |(4)
24 |Baskalar1 kadar mutlu olmak isterim (H (2)|(3) |(4)
25 |Cabuk karar veremedigim i¢in firsatlar1 kagiririm (H) (2)|(3) |(4)
26. [Kendimi dinlenmis hissediyorum (H) (2)|(3) |(4)
27.|Genellikle sakin, kendine hakim ve sogukkanliyim (1) (2)|3) |(4)
28 |Gligliiklerin yenemeyecegim kadar biriktigini hissederim (H) (2)|(3) |(4)
29 |Onemsiz seyler hakkinda endiselenirim (H) (2)|(3) |(4)
30. |Genellikle mutluyum (1) 2)|(3) (4)
31 |[Herseyi ciddiye alir ve endigelenirim (H) (2)|(3) |(4)
32 |Genellikle kendime giivenim yoktur (H) (2)|(3) |(4)
33. |Genellikle kendimi emniyette hissederim (1) (2)|3) |(4)
34 |Sikintili ve gii¢ durumlarla karsilasmaktan kaginirim (1) (2)|(3) |(4)
35 |Genellikle kendimi hiiziinlii hissederim (1) (2)|(3) |(4)
36. |Genellikle hayatimdan memnunum (1) (2)|(3) |(4)
37 |Olur olmaz diisiinceler beni rahatsiz eder (1) (2)|(3) |(4)
38 |[Hayal kirikliklarini dylesine ciddiye alirim ki hi¢ unutamam (H) (2)|(3) |(4)
39. |Akl1 basinda ve kararli bir insanim (H) (2)|(3) |(4)
40 |Son zamanlarda kafama takilan konular beni tedirgin ediyor (H) (2)|(3) |(4)
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D- Cope-R Scale

Olgekteki maddeleri dikkatli bir sekilde okuyarak maddelerden
goriislerinize en uygun secenegi (‘“Asla Boyle Yapmam” i¢in 1’1, “Cok Az Boyle
Yaparim” icin 2’yi, “Boyle Yaparim” i¢in 3’1, “Cogunlukla Boyle Yaparim”
icin 4’1i) isaretlemeniz ve tiim maddeleri eksiksiz doldurmaniz istenmektedir.
Isaretlediginiz secenegin dogrulugu ya da yanlishgi s6z konusu degildir. Toplanilan

veriler aragtirmacilar tarafindan arastirmanin amaci disinda kullanilmayacaktir.

g 2
>
= | & 2
= S
5 % | &
> = =
=2 2 =¥ =
> an] < 4
10 N >~ =2
A< | e s
2% |7 |8
< &) M O
Duygularimi1 ifade etmek i¢in zaman
1 1 2 3 4
ayiririm.
Duygularimi1 - hislerimi aci§a vurmaya
2 ve s Y 1 2 3 4
calisirim.
3 Duygularimi baskalariyla tartigirim. 1 2 3 4

Arkadaslarimdan veya akrabalarimdan

duygusal destek almaya calisirim.

5 Ne hissettigimi birileriyle paylasirim. 1 2 3 4

Bir durumla ilgili daha fazla bilgi almak

icin birileriyle konusurum.

7 Biitlin giiclimle yaptigim ise yogunlagirim. | 1 2 3 4
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Problemi ¢oziimlemek i¢in farkli yollar

denerim.

Problemin iistesinden gelebilmek igin

hemen harekete gecerim.

10

Bir seyler yapacagim zaman adim adim

ilerlerim.

11

Yapacagim igle ilgili bir strateji

belirlemeye ¢aligirim.

12

Adimlarimi diisiinerek atarim.

13

Yaptigim ise bagka seylerin engel olmasin

onlemek i¢in yogun ¢aba harcarim.

14

Her durumda iyimser olmaya ¢aligirim.

15

Her ne iizerinde ¢alisirsam g¢alisayim

olumlu duygularla yola ¢ikarim.

16

Bir seyler kotli goziikse bile yaptigim ise

olumlu bakmaya devam ederim.

17

Yeni fikirlere ¢cabuk uyum saglarim.

18

Ortaya c¢ikan durumun gergekligini

kabullenirim.

19

Bir seyi daha olumlu gostermek icin onu

baska bir agidan gormeye calisirim.

20

Onemsedigim baska bir seyler bulmaya

caligirim.

21

Kendime “bu durumun ger¢ek olmadigimni”

sOylerim.

22

Ortaya ¢ikan durum gergekten olmamis

gibi davranirim.

23

Ortaya ¢ikan durumla bas edemeyecegimi

kabul eder ve denemeyi birakirim.
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24

Istedigim seyi almak igin girisimde

bulunmam.

25

Basima gelen bir isle ilgili bagkalarini veya

baska bir seyi suglarim.

26

Her seyi unutmaya calisirim.

27

Kendimi su¢larim.

28

Problemin kaynagi olarak kendimi

gorurim.

29

Kendimi elestirir veya azarlarim.

30

Bana sorun yasatan sey zihnimi siirekli

mesgul eder.

31

Bir problemi takint1 yapip tekrar tekrar onu

yasarim.

32

Problemimi siirekli kara kara diisiintiriim.
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E- Marital Satisfaction Scale (EDO)

Liitfen asagidaki maddeleri dikkatlice okuyunuz ve esinizle olan iligkinizi

g0z Oniine alarak yanitlaymiz. Her bir durumun yaninda, D () dogru ve Y () yanlis

secenekleri bulunmaktadir. Tiim maddeleri dikkatlice okuyarak, kendi evlilik

yasaminiz agisindan degerlendiriniz ve size en uygun secenegi (X) ile isaretleyiniz.

Eger okudugunuz maddenin evlilik iliskiniz agisindan dogru veya kismen dogru

oldugunu diisiiniiyorsaniz D, yanlis

veya ¢ogu zaman yanlis oldugunu

diistinliyorsaniz Y siklarinin yanindaki parantezlere X isareti koyunuz. Liitfen her

bir madde icin yalnizca bir segenegi isaretleyiniz.

1. {ligkimiz bana mutluluk veriyor.

D() Y()

28. Esime her konuda giivenirim.

D() Y()

2. Evlilik hayatim bdyle olmamaliydi.
D() Y()

29. Esim bana ¢ok ters davraniyor.

D() Y()

3. Igimden esime sevgi gostermek gelmiyor.

30. Cinsel birlikteligimizde bazi sorunlar var.

D ()
Y () D() Y()
4. Tartigmalarimizin gogu moral bozukluguyla sonuglanir. 31. Tliskimizin gelecegi, ileriye déniik ciddi bir plan
D() Y() |yapamayacak kadar belirsiz. D() Y()
5. Esimin siirekli bir seylerden sikayet etmesinden biktim. 32. Esim benimle kavga etmeye ¢ok merakli.
D () D() Y()
Y()
6. Esimle konusabilecegimiz fazla ortak konumuz yok. 33. Cinsel iliskimizde bir sorun oldugunu diisiinmiiyorum.
D() Y() D() Y()
7. Esim biitgemizi ¢ok iyi idare eder. 34. Bir giin esimin ailesi yiiziinden bosanabilecegimizi
D() Y())]disiniyorum. D() Y()
8. Cinsel hayatimizla ilgili her tiirlii konuyu, esimle rahatlikla | 35. Birbirimizi yeterince sevmedigimizi diisiiniiyorum.
konusabilirim. D() Y D() Y()
O)
9. Bazen esimin ailesinin davranislarindan dolayr mutsuzluk | 36. Esimin beni aldattigindan siipheleniyorum.
duyuyorum. D() Y() D() Y()
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10. Beraberligimizden her zaman memnuniyet duydum. 37. Aramizdaki kiiciik anlasmazliklar, ¢ogu zaman biiyiik
D () Y () |minakasalara doniigiiyor. D() Y()
11. Esimin pek ¢ok 6zelligine hayranim. 38. Esimin sinirlendiginde kontroliinii yitirmesi beni
D() Y()|korkutuyor. D() Y()
12. Esimle aramizdaki anlasmazliklar1 gidermenin bir yolunu | 39. Para konusunda esime tamamen giivenirim.
bulamiyoruz. D() Y() D() Y()
13. Esim beni siirekli elestirir. 40. Esimin ¢ok ¢ekici oldugunu diisliniiyorum.
D() Y() D() Y()
14. Esim beni higbir zaman fiziksel olarak incitmemistir. 41. Keske esim aileme biraz daha yakin davranabilseydi.
D() Y() D() Y()
15. Simdiki aklim olsa esimle evlenmezdim. 42. Beraberligimizde beni hayal kirikligina ugratan seyler var.
D() Y() D() Y()
16. Esimle birbirimize sik sik “seni seviyorum” deriz. 43. Tartismalarimiz ¢ogunlukla, birimizin incinmesi yada
D () Y () |aglamasiyla sonuglanir. D() Y()
17. Esimle  birbirimize  sinirlenmeden  tartismayi | 44. Esim 6fkelendiginde ondan korkuyorum.
bagaramiyoruz. D() Y() D() Y()
18. Esim her seye sinirlenir. 45. Mutlu bir beraberligi olan ciftler, bizden daha iyi geginiyor
D() Y() |olmallar. D() Y()
19. Hayatimizda beraberce yapmaktan zevk aldigimiz pek ¢ok [ 46. Esim ¢ok fazla ailesinin etkisi altinda kaliyor.
sey var. D() Y() D() Y()
20. Arkadaglarimla esimle oldugundan daha ¢ok egleniyorum. [ 47. Bazen beraberligimizin ayrilik veya bosanmayla
D() Y() bitebilecegini diigiindiigiim oluyor. D() Y()
21. Bazen esimin ailesinden kaynaklanan kiiskiinliik ve | 48. Esimin ailesiyle olan iliskimden memnunum.
kirginliklarimiz olur. D() Y() D() Y()
22. Beraberligimizin iyi yonleri, kotii yonlerinden daha fazla. | 49. Bu beraberlige baslamasaydim daha mutlu olabilirdim.
D() Y() D() Y()
23. Iliskimizde beni iizen bir sey oldugunda, bunu esime | 50. Eger esimin ailesi, bize bu kadar karismasaydi, daha mutlu
rahatlikla sdyleyebilirim. D () Y()|Dbirberaberligimiz olabilirdi. D() Y()
24. Esim ne kadar sinirlenirse sinirlensin, bana asla vurmaz. | 51. Iliskimizde halledemedigimiz bazi ciddi problemler var.
D() Y() D() Y()
25. Esim stk stk onu anlamadigimdan yakinir. 52. Esimden ayrilmay1 istedigim zamanlar oldu.
D() Y() D() Y()
26. Esimin zekasina ve yeteneklerine her zaman giivenirim. [ 53. Bu iliskide bazi 6nemli ihtiyaglarimimn karsilanmadigini
D() Y() |disiiniyorum. D() Y()
27. Esim benim olaylara bakis agim1 anlayamiyor. 54. Iliskimizde esimin ailesinden dolay1 mutsuzluk yasanmaz.
D() Y() D() Y()
55. Evin iginde iki yabanci gibiyiz. D () Y()|[74. Tatmin edici bir beraberligimiz var. D() Y()
56. Esimle beraberken hi¢ canimiz sikilmaz. 75. Esim higbir zaman kiymetimi bilmedi.
D() Y() D() Y()
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57. Esime her zaman isteyerek ve sevgi ile dokunuyorum.

76. Esim kisiligimin bazi yonlerini degistirmemi istiyor.

D() Y() D() Y()
58. Esimin ailesinin bazi gelenek ve adetlerine uymakta | 77. Biz birbirimizin en iyi arkadastyiz.
zorlantyorum. D() Y() D() Y()
59. Esimle her hangi bir konuda aym fikirde olmadigimiz | 78. Higbir zaman esimin ailesinden kaynaklanan bir sorun
zaman, bunu oturup tartigiriz. D() Y())|yasamayiz. D() Y()
60. Esim sinirlendigi zaman etraftaki esyalar1 firlatir veya yere | 79. Olduk¢a mutlu bir ¢ift oldugumuza inaniyorum.
atar. D() Y() D() Y()
61. Esim kazancimizdan fazlasini harcamaktan bir tiirlii | 80. Iliskimizde yogun bir ask ve sevgi var.
vazgegmiyor. D() Y() D() Y()
62. Esimin ailesiyle siirekli beraber olmamiz beni rahatsiz | 81. Esim bana karsi ¢ok acimasiz.
ediyor. D() Y() D() Y()
63. Her giin esimle beraber paylasabilecegim bir seylere | 82. Esimle beraber bos zamanlarimizi ¢ok giizel
zaman ayiririm. D () Y()]|degerlendiririz. D() Y()
64. Esim cinsel birlikteligimizden benim kadar zevk alir. 83. Esimin kredi kart1 borg¢lar1 beni biktirdi.

D() Y() D() Y()
65. Esim sinirliyken bana kaba kuvvet sergilemez. 84. Onsuz bir hayat: diisinemiyorum.

D() Y() D() Y()
66. Esim bos zamanlarini benimle paylagsmaktan mutluluk [ 85. Tartistigimiz zaman, esim ortak bir noktada bulugsmamiza
duyar. D() Y()|yardimciolur. D() Y()
67. Esim ailesiyle ilgili elestirileri duymaya dayanamaz. 86. Huzurlu bir evlilik ortaminin 6zlemi igerisindeyim.

D() Y() D() Y()
68. Basaril1 bir beraberligimiz olduguna inantyorum. 87. Esimin beni yeterince sevmedigini diislinilyorum.

D() Y() D() Y()
69. Esim higbir zaman beni, zarar vermek yada canimi | 88. Esimle beraber her seyin {iistesinden gelebilecegimize
yakmakla tehdit etmedi. D() Y() |inantyorum. D() Y()
70. Esimle beraber oyun ve eglenceye bir hayli zaman ayiririz. | 89. Esim bana yeterince ilgi gdstermiyor.
D() Y() D() Y()
71. Esimin viicudumda g¢iirik veya darbe izleri biraktigi | 90. Birbirimize yeterince yakin degiliz.
oluyor. D() Y() D() Y()
72. Esim beni iginden gelerek sarilip 6pmez. 91. Bazen aramizdaki anlagmazligin giinlerce siirdiigii oluyor.

D() Y() D() Y()
73. Biz birbirimiz i¢in yaratilmigiz. D() Y() |92. Bazen kendimi ¢ok yalniz hissediyorum. D() Y()
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F- Session Handouts

Session 1:

I- infertilite ve Hamilelikte Fiziksel Degisiklikler

Infertilite Nedir?
Korunmasiz ve diizenli cinsel iligkiye ragmen 12 ay veya daha fazla siireden
sonra bir gebelik olusmamasina infertilite denir. Birincil ve ikincil olarak
iki alt tanim1 bulunmaktadir. Birincil infertilite daha 6nce canli dogum veya
gebelik yasanmayan infertilite durumlarin1 anlatmak igin, ikincil ise canl
dogum meydana gelmis veya dis gebelik, isteyerek diisiik, gebelik
sonlandirma gibi durumlarin yagsanmasindan sonra ortaya ¢ikan infertiliteyi
tanimlar. Infertilite gériilme sikligi diinyanin bir ¢ok yerinde benzerlik
gostermedir. Diinyada ortalamanin %9 oldugu kabul edilmektedir. Bu
kisilerin biiytik bir ¢ogunlugu da tedavi yontemlerine bagvurmaktadir.
Tiip Bebek Tedavisi Nedir?
Infertilite tanis1 ardindan doktorlarin ve ciftin kararryla beraber uygulanan
bir yardimci tireme teknigidir. 3 temel asamadan olusur.
o llaglarla yumurtalarin uyarilmasi ve toplanmasi
o Laboratuvar ortamindan spermle d6llenmesi
o 3-5 gilin araligindan d6llenen yumurtanin (embryo) anne rahmine
transferi.
Gebelik testi transferden 10-12 giin sonra yapilir. Calismalara
bakildiginda 39 yas alt1 hastalarda 3 deneme igerisinde gebelik
olusma ihtimali %80 civarindadir. Bagar1 oranlarini etkileyen bir
cok faktor oldugu bilinmektedir.
Tedavi siirecinde karsilasilabilinecek fiziksel degisiklikler nelerdir?
Herkesin viicudunun verdigi tepki farkli olmakla birlikte asagidakiler

siklikla karsilasilanlardir:
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Gogiislerde hassaslik hissi

Karin bolgesinde gerginlik

Enjeksiyon bolgelerinde sisme, morarma
Yorgunluk, halsizlik

Viicudun bazi bolimlerinde 6dem

VvV V V V V V

Bulanti, kusma ve ishal

Hamilelik doneminde en ¢ok hangi fiziksel degisiklikler goriiliir?
Hamileligin her doneminde farkli fiziksel degisiklikler goriiliir. Dogal yolla
veya tedavi sonucu olusan hamileliklerin getirdigi fiziksel degisikler
birbirinden farkli degildir. Tedavi sonrast siirecler benzer sekilde ilerler.

Asagida donemlere gore en sik karsilagilan degisiklikleri bulabilirsiniz.

1. Trimester: Gogiislerde gerginlik, sik idrara ¢ikma, bulanti, kusma, midede

yanma, bel agrilari, bas donmeleri, bas agrilar.
2.Trimester: Karin belirginlesmesi, tansiyon diismesi, gogiislerde degigim,
nefes almada zorluk, sik idrara ¢ikma, ayaklarda ve bileklerde sisme,

midede yanma.

3. Trimester: Nefes darligi, tansiyon degisiklikleri, bacak kramplari, uyku

problemleri, hizli kilo alimi, sigkinlikler, uykusuzluk, yorgunluk.
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II- Tani ve Tedavi Siirecinde Duygusal Degisikler

En cok karsilasilan duygular

o Tiip Bebek Tani ve Tedavi Siireci: Bir c¢ok hasta infertiliteyi
hayatlarinda karsilastiklar1 en biiylik krizlerden biri olarak
tanimlamaktadir. BOyle bir kriz siirecinde duygu degisiklikleri
yasamak normaldir. Herkesin farkli zamanlarda farkli duygular
yasamasi da bir o kadar normaldir. En ¢ok karsilasilan duygular;

Inkar : Tan1 ilk duyuldugunda ve ¢ok beklenmedik oldugu durumlarda

durumun gergekligi inkar edilebilir / reddedilebilir. Kabul etmenin

herkes i¢in ayn1 derece de kolay olamayacagi unutulmamalidir.

Stres ve Kaygi: En bastan itibaren problemin kaynagi, tedavi siireci,

iligkiye olast etkileri, tedavilerin olumlu / olumsuz sonucu, hayal

kiriklig1 korkulari bir ¢ok hastanin stres ve kaygi duymasia neden
olabilmektedir.

Ofke: Dile getirilmesi her zaman kolay olmasa da yine tiim siireg

boyunca en ¢ok karsilagilan duygulardan biridir ve ifade edilebilmesi

onemlidir. Hayatin, viicudun veya duygularin kontroliinii kaybetme
hissi insan1 Gfkelendirebilir. Kisi tedavi siiresince, tibbi personele,
partnerine, aile ve arkadaslarina 6fke duyabilir.

Mutsuzluk ve Yas: Hayatin kontroliinii kaybetme hissi ortaya bir yas

hissi c¢ikarabilir. Gorlinen kayiplara, yasa dair toplumsal, bireysel

yontemler varken infertilite gibi goriinmeyen bir kayip durumunun
ortaya ¢ikaracagi yas ile bas etme yontemlerini ayrica bulmaya ¢alismak
gerekebilir.

Kabullenme ve Coziimleme: Olumsuz adlandirdigimiz duygularin yok

olup gitmesi degil, onlar1 kabullenme ve kendimize onlar1 yagamak i¢in

izin vermektir.

o Hamilelik Siireci: Hamilelik siirecinde duygu degisiklikleri

normaldir. Her kiside farklilik gosterse de 3 aylik donemler arasinda

farkli baskin duygular gézlemlenebilir.
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* 1. Trimester: Yeni bir hamilelik i¢in mutluluk , bebegin
saghigl, gelisimi, hamileligin gidisatina dair kaygi,
tedirginlik, hassaslik

= 2. Trimester: Unutkanlik, dagmik disiinceler, mutluluk,
kaygida azalma

= 3. Trimester: Dogum hakkinda kaygilanma, heyecan,
gerginlik, sikilmighk

- Duygularin ifade edilmesi

o Neden onemli? Duygularinizin ve diisiincelerinizin yok olmasini
umut etmek, konusulmazsa etkisinin azalacagina inanmak,
paylasmamak bu siireci zorlayici hale getirebilmektedir. Duygularin
ifade edilmesi onlarin kabul edilmesine yardimci olabilmektedir.

o Nasil ifade edilmeli? Duygulari ortaya koyabilmek kabullenme ve
cozlimleme yasayabilmek i¢in 6nemlidir. Biitiin duygularin dogal ve
kabul edilir oldugunu hatirlamak ve bunlar i¢in gerek sosyal gerekse
profesyonel destek almak yardimi olacaktir.

o Egsinizle paylasmak neden onemli? Her bireyin yasadigi duygu ve
yogunluk farklhidir. Ciftlerin birbirlerine destek olabilmesi,
birbirlerini anlamalar1 sayesinde olabilir. Paylagim arttikca destek
almak / vermek o kadar rahat gerceklesir. Birbirinizi elestirmeden,
degistirmeye c¢alismadan dinlemek hem size hem iliskinize iyi

gelebilecek yollardandir.

Nefes Egzersizi

- Rahat bir sekilde oturun

- Gozlerinizi kapayn, sadece aldiginiz nefesi diigiiniin.
- Sadece nefesinizin giris ve ¢ikisini diisiiniin.

- Nefes alirken burnunuzu, verirken agzinizi kullanin.

- Nefes alirken su kelimeleri defalarca diisiiniin:
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o Gevsiyorum, diizenli ve diizglin nefes aliyorum. Taze hava
cigerlerime doluyor ve ¢ikiyor, sakinlik tazelik hissediyorum.
- 1-2-3 sayarak nefes alin
o 4-5-6 sayarak bekleyin (nefesinizi tutun)
= 7-8-9 sayarak nefesinizi yavasca verin.
- 5 dakika boyunca bunu tekrar edin.

- Hazir hissedince gozlerinizi agabilirsiniz.
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- Session 2:

III- Basa Cikma Yontemleri

- Ne zaman basa ¢cikma yontemlerini kullaniriz?
Stresli olaylarla karsilastigimizda hepimiz bu durumlarla farkl sekilde basa
¢ikariz. Bu yontemler karsimiza ¢ikan tehlikeyi atlatmak, kiigiiltmek veya
tolere edebilmek igindir. Ozellikle destekleyici kaynaklarimizin yeterli
olmadig1 durumlarda ortaya cikarlar. Infertilite gibi bir stres arttiric tan1 ve
tedavi siireci de basa ¢ikma yOntemlerine ihtiya¢ duyulan bir donemdir.
Basa ¢ikma yontemlerini saglikli ve sagliksiz olarak ikiye ayiririz.

a) Saglikli basetme yontemleri: Rahatlatict aktiviteler (dogada zaman
gecirmek, meditasyon vb.)sosyallesmek, duygular1 paylasmak, spor
yapmak,

b) Sagliksiz bagetme yontemleri: sigara, alkol, sakinlestirici ilag/madde
kullanma, inkar, ofkeyi baska yerlere yoneltme (kavgacilik),

bastirma, uzaklagma

- Tam ve Tedavi siirecinde arastirmalara gore en ¢ok kullanilan saghksiz
basetme yontemler nelerdir?

Kullanilan basa ¢ikma yontemleri genellikle erkekler ve kadinlar i¢in

infertilite tan1 ve tedavi doneminde farklilik gosterir. Cok karsilasilan

ornekler:

o Uzaklasma: Erkekler tarafindan ¢ok kullanilirken kadinlar tarafindan
daha az kullanilmaktadir. Erkeklerin tan1 ve tedavi siireci ile aralarina
mesafe koyduklar1 goriilmektedir. Problemi ciddiye almamak, hayati
infertilite tanis1 yokmus gibi devam ettirmek, asir1 spor yapmak, disari
aktivitelerin ¢ok agirlik vermek bu davraniglara 6rnek olabilir.

o Bastirma: duygusal ve davranigsal olarak kendini kontrol altina alma

cabast olarak agiklanabilir. Bu yontem daha ¢ok kadinlarda goriiliirken
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erkeklerde daha az rastlanmaktadir. Bu yontemi kullanan kisiler
duygular1 kendine saklarken, etraftaki insanlardan yasadiklari
problemleri saklamaya veya hayatlarindaki baska alanlara etki
etmemesini saglamaya calismaktadir. Arastirmalara gore bu yontem
kadin tarafindan kullanildiginda ¢iftin yasadigr stresin arttig1
goriilmiistiir. Diger taraftan erkeklerin bu yontemi kullanmasinin ayn
sekilde sonuglanmadigr arastirilmalarda goriilmustiir. Erkeklerin
duygularini daha fazla sakli tutmasinin ve paylagmay1 istememesinin
geleneksel olarak kabul edilmesi negatif etkiyi azaltmaktadir.

o Sorumluluk iistlenmek: Tan1 ve tedavi siireciyle ilgili kendini suglayan
kisilerin evliliklerinde bu donemde daha az doyum yasadiklar
goriilmistiir. Ciftlerden birinin kendini sug¢lamasinin ¢iftin birbirine

destek olma kapasitesini diislirdiigii calismalardan anlasilmaktadir.

- Kadin ve erkekler arasinda ki farkhliklar ile nasil denge kurulabilir?

Stresli bir olayda her bireyin farkli basa ¢ikma yontemleri kullanabilecegini
ve bu yontemlerin karsi tarafa kimi zaman iyi gelmeyecegini hatirlamak
gerekmektedir. Iletisim kuran, duygularini, diisiincelerini, korkularmi ve
hayallerini paylasan ¢iftler otomatik hale gelen basa ¢ikma yontemlerini de
farkina varabilirler. Bireyler partnerlerinin bazi davranislar stres ile basa
cikmak ic¢in yaptiklarin1 6grendiklerinde genellikle biiyiik bir rahatlama
yasarlar. Farkindaligin artmasi ¢iftlerin evlilik doyumunun da artmasina

yardimci olur.

IV- Destek

Destek sistemleri

Bircok fiziksel ve duygusal degisikligin yasandigi bu siirecte destek

sistemleri cok dnemlidir.
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Destek sistemleri zor zamanlarda kisinin daha iyi hissetmesine yardimci
olacak disaridan gelecek yardimlardir . Iyi bir doktora sahip olmak ve ona
tamamen giivenebilmek bu siirecte ki en 6nemli desteklerden biridir. Soru
sorulabilen, cevaplari tatmin eden, giivenilen doktorlarin destegi tedavi
siireglerinde rahatlaticidir. Destek sistemleri sosyal c¢evreden, aileden,
partnerden alinan destegi anlatir. En 6nemli olan digaridan destek gelmesine
izin verebilmektir. Bunu sadece tedavi siiregleri ile simirlamamak
gerekmektedir. Hayatin bir parcasit haline getirmek onemlidir. Destek
sistemlerine tedavi sonrast hamilelik doneminde hatta tiim ebeveynlik

stirecinde ayni1 sekilde ihtiya¢ duyulmaktadir.

Destek almak tedavi siirecinde neden 6nemli?

Tedavi siireci bir ¢ift i¢in yeni bir donemdir. Hem fiziksel degisiklikler hem
de duygusal degisiklikler hayata etki edecektir. Bu donemi daha rahat
gecirebilmek icin destege ihtiya¢c vardir. Arastirmalara gore destek
sistemlerini iyi kullanan bireyler; tedavi , hamilelik ve ebeveynlik

donemlerinde daha saglikli basa ¢ikma yollar1 kullanmaktadir.

Destek almak nasil olabilir?

Tedavi Siireci:

o Profesyonel psikolojik yardim almak; grup veya bireysel terapiye
baslamak. Tiip Bebek Merkezleri bu konuda yardimci olabilirler.

o Partner ile duygular paylagmak, birbirlerinin duygusal ihtiyaglarini
anlamaya ¢aligmak.

o Arkadagslar ve genis aile ile beraber olmak.

o Yasadiklarim1  paylasip paylasmamak veya ne kadarini
paylasacaklar1 ¢iftlerin ortak kararidir. Kendi ihtiyaglarint goz
Oniline alarak belirlenen kisilerle agik iletisime geg¢mek, destek

vermelerine olanak saglamak.
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Hamilelik Stireci:
o Profesyonel psikolojik yardim almak.
o Hem fiziksel hem duygusal destek konusunda agik olmak. Fazla
gelebilecek bir fiziksel is i¢in yardim isteyebilmek.
o Cift iliskisine zaman ayirmak, esin fiziksel ve duygusal desteginden
beslenmek.
o Tibbi her konuda doktordan destek almak, sorulara cevaplar

internetten veya ¢evreden bulmaya caligmamak.

Koklenme Calismasi

Simdi rahat bir sandalyeye viicudunuzu destekleyecek sekilde oturun. Bedeninizin
sandalyeye temas eden kisimlarini hissedin, bedeninizde birbirine degen kisimlari
hissedin ve agirligmizi sandalyeye birakmaya calisin. Ayaklariniz yere nasil
degiyor hissetmeye ¢alisin.

Viicudunuzda kastiginiz bir yer varsa fark edin ve rahatlatin.

Simdi yukaridan baslayarak tiim bedeniniz yavas yavas rahatlatin. Once yiiz; alin,
cene ve yanaklari rahatlatin. Sonra boynunuzun da gittik¢e rahatladigini hissedin.

Omuzlar kollar rahat ve sandalyeye tamamen teslim oldugunuzu hissedin.

Boynunuz sirtiniz rahat, karnimiz rahat, pelvis bolgendeki tiim kaslarin rahat.
Asagiya dogru bacaklarimiz, dizleriniz rahat. Ayaklariniza dogru rahatlatin
bedeninizi. Kafanizin en tepesinden ayak parmak uclariniza kadar tiim bedeniniz
gevsek olsun ve sandalyeye teslim edin tiim bedeninizi.

Nefes aligverislerinizi takip edin.
Nefesinizin bedeninizde nasil bir hareketi oldugunu hissedin. Eger miimkiinse

sadece burnunuzdan nefes alin ve nefesinizin nerenizde oldugunu fark edin ve

rahatlaym. Eger bagka seyler diislinmeye basladiginiz1 fark ederseniz, kendinizi
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nazikce bu an’a ve nefesinizi gézlemlemeye davet edin. Simdi bedeninizi kafanizin

tepesinden ayak uglarina kadar tiim biitiinliigiiyle algilamay1 deneyin.

Ve yavas yavas ellerinizi, ayaklariniz1 kipirdatmaya baslayin ve tiim viicudunuzu

gerinerek biraz daha hareket ettirin.
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Session 3:

V-Cift iliskileri

Tedavi siirecinde c¢iftler nasil etkilenir?

o Saglikli iliski kurmus bir ¢ok ¢iftin bu siireci birbirlerine

yakinlagtiran bir donem olarak tanimladigi arastirilmalarda
goriilmistilir. Diger taraftan; bu tip zorlu siiregler aslinda iligkilerin
icindeki sakli sorunlarin ortaya ¢ikmasma sebep olabilmektedir.
Tedaviden bagimsiz olarak hamilelik siirecinde ¢iftlerin %70’inin
evliliklerinden daha az doyum aldig1 goriilmektedir.

Tedavi, hamilelik veya ebeveynlik siireclerinde es rolleri degisirken,
yeni anne ve baba rolleri eklenmektedir. Bu rolleri anlamaya
caligmak faydali olacaktir.

Ciftlerle yapilan c¢aligmalarda tiim siire¢lerde cinsel hayatin
genellikle etkilendigi gdzlemlenmistir. Cinselligin konusulmasi

rahatlatici olabilmektedir.

En cok karsilasilan cift iliskisi sorunlari neden kaynaklanir?

o Bireysel Farkliliklar: Ciftlerin birbirleriyle uyumlu olmasi beklenir

ancak kimsenin ayni olmasi beklenemez. Bireysel karakterleri, basa
cikma yollari, nasil diisiindiikleri, degerleri, inanglar1 ve biyolojik
olarak kendi ¢ocuklarinin olmasina ne kadar hazir olduklar1 hep
farklilik gosterir. Biitiin bir aynilik halini beklemek ¢iftlere daha ¢ok

yiik anlamina gelir.

o Infertiliteye tepkileri: Eslerin her an ayn1 duygulari, diisiinceleri ayni

yogunlukta yasamasi ve paylagsmasi beklenemez. Eslerden biri

yalniz kalmak isterken digeri ¢evreden destek almak istetebilir veya

102



biri mutsuzken digeri ofkeli olabilir. Tedavi siiresince kullanilan
ilaclar beklenmedik tepkilerin biiyiik sorunlara doniismesine neden
olabilmektedir. Infertilite tanisini kimin aldig1 da bu farkliliklari
arttiran bir etkendir.

o Kararlar: Tedavi silireci ayn1 zamanda bir ¢ok karar verilmesi
gereken bir donemdir. Ciftlerin kimlerle ve ne kadarini g¢evreyle
paylasacaklarini, sosyal ortamlarda bununla nasil bas edeceklerini,
cok dahil olmaya ¢alisan aile iiyelerini nasil idare edeceklerini
beraber kararlagtirmalar1 gerekir. Ayni zaman tedavi de verilmesi
gereken kararlar, sonrasinda nasil devam edilecegine dair kararlar
hep bu siirecin bir pargasidir. Bu kararlarin verilmesi de bazen ¢ift
icin zorlayict olabilir.

o Cinsiyet Farkliklarindan: Arastirmalara gore kadinlar ve erkekler
infertilite tanisina ve tedavi siirecine farkli tepkiler verirler.
Yasadiklari stres seviyeleri, bu stresle basa ¢ikmak i¢in kullandiklari
becerileri ve tedavinin asamalarindan nasil etkilendikleri farklilik
gostermektedir. Iste bu farkliliklar iliski anlasmazliklarini ortaya

cikarabilmektedir.

Ciftler birbirlerine destek olmak i¢in neler yapabilir?

Ciftlerin birbirlerine kars1 acgik bir iletisim halinde olmasi ¢ok 6nemlidir.
Duygularmi, diisiincelerini paylasan ciftler zor durumlarla her zaman daha
iyi basa ¢ikmaktadir. Bir takim hissiyle bu siirece giren ciftlerin tedavi
stirecinden yeni firsatlarla ¢ikabilecegini unutmamak yardimci olmaktadir.
Karsimizdakini dinlemeye agik olmak, anlamaya ¢alismak, empati kurmaya
caligmak da yardimci olmaktadir. Birbirinin farkliliklarini kabul eden ¢iftler
her zaman degisime daha yakin olurlar. Kabul etmek ve degisimin beraber

ortaya ciktigini hatirlamak 6nemlidir
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Sesler Meditasyonu

Beden ve Nefesle uyum

Omurganizin ve sirtimizin kasilmadan dik duracagi bir oturma pozisyonu

alin.

(@)

Sesler

(@)

Tarif edilen sekilde otururken omuzlarimiz gevsek, basiniz ve
enseniz dengeli, ¢eneniz hafif geride olsun.

Tam olarak rahatlayana kadar, birka¢ dakikaligina dikkatinizi
bedeninizdeki nefesinize verin. Sonra dikkatiniz tiim bedeniniz
izerinde odaklansin; ve tiim bedeniniz soluk alip verirken i¢inizdeki
duyumlar algilamaniza yardimci olsun.

Birka¢ dakika bu sekilde nefesinize ve bedeninize odaklanirken bir
sonraki uygulamada zihniniz dagilacak olursa nefesinize ve
bedeninize yogunlasarak onu toparlayabileceginizi aklinizdan

cikarmayin.

Kendinizi hazir hissedince dikkatinizi bedendeki duyumlardan,
duymanin kendisine yonlendirin; gelen seslere agik olun.

Sesleri algilamaya yada belli sesleri duymaya ¢alismaya gerek yok.
Aksine her yonden gelebilecek seslere karsi agik olun; yakindaki
seslere, uzaktaki seslere, dnden, arkadan, yandan, yukaridan ya da
asagidan gelen seslere... Boylece ¢evrenizde bir ses aln1 olusturmus
olursunuz. On planda olan seslerin dtekileri nasil bastirdigini, sesler
arasindaki araliklar1 ve ardaki nispeten sessiz anlari fark edin.
Elinizden geldigince sesleri oldugu gibi algilayi. Hepimizin sesleri
algilar algilamaz isimlendirme egiliminde oldugumuzu fark edin
(araba, tren, insan, havalandirma sistemi, radyo) ve bu isimlendirme
egilimini fark ettikten sonra yeniden odaklanin ve bu kez
tanimlamanin Gtesinde seslerin kendilerini duyumsayin (seslerin

icindeki sesler dahil).
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o Kendinizi sesle hakkinda diisiiniirken bulabilirsiniz. Bunlarin
anlami, igerikleri, olusturduklar1 Oykiiler yerine duyumsal
ozellikleriyle (ton, titresim, yiikseklik ve siireklilik) yeniden
baglant1 kurup kuramadiginiza bakin.

o Farkindaligimizin artik sesler ilizerinde odaklanmadigini sezerseniz
aklimiz1 gittigi yerden yavasga geri getirin ve dikkatinizi stirekli

yiikselen ve al¢alan seslere verin.

Dort ya da bes dakika sesler iizerinde odaklandiktan sonra seslerle ilgili

farkindaliginizi sonlandirin.
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VI-Genis Aile

Session 4:

Annem gibi bir anne mi olacagim? Babam gibi bir babami olacagim?

Bir ¢ok insan Ozellikle anne/baba olduktan sonra sergiledigi
davraniglar1 kendi ebeveynleri ile bagdastirirlar. Soyledikleri
sozlerin, verdikleri tepkilerin hatta viicut dillerinin bile zaman
zaman kendi ebeveynlerine benzediginden bahsederler. Bu ¢ok
normaldir.  Sonugta  bilinen  annelik  /babalik  sadece
deneyimlenendir.

Gecmis yasantilar, 6grenilen ebeveynlik ne kadar farkinda olunursa
o kadar 6zgiir se¢imler yapilabilir.

Hamilelik, ebeveynlik siireclerinde bireyler kendi anne-babalari ile
iliskilerinde de degisim yasamaktadir. Bu degisimleri
konusabilmek, akilda ki sorular1 paylagabilmek rahatlatici
olabilmektedir. Iliskilerde ki bu degisimler kimi zaman karsilikl1
anlayisa neden olabilirken kimi zaman da bir rekabet ortaya
cikarabilirler. Kendi anne/babaliklarin1  farkinda  olmadan
ebeveynlerininki ile karsilastirmaya baglayabiliyorlar.

Aile i¢indeki iliski degisikleri infertilite tan1 ve tedavi siirecinde de
goriilebilmektedir. Ebeveyn olmanin aile bireyleri arasinda pek
konusulmayan yeni yakinlik veya uzakliklarin ortaya c¢ikardig
goriilebilmektedir. Kardes gibi yakin yas aralifindakilerle olan

iligkilerinde farklilasmalar olabilmektedir.
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Kusaklar arasi1 aktarim nedir? Neyi aktariyoruz?

Nasil fiziksel hastaliklarin kusaklar arasi aktarimla geldigi kabul
ediliyorsa; endiselerin, korkularin, tekrarlayan rahatsiz edici
diistincelerin  de Onceki nesillerden aktarildigit  goz ardi
edilmemelidir. Ebeveynlik gibi uzun bir gecmisi olan davraniglar

biitiinii de her kusagin etkisiyle sekillenmektedir.

Gecmisin getirdikleriyle yeni bir hayat kurarken neleri hatirlamak

lazim?

Kendi ge¢misimizin getirdiklerinin farkinda olmak ne kadar
onemliyse karsi tarafin yasadigi durumu anlamak, farkinda olmak
da bir o kadar 6nemlidir. Bireyler kendi ebeveynlerinden aldiklarini
fark ederken, partnerinin de kendi ailesinden neler almis olacagin
gérmeye ¢alismak faydali olacaktir.

Gegmisten gelen her tiirlii deneyimin, duygunun, aliskanligin bir izi
oldugunu ama kimsenin bunlarla smirli olmadigini her zaman
hatirlamak; yeni kurulacak aile icin beyaz bir sayfa anlamina
gelebilmektedir.

Tim bu siire¢lerde ¢iftlere en ¢ok yardimeci olacak olan agik
iletisimdir. Akildaki sorulari, ¢ekinceleri ve hayallerdeki aileleri

paylasmak birbirlerini anlamak i¢in ¢ok yardimci olacaktir.

Kas Gevsetme Egzersizi

Bu egzersizin belirli bir siras1 var. Yukaridan asagiya dogru ineceksiniz.
Ellerinizi en yukarida diisiinerek her kas grubunu teker teker ele alin. Beser
saniye kasip sonra birakiyorsunuz. Ikiser kere bunu tekrar edeceksiniz. Her

kasma sirasinda, kasiliyken neler hissettiinizi ve gevseyince neler
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hissettiginizi fark edip, kaybedeceksiniz. Ve bu egzersizi tekrar ettikce, o

kas gruplarmin gergin halleri hafizaya kaydedilecek ve ne zaman bir kas

grubu kasilirsa, siz onu otomatik fark edip, gevseteceksiniz.

Simdi rahat bir pozisyonda oturun ve gdzlerinizi kapatin. Kapatmaktan

rahatsiz olursaniz fazla uyaranin olmadigi bir alana sabit bakin.

Asagidaki siraya gore 5 saniye kas, 5 saniye birak, 5 saniye kas, 5 saniye

birak.

(@)

(@)

Yumruklar: sik, birak (eller kucakta)
Pazu (list 6n kol kas1): yukar1 dogru katla, {ist pazuyu sik, sonra birak
kucagina diigsiin.
Triceps (list arka kol kasi): ellerini 6ne dogru uzat. Sik, birak
Kafa:
=  Alin: kaglar1 kaldir, birak
= (G0z: simsiki sik, birak
* Dudaklar: birbirine yapistir, birak
= (Cene: arka dislerle sik, birak
Boyun: 6ne, arkaya, saga, sola egip, sikip gevset
Omuz: yukart dogru kaldir, sik, asagi birak / arkaya yasla, sik, birak
Karin: karin kasini sik, birak
Kalga: kalga kaslarini sik, birak
Ust bacak: yerden kaldirip, havada tut, yere birak
Ayak: ucu kendine dogru ¢ekip, birak

Simdi yavasga gdzleriniz agabilirsiniz kendinizi hazir hissedince.
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