Effect of an infertility counseling program on perceived
stigma among infertile female candidates for intra-uterine
insemination
Zahra Moudi (PhD)1*, Razieh Piramie (MSc)2, Marzieh Ghasemi (PhD)3, Hossein Ansari (PhD)4
1

2
3

4

Associate Professor in Reproductive Health, Pregnancy Health Research Center, Zahedan University of Medical Sciences, Zahedan,
Iran
MSc in midwifery consultation, Pregnancy Health Research Center, Zahedan University of Medical Sciences, Zahedan, Iran
Assistant Professor in Obstetrics and Gynecology, Fellowship in In Vitro Fertilization , Pregnancy Health Research Center, Zahedan
University of Medical Sciences, Zahedan, Iran
Assistant Professor in Epidemiology, Department of Epidemiology and Biostatistics, Zahedan University of Medical Sciences,
Zahedan, Iran

ARTICLE INFO

ABSTRACT
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Background & aim: Inability in childbearing is considered a deviation from the
norms; therefore, the stigmatized women need to develop some effective strategies
to meet this tough challenge. The present study was conducted to determine the
effect of infertility counseling programs on perceived stigma among infertile
women who were candidates for intrauterine insemination.
Methods: This quasi-experimental study was carried out on 135 women referring
to the infertility center, Zahedan, Iran, during July 7th to December 12th, 2018. The
subjects in the intervention group were invited to take part in a three-session
counseling program, whereas the control group received the routine care. The
perceived stigma was evaluated using the Infertility Stigma Scale. The data analysis
was performed in SPSS software (version 21) using Fisher’s exact test, Chi-square
test, Mann-Whitney U test, and independent t-test.
Results: The results indicated that women in the intervention group expressed
less infertility stigma, as compared to the control group (P <0.001). Additionally,
these women manifested less infertility stigma in subscales including public
stigma (23.42±2.84 vs. 12.52±2.14; P<0.001), self-devaluation (19.58±2.04
vs.9.65±1.50; P<0.001), social withdrawal (14.04±1.65 vs.7.25±1.54; P<0.001),
and family stigma (12.70±1.94 vs. 9.23±1.72; P<0.001) after the intervention.
Conclusion: Infertility counseling can help women to remedy their sense of selfdevaluation. Additionally, establishment of close relationship with others and
appropriate release of innermost feelings and thoughts can decrease the
perceived public and social stigma.
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Introduction

Clinically, infertility is a disease of the
reproductive system defined as the failure to
achieve a clinical pregnancy after 12 months or
more despite regular unprotected sexual
intercourse (1). Based on the evidence, the
prevalence of infertility is at its highest level in
some regions of the world, such as the Middle
East (2). In the Middle East and North Africa, the

repvalence of total clinical (both primary and
secondary) infertility has been estimated at
17.2% (3); in addition, this rate is reported as
13.2% in Iran (4).
As indicated in the available literature, in a
pronatalism society (e.g., Iran), sociocultural
norms, as well as governmental population
policy (e.g., paying cash subsidies for the
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citizens), put great emphasis on childbearing. In
such a situation, inability in childbearing is
considered a deviation from the norms.
Consequently, infertility could turn into a social
stigma (5-9) with women bearing the overall
burden of infertility and its associated
stigmatization more than men (10, 11). Previous
studies in Iran indicated that women
stigmatized with infertility are susceptible to
discrimination, loss of status, and physical
violence.
Moreover,
they
experience
psychological uncertainty (i.e., divorce or
pressure on husband to go for the second
marriage), marital instability, social exclusion,
and partial deprivation by family members (6,
12).
In response to increased stress and tensions,
women use various coping strategies to manage
the stigma of infertility, protect themselves from
harm, or meet challenging situations (13, 14). In
this regard, women may use angry or anxious
emotional responses which can create tension in
their social relations (15). On the other hand,
some women prefer to use active avoidance to
experience less infertility-induced stress and
manage to live with infertility (10, 16, 17).
Previous studies demonstrated that maladaptive
coping strategies (e.g., emotionally focused and
avoidance) increase psychological distress (10,
14, 18), while positive coping strategies
(confrontation, reaction control) have a positive
impact on self-confidence and decreased
vulnerability to stigmatization (19, 20).
Provision of infertility services in lowresource settings protects the reproductive
rights (21, 22) and brings fresh hope to infertile
women to have pregnancy with new
reproductive technologies (23). In this regard,
Molood Infertility Center was established in
Zahedan, the capital of Sistan and Baluchestan,
as one of the most deprived provinces in Iran
with rapid population growth. This center was
set up in May 2017 to treat infertile couples
with intrauterine insemination (IUI) and in vitro
fertilization (IVF), in accordance with national
and international standards. Meanwhile, based
on the evidence, the process of medical
intervention can lead to more stigmatization in
infertile women, by transforming infertility from
a private pain to a public crisis (8).
Consequently,
the
women
who
fear
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stigmatization may refrain from referring to
infertility centers and receiving care and
services (24).
In addition to medical treatments (e.g., IUI),
it seems necessary to provide women with
opportunities to learn new adaptive behavior to
cope with the negative effects of infertility (25).
Meanwhile, assertive communication is an
effective means of adaptation to conflicts,
involving a relatively honest and direct
expression of needs, thoughts, and feelings in a
socially appropriate way without any significant
anxiety, as well as the consideration of the
feelings and rights of others. Assertive
communication can enable people to solve
interpersonal problems without distortion,
which helps them to maintain relationships with
others (26, 27).
Previous studies have commonly addressed
the stigma and its effects on infertile couples (6,
12). Therefore, this study was conducted to
determine the effect of an infertility counseling
program (by staff members without specialized
training in mental health care) on perceived
stigma among infertile women who were
candidates for intrauterine insemination. The
included subjects were representative of
individuals who did not need professional
consultation of mental health professionals (28),
in a disadvantaged province in Iran.

Materials and Methods

This quasi-experimental study was carried
out on 135 women referring to Molood
Infertility Center at Ali-ibn Abi Talib Hospital,
Zahedan, Iran, during July 7 to December 12 in
2018. The ethical approval for the present study
was obtained from the Zahedan University of
Medical Sciences, Zahedan, Iran.
The sample size was calculated for each
group (α=0.05, β=0.20, z1-α/2=1.96, and z1β=0.84) based on a pilot study s2 (the standard
deviation of the stigma score in the control
group), and s1 (the standard deviation of the
stigma score in the control group) were
considered 3.93, and 5.73 respectively, and
considering a difference of at least 1.25 score
between the two groups). Therefore, the sample
size was estimated at 70 using the following
formula:
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The study population included the women
who were candidates for IUI. The inclusion
criteria entailed: 1) failure to achieve a clinical
pregnancy after 12 months of regular
unprotected sexual intercourse, 2) Persian
literacy, 3) no previous history of undergoing
assisted reproductive techniques, 4) no history
of mental illness or psychiatric antecedents
(based on the history of medication use or
hospitalization in a mental ward), and 5) no
living child. On the other hand, the exclusion
criteria were: 1) unwillingness to continue
participation in the study and 2) absence from
counseling sessions.
Once the women were candidates for IUI,
informed consent was obtained, and the
objective of the study was explained.
Subsequently, the women were randomly
assigned to two groups of routine care (n=70)
and intervention (i.e., infertility counseling;
n=70) using systematic random sampling and
interval sampling (29). Since we did not initially
have a sampling frame of women who were
candidates for IUI and women were visiting
regularly, the allocation of women to the groups
started randomly using random numbers. A
fixed interval of one week was used to reduce
the information leakage. Therefore, the
participants in each group had a different time
schedule to refer to the center during the
treatment period. Consequently, the sampling
was performed for a week (for the intervention
group), and then in the next week, sampling was
carried out for the control group and continued
until the required sample size was obtained. Out
of 140 eligible women, 70 cases were allocated
to each group.
In the control group, the women received the
routine care and were only provided with
information about diagnostic tests (e.g.,
laboratory
and
hysterosalpingogram),
prescription medicines, and ultrasound checkup for the monitoring of follicle growth and
injection of human chronic gonadotropin (hCG).
All information and advice was provided (verbal
or written) by two midwives, and one
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gynecologist (i.e., infertility fellowship) who
worked at the center. Owing to the crowd of
people at the center, there was not adequate
opportunity for giving information. To this end,
two or three women were admitted to the
doctor's or midwife's room simultaneously.
Therefore, there was limited opportunity for
women to ask questions or talk about their
concerns privately. Women were also given the
center’s telephone number to ask their
questions. In this group, two women (2.85%)
did not complete the Infertility Stigma Scale
(ISS) for the second time.
After receiving the routine care, the
participants in the intervention group were
invited to take part in a three-session infertility
counseling program. Individual counseling
sessions were held in a private room at the
fertility center in the presence of other women
and a counselor. At the end of the first session,
the women were given a CD about relaxation
techniques; however, most women preferred to
receive training material on their mobile phones
rather than CD. Therefore, the data were shared
using mobiles (via short-range wireless,
Bluetooth, or the Telegram messenger).
Additionally, the women were trained to
complete the stigma checklist, addressing the
conditions that may contribute to infertility
stigma, individuals from whom they suffered,
where they were more stigmatized, and
women’s response against stigmatization. They
took the checklist home and brought it back the
next session. Furthermore, besides the centrer’s
phone number, the women were given the
researcher’s telephone number for further
support and information. In the second session,
the use of emotional regulation coping
strategies (e.g., relaxation) to control emotions
(e.g., anger) and learning how to express their
feelings and thoughts (e.g., using assertive
techniques) were stressed (26, 27). Moreover,
they were asked simultaneously to generate a
solution to the conflict (e.g., changing the
circumstances or conversation that is creating
stress, as a starting point for other appropriate
coping responses) (30, 31).
Essential
components and contents of the sessions are
shown in Table 1.
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Table 1. Content of each interventional session
Session, duration, and content of education for the intervention group
1. Lasted about 90 minute
Time: When the women referred to the infertility center with the results of the infertility tests and the couples
became candidates for IUI
Content: 1. The women were given some information about the female genital system, menstrual cycle, infertility
concepts (causes and contributing factors to infertility and its prevalence), and finally IUI technique and procedure, 2.
The concept of stigma was explained, and the women were asked to explain their experiences and provide a list of
sources of stigma (from the perspective of women), 3. Women were encouraged to talk about their fears and
concerns, 4. Simple mind-body relaxation techniques (breathing techniques) were taught to them.
Additioanlly, the women were provided with the researcher's telephone number for further information and support.
(Lecturer using PowerPoint presentation, demonstration of breathing techniques, assessing women’s
performance, CD (relaxation techniques), and discussion )
2. 60-90 minutes
Time: When the women referred for baseline sonography (i.e., the 1-3rd day of menstrual cycle), and before the onset
of ovulation stimulation
Content: 1. The main sources of stigma were identified based on the provided list, and different coping strategies for
these situations were discussed, 2. Women were informed about prescriped medicines (i.e., dose, timing, route of use,
and side-effects), 3. Ultrasound check-up for monitoring of follicle growth was explained, 4. The performance of
relaxation techniques were emphasized.
Face to face training, assessing women’s performance, lecturer using PowerPoint presentation, discussion
3. 60-90 minutes
Time: When the woman referred to the center for the ultrasound monitoring of ovarian follicular growth
Content: 1. Explaination of ultrasound check-up for the monitoring of follicle growth and injection of human chronic
gonadotropin (hCG), 2. Explanation of the risk of cycle cancellation (poor ovarian response to gonadotropins or
hyperstimulation) and instructions for the upcoming treatment cycle.
Lecturer using PowerPoint presentation, discussion

Infertility
counseling
program
was
developed according to the European Society of
Human Reproduction and Embryology Guideline
(32). The guideline is organized to address
different psychosocial needs of infertile client,
which can be behavioral (e.g., exercise),
relational (e.g., relationship with family),
emotional (e.g., anxiety), and cognitive (e.g.,
treatment concerns and knowledge) (28, 33). It
was
suggested
that
all
staff
with
medical/infertility
knowledge,
a
basic
understanding of the psychological issues
related to infertility, and communication skills
provide infertility counseling. However, the staff
had to avoid the areas beyond their knowledge
(e.g., psychological problems) and refer the
patients to mental health professionals (33).
In the present study, the counselor was a
postgraduate
counseling
student
with
midwifery background, trained on a different
form of counseling related to infertility
techniques to deal with intense emotions (e.g.,
relaxation techniques) (34), coping with stigma
strategies (18), and assertiveness (35). After
enrollment, the demographic and reproductive
characteristic forms and ISS were filled out for
J Midwifery Reprod Health. 2019; 7(4):1870-1879

all participants. Following the third session, the
ISS was completed for all women again.
A demographic and fertility characteristics
form and the ISS (36) were used to collect the
data. The ISS is a reliable and validated scale to
measure the levels of stigma experienced by
infertile women when receiving infertility
treatment (36). This scale consists of 27 items,
rated on a five-point Likert scale ranging from
totally disagree (scored as 1) to totally agree
(scored as 5). This instrument has a score range
of 27-135 and no cut-off point has yet been
proposed for this scale.
Therefore, continuous data were used for
statistical analysis with higher scores indicating
higher perceived stigma. The ISS consists of four
subscales, namely self-devaluation (7 items),
social withdrawal (5 items), public stigma (9
items), and family stigma (6 items). The
reliability and validity of the Persian version of
this scale have been already established (37).
In the present study, the internal
consistency of the total scale (α=0.95) and
subscales was confiremed, rendering the
Cronbach's alpha coefficients of 0.89, 0.9, 0.86,
and 0.7 for self-devaluation, social withdrawal,
1873
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public stigma, and family stigma subscales,
respectively. In the current research, the ISS
scale was completed to determine the level of
women’s infertility stigma before the
intervention (i.e., when the women became
candidates for IUI) and after the intervention
(i.e., when the women referred to the center for
the ultrasound monitoring of ovarian follicular
growth).
The statistical analysis was run in SPSS,
version 21. The Kolmogorov-Smirnov test was
used to verify the normal distribution of the
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continuous variables. Continuous variables, with
normal distribution, were analyzed performing
independent sample t-test and Student's t-test.
In addition, the data with a non-normal
distribution were subjected to the MannWhitney U test. Chi-square and Fisher’s exact
tests were run to compare categorical and
binary variables between the two groups.
Additionally, two-tailed tests were applied to
compare the variables between the two groups.
A p-value less than 0.05 was considered
statistically significant.

Results
A total of 140 eligible infertile women who
were candidates for IUI were randomly assigned
into control (n=70) and intervention (n=70)
groups. However, five women were excluded
from the intervention (n=2) and control (n=3)

groups due to nonattendence in the following
session. Consequently, the control and
intervention groups included 68 and 67 eligible
women, respectively (Figure 1).

Enrollment

Figure 1. Flow diagram of study participants

Eligibilie women (n=140)
From July 7rd, 2018 to December 12th, 2018

Randomized
Allocation

Follow-Up and analysis

Allocated to intervention (n=70)
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Receiving consultation & Demographic &
ISS questionnaire were completed (n=70)

Allocated to intervention (n=70)

Routine care & Demographic & ISS
questionnaire were completed (n=70)

n=2 women were excluded (did not take
part in the following sessions)

n=3 women excluded (did not take part in
the following sessions)

Post intervention questionnaire (1) were
completed after the intervention (n=68)

Post intervention questionnaire (1) were
completed after the intervention (n=67)
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(Table 2).

The two groups were not significantly different
concerning the demographic characteristics
Table 2. Comparison of women’s characteristics between groups
Groups
Demographic
Age (years)
≤22
23-26
27-30
30-34
Education
Primary or secondary school
High school
Academic
Employment status
Unemployed/housewife
Employed
Ethnicity
Baloch
Fars
Previous marriage
No
Yes
Fertility characteristics
Factor of infertility
Male
Female
Both
Unknown
Spontaneous abortion
No
Yes
Stillbirth
No
Yes
Duration of infertility
(years. month)

Control
(n=68)
N (%)

Intervention
(n=67)
N (%)

5 (7.4)
31 (45.6)
25 (36.7)
7 (10.3)

9 (13.4)
24 (35.8)
20 (29.8)
14 (21)

18 (26.5)
39 (57.4)
11 (16.1)

28 (41.8)
27 (40.3)
12 (17.9)

0.11

60 (88.2)
8 (11.8)

59 (88.1)
8 (11.9)

0.9

34 (50)
34 (50)

40 (59.7)
27 (40.3)

68 (100)
0 (0)

65 (97)
2 (3)

0.2†

8 (11.8)
29 (42.6)
17 (25)
14 (20.6)

7 (10.5)
38 (56.7)
9 (13.4)
13 (19.4)

0.28

63 (92.4)
5 (7.4)

60 (89.5)
7 (10.5)

66 (97.1)
2 (2.9)

63 (94.0)
4 (6.0)

(Mean±SD)

(Mean±SD)

3.31±0.75

3.44±1.30

‡ Chi-square, †Fisher’s exact test, * Mann-Whitney U-test
In neither group, women had any children
from their previous marriages, adopted
children, or had a history of ectopic pregnancy.
Additionally, no significant differences were
observed between the groups with respect to
medical diseases (P=0.2). The data showed that
6 (8.82%) and 10 (14.93%) women in the
control and intervention groups had a history of
medical diseases, respectively. In both groups,
the most common problem was polycystic
ovary, followed by thyroid related diseases.
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P-value‡

0.17

0.2

0.5
0.4
0.9*

After the intervention, the women in the
intervention group obtained a significantly
lower score than that in the control group in
temr of infertility stigma (23.42±2.84 vs.
12.52±2.14;
P<0.001),
self-devaluation
(19.58±2.04 vs.9.65±1.50; P<0.001), social
withdrawal (14.04±1.65 vs.7.25±1.54; P<0.001),
and family stigma (12.70±1.94 vs. 9.23±1.72;
P<0.001) subscales. The main findings are
shown in Table 3.

1875

Effective Factors on Anxiety among Infertile Women

JMRH

Firouzi M et al.

Table 3. Comparison of infertility stigma score between groups before and after intervention
Groups
Time

Infertility
stigma
scores

Control
Mean (SD)

Intervention
Mean (SD)

P-value

67.41 (3.93)

66.35 (5.73)

0.2†

17.75 (1.94)
14.26 (1.68)
21.97 (2.01)
13.42 (1.95)

17.35 (1.95)
13.79 (1.91)
21.26 (2.73)
13.94 (2.50)

0.15*
0.20*
0.09†
0.18†

Total score

69.76 (4.5)

38.67 (4.75)

0.001*

Subscales:
Self
Social
Public
Family

19.58 (2.04)
14.04 (1.65)
23.42 (2.84)
12.70 (1.94)

9.65 (1.50)
7.25 (1.54)
12.52 (2.14)
9.23 (1.72)

<0.001*
<0.001*
<0.001†
<0.001*

Total score

Before intervention

After intervention

Subscales:
Self
Social
Public
Family

†Independent t-test, *Mann-Whitney U-test
The results are significant at 0.05 probability level.

Discussion

The accounts made by women during the
consultation sessions showed that women with
infertility problems who were candidates for
IUI commonly used maladaptive coping
behaviors (e.g., active avoidance and
emotional-oriented responses toward others).
In addition, the data demonstrated that
infertility counseling using assertiveness could
improve the women’s perceived stigma in
general. Moreover, the data revealed that
although he woman’s stigma status related to
infertility improved in all subscales after the
intervention, the highest reduction in
perceived stigma was related to public stigma,
self-devaluation, social withdrawal, and family
stigma subscales.
As sampling was performed at the infertility
center, it was assumed that women accepted
their infertility (i.e., as a form of active
confrontation)
and
developed
realistic
attitudes by referring to the infertility center.
Establishment of the infertility center in this
disadvantaged province brings fresh hope to
infertile women to beat the defects of their
bodies through access to and use of assisted
reproductive technology and overcome the
stigma of failed motherhood (19, 21, 38).
Moreover, referring to the infertility center

1876

and talking with other infertile peers helped
women to compare their personal situation
and infertility with other infertile women (“I
am much younger than many other women
who refer to the center”) who needed highly
complex techniques which could ultimately
help them to cope with infertility (19). All the
aforementioned explanations can clarify the
relatively similar mean scores of the two
groups before the intervention.
However, in the intervention group, the
provision of factual information about
infertility (e.g., prevalence, nature of the
condition, and outcomes of diagnostic and
treatment methods) helped women to refine
their experiences and perceive themselves as
being normal (19). This can explain the
significant decline in the sense of selfdevaluation in the intervention group. Previous
studies in the field of mental illness showed
that information provision about illness can
have a small to moderate positive impact on
the process of stigmatization (39, 40).
In the present study, the data showed that
the public and social withdrawal subscales of
perceived stigma were improved significantly.
This improvement can be due to several
reasons. First, as the previous findings (30)
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revealed, learning the use of relaxation
techniques enables women to regulate the
expression of negative emotions (e.g., anger
management) and achieve their goals despite
the present prejudice. Second, the provision of
practical strategies using assertiveness helps
infertile women to improve their social
communication skills to create a close
relationship with others and prevent others
from abusing them (41). Moreover, the
literature review showed that in Asian and
Middle Eastern cultures, training for
assertiveness may conflict with important
family values (42). In such situations, it is
essential that women express their innermost
feelings and thoughts appropriately (in a
culturally sensitive manner with more
traditional forms of deference and respect) (27,
42).
Sistan and Baluchestan has the lowest level
of socioeconomic development. In addition,
this province is mostly inhabited by the Baluch
ethnicity, who belong to the Sunni sect of Islam
(43). In this regard, the literature review
showed that although the cultural values of
some ethnic groups influence fertility (17, 44),
the governmental policies of paying cash
subsidies and Sunni perspectives have positive
effects on the fertility rate (7). A related study
conducted in Iran revealed that 40% of
married couples in Sistan and Baluchestan
consider four children or more as the ideal
number of children (44). Therefore, in such
situations where having children is of utmost
importance, couples are under pressure to
have children to fulfill societal and familial
expectations (6, 44). All these realities can
explain the low level of decrease in family
stigma in the present study.

Conclusion

Our findings showed that infertile women
use commonly maladaptive coping behaviors
(e.g., emotional arousal and active avoidance).
The staff should provide infertility counseling
(including
assertive
communication
component) to help the infertile women attain
their goals in life despite the present prejudice.
Based on the present study, provision of factual
information contribute the women to refine
their experiences and allay the sense of selfdevaluation.
Additionally,
social
J Midwifery Reprod Health. 2019; 7(4):1870-1879
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communication skills assisted the women to
create a close relationship with others and
express their inner feelings and thoughts
appropriately, thereby decreasing perceived
public and social stigma. Moreover, as
infertility stigma is associated with the values
and attitude of people, public health programs
should be implemented to address infertility
stigma at the community level.
There are some limitations that should be
considered when interpreting these findings.
First, the present study was conducted only on
women who were candidates for IUI and
referred to a specific infertility center for
treatment. Therefore, the generalizability of
data to those who do not seek infertility
treatments or refer for advanced infertility
technology can be questionable. Secondly, we
could not separate the consequences of male
and female infertility, and primary and
secondary infertility on women’s perceived
stigma. Thirdly, as the previous studies
indicated, short-term interventions may only
have short-term impacts (40). Therefore, there
is a need to conduct studies with longer followup to study the lasting impacts of this type of
intervention.

Ethical Considerations

This work was supported by the Zahedan
University of Medical Sciences (grant No.: 8827,
June 17, 2018). Ethical approval for the present
study was obtained from Zahedan University of
Medical
Sciences
(June
17,
2018;
IR.AUS.REC:1397.142),
Zahedan,
Iran.
Furthermore, the study was approved by the
director of the Ali-ibn Abi Talib Hospital and
Molood Infertility Center, Zahedan. The authors
would like to acknowledge all the women for
their participation in this study. We also
appreciate the staff of the Molood Infertility
Center for their support to perform this study.

Acknowledgements

This article is a part of a proposal approved
study.

Conflicts of interest
The authors declare no conflicts of interest.

References

1877

Moudi Z et al.

JMRH

1. Kelishadi Van Borght M, Wyns C. fertility and
infertility: definition and epidemiology. Clinical
Biochemistry. 2018; 62:2-10.
2. Inhorn M C, Patrizio P. Infertility around the globe:
new thinking on gender, reproductive technologies
and global movements in the 21 st century. Human
Reproduction Update. 2015; 21(4):411-426.
3. Eldib A, Tashani OA. Infertility in the middle East
and North Africa region: a systematic review with
meta-analysis of prevalence. Libyan Journal of
Medical Sciences. 2018; 2(2):37-44.
4. Direkvand–Moghadam A, Delpisheh A, Sayehmiri K.
Dietary The trend of infertility in Iran, an original
review and meta-analysis. Nursing Practice Today.
2014; 1(1):46-52.
5. Yeshua-Katz D. Childless in an IVF-nation: online
stigma-coping strategies in support groups for
childless Israeli women. Information, Communication
& Society. 2018; 21(10):1436-1452.
6. Hasanpoor-Azghdy SB, Simbar M, Vedadhir A. The
social consequences of infertility among Iranian
women: a qualitative study. International Journal of
Fertility & Sterility. 2015; 8(4):409-420.
7. Sabermahani A, Goudarzi R, Nasiri S. Factors
affecting fertility rate in Iran (panel data 1966-2013):
a survey study. Journal of Family & Reproductive
Health. 2017; 11(3):138-145.
8. Whiteford L, Gonzalez L. Stigma: the hidden burden
of infertility. Social Science & Medicine 1995;
40(1):27-36.
9. Aflakseir A, Zarei M. Association between coping
strategies and infertility stress among a group of
women with fertility problem in Shiraz, Iran. Journal
of Reproduction & Infertility. 2013; 14(4):202-206.
10. World
Health
Organization.
Challengesaddressing subfertility/infertility in developing
countries. Geneva: World Health Organization; 2002.
11. Vayena E, Rowe PJ, Griffin PD. Current practices
and controversies in assisted reproduction: report of
a meeting on medical, ethical and social aspects of
assisted reproduction, held at WHO Headquarters in
Geneva, Switzerland. World Health Organization;
2002.
12. Hasanpoor-Azghdy SB, Simbar M, Vedadhir A,
Azin SA, Amiri-Farahani L. The social constructive of
infertility among iranian infertile women: a
qualitative study. Journal of Reproduction &
Infertility. 2019; 20(3):178-190.
13. Ajibade BL, Adeleke MA, Ejidokun A, Oyewumi
ZO. Impact of assertiveness training on improveing
the coping skills of selected nurses in a Nigeria neuropsychiatric hospital. Journal of Health, Medicine and
Nursing. 2015; 19:20-26.
14. Donkor ES, Sandall J. Coping strategies of women
seeking infertility treatment in Southern Ghana.
African Journal of Reproductive Health. 2009;
13(4):81-94.

1878

Counseling Program and Perceived Stigma

15. Ghafouri SF, Ghanbari S, Fallahzadeh H, Shokri O.
The relation between marital adjustment and
posttraumatic growth in infertile couples: the
mediatory role of religious coping strategies. Journal
of Reproduction & Infertility. 2016; 17(4):221-229.
16. Hess RF, Ross R, GilillandJr JL. Infertility,
psychological distress, and coping strategies among
women in Mali, West Africa: a mixed-methods study.
African Journal of Reproductive Health. 2018;
22(1):60-72.
17. Obeidat HM, Hamlan AM, Callister LC. Missing
motherhood: Jordanian women's experiences with
infertility.
Advances
in
Psychiatry.
2014;
2014:241075.
18. Ezzati A, Nouri R, Hassani J. Structural
relationship model between social, coping strategies,
stigma and depression in infertile women in Tehran,
Iran. The Iranian Journal of Obstetrics, Gynecology
and Infertility. 2013; 16(45):20-28.
19. Callan VJ, Hennessey JF. Strategies for coping
with infertility. British Journal of Medical Psychology.
1989; 62(4):343-354.
20. Holubova M, Prasko J. The association between
self-stigma and coping strategies in depressive
disorder- a cross-sectional study. European
Psychiatry. 2017; 41:S530.
21. Ombelet W. Reproductive healthcare systems
should include accessible infertility diagnosis and
treatment: an important challenge for resource-poor
countries. International Journal of Gynecology &
Obstetrics. 2009; 106(2):168-171.
22. Ombelet W, Cooke I, Dyer S, Devroey P. Infertility
and the provision of infertility medical services in
developing countries. Human Reproduction Update.
2008; 14(6):605-621.
23. Ombelet W. IS global access to infertility care
realistic? The walking egg project. Reproductive
BioMedicine Online. 2014; 28(3):267-272.
24. Cook RJ, Dickens BM. Reducing stigma in
reproductive health. International Journal of
Gynecology & Obstetrics. 2014; 125(1):89-92.
25. Boivin J, Appleton TC, Baetens P, Baron J, Bitzer J,
Corrigan E, et al. Guidelines for counselling in
infertility:outline version. Human Reproduction.
2001; 16(6):1301-1304.
26. Pipas MD, Jaradat M. Assertive communication
skills. Annales Universitatis Apulensis Series
Oeconomica. 2010; 12(2):649-656.
27. Speed BC, Goldstein BL, Goldfried MR.
Assertiveness training: a forgotten evidence-based.
Science and Practice. 2018; 25(1):1-20.
28. Gameiro S, Boivin J, Dancet E, de Klerk C, Emery
M, Lewis-Jones C, et al. ESHRE guideline:routine
psychosocial care in infertility and medically assisted
reproduction-aguide for fertility staff. Human
Reproduction. 2015; 30(11):2476-2485.

J Midwifery Reprod Health. 2019; 7(4):1870-1879.

Counseling Program and Perceived Stigma

29. Elfil M, Negida A. Sampling methods in clinical
research; an educational review. Emergency. 2017;
5(1):e52.
30. Miller CT, Kaiser CR. A theoretical perspective on
coping with stigma. Journal of Social Issues. 2001;
57(1):73-92.
31. Compas BE, Connor-Smith JK, Saltzman H,
Thomsen AH, Wadsworth ME. Coping with stress
during childhood and adolescence: problems,
progress, and potential in theory and research.
Psychological Bulletin. 2001; 127(1):87-127.
32. Lui S. Routine psychosocial care in infertility and
medically assisted reproduction-a guide for fertility
staff: Summary. Belgium: ESHRE Psychology and
Counselling Guideline Development Group; 2015.
33. Boivin J, Kentenich H. Guidelines for counselling
in infertility. Belgium: ESHRE Special Interest Group
on Psychology and Counselling; 2002.
34. Van Den Broeck D, Emery M, Wischmann T, Thrn
P. Counselling in infertility: individual, couple and
group interventions. Patient Education and
Counselling. 2010; 81(3):422-428.
35. Garner E. Assertiveness: Reclaim your assertive
birthright. London: BookBoon; 2012.
36. Fu B, Qin N, Cheng L, Tang G, Cao Y, Yan C, et al.
Develpement and validation of an infertility stigma
scale for Chinese women. Journal of Psychosomatic
Research. 2015; 79(1):69-75.
37. Rajabi G, Amiri Asl J, Jelodari A. Assessing
reliability and validity of the persian version of
infertility stigma scale (ISS) in infertile women.
Scientific Journal of Hamadan Nursing & Midwifery
Faculty. 2017; 25(4):104-113.
38. Sternke EA, Abrahamson K. Perception of women
with infertility on stigma and disability. Sexuality and
Disability. 2015; 33(1):3-17.
39. Koschorke M, Padmavati R, Kumar S, Cohen A,
Weiss HA, Chatterjee S. Experiences of stigma and
discrimination faced by family caregivers of people
with schizophrenia in India. Social Science &
Medicine. 2017; 178:66-77.
40. Gronholm PC, Henderson C, Deb T, Thornicroft G.
Interventions to reduce discrimination and stigma:
the state of the art. Social Psychiatry and Psychiatric
Epidemiology. 2017; 52(3):249-258.
41. Eslami AA, Rabiei L, Afzali SM, Hamidizadeh S,
Masoudi R. The effectiveness of assertiveness training
on the levels of stress, anxiety, and depression of high
school students. Iranian Red Crescent Medical
Journal. 2016; 18(1):e21096.
42. Covington SN. Fertility counseling: clinical guide
and case studies. Cambridge: Cambridge University
Press; 2015.
43. Abbasi-Shavazi MJ, McDonald P, Hossein
Chavoshi M. Changes in family, fertility behavior and
attitudes in Iran. Demograohy and Scoiology Program.
2003; 88:1-33.

J Midwifery Reprod Health. 2019; 7(4):1870-1879

JMRH

Moudi Z et al.

44. Ramezanzadeh F, Aghssa MM, Abedinia N, Zayeri
F, Khanafshar N, Shariat M, et al. A survey of
relationship between anxiety, depression and
duration of infertility. BMC Women Health. 2004;
4(1):9.

1879

