
ABSTRACT 

MIDGETTE, KARIMAH. Understanding the Protective Factors Employed by African American 

Women Diagnosed with Female Infertility.  (Under the direction of Dr. Stanley Baker). 

 

The goal of the study was to examine the psychological impact infertility had on African 

American women and understanding the protective factors they employed to cope with the 

experience of infertility. Infertility is a common diagnosis but is often misunderstood. The voices 

of African American women in current infertility literature is sparse, even though they are said to 

experience infertility at higher rates than other groups and seek treatment at a lower rate. 

Receiving a diagnosis of infertility can be traumatic, making the need for protective factors 

critical in addressing the distress that can be associated with the diagnosis. The sample consisted 

of five African American women who had received an infertility diagnosis of and sought 

treatment to increase their chances of conceiving a child. A hermeneutic phenomenological 

research design was implemented, and semi-structured interviews were conducted with each 

participant via Zoom. The findings indicated that these women experienced the psychological 

impact of infertility through misunderstanding what it meant to be diagnosed with infertility, 

blame, and negative mental health effects. Moreover, the findings indicated that professional and 

social support as well as a spiritual practice served as protective factors for these women. 

Finally, the findings indicated that the protective factors employed by these women helped them 

to achieve acceptance, feel less isolated, and feel more supported. The findings highlight the 

importance of utilizing protective factors to help cope with infertility.  
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Chapter 1 

Introduction 

This chapter provides an overview of the research study. The first section begins with a 

discussion on the topic, the next section will outline the purpose of the study, significance of 

study, followed by the research question that will guide this study. 

Defining “The American Dream” 

The American Dream is suggested to be the ideal that every citizen of the United States 

should have an equal opportunity to achieve success and prosperity through hard work, 

determination, and initiative (Clark, 2007). The term American Dream was popularized in 1931 

by writer James Truslow Adams (Clark, 2007) and has been adopted by many as the goal for 

achievement and success as a United States citizen. In the literature, Messner and Rosenfield 

(1994) introduced the Crime and American Dream Theory as a foundational tenant to 

motivational and aspirational success within the American Culture. The tenants of this theory 

included financial gain, wealth, home ownership, romantic relationships, and reproductive 

success in having children. This theory is often noted in common terms as simply the American 

Dream. The theoretical components of the American Dream have been used to measure success 

within our culture. This ideal has the potential to put an abundant amount of pressure on families 

who may struggle with infertility and, thus, conceiving a child. With that said, the American 

Dream can quickly become a nightmare for some. 

Infertility and Childbirth 

The World Health Organization (2020) defines infertility, “as failure to achieve a 

pregnancy after 12 months or more of regular unprotected sexual intercourse” (World Health 

Organization, 2020, para. 1). Although infertility is a disease of the male or female reproductive 
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system, this research study will focus on personal female reproductive fertility. According to the 

Centers for Disease and Control Prevention (CDC, 2014) about 6.1 million women in the United 

States aged 15-44 years have difficulty getting pregnant or staying pregnant. African American 

women are twice as likely to experience infertility than White women and are less likely to seek 

treatment (Chandra et al., 2014). A diagnosis of infertility often prompts women to seek the help 

of assisted reproductive technology (ART) to increase their chances of becoming pregnant. 

According to the online version of Merriam-Webster’s Collegiate Dictionary (2010), ART is the 

use of technology to assist human reproduction in the treatment of infertility, especially: a 

procedure (such as in vitro fertilization or gamete intrafallopian transfer) that involves the 

removal of eggs from an ovary and fertilization by sperm in vitro. 

The term suffering is often used when describing a woman’s condition when 

experiencing infertility. A suffering condition can cause women to perceive the condition of 

infertility as a threat to their health. Senapati (2018) reported infertility, may be a forerunner for 

future health risk in women, including early mortality. Infertility can be caused by many factors 

that are often out of the control of most women. The most common factor is due to the lack of 

ovulation. Two common sources for the lack of ovulation among women are polycystic ovarian 

syndrome and primary ovarian insufficiency. Polycystic ovarian syndrome is a condition that 

causes hormones to be out of balance which can impact ovulation. Primary ovarian insufficiency 

happens when a woman’s ovaries stop working properly before the age of 40 (Office of 

Women’s Health, 2019). Women may often feel embarrassed and shameful when having to 

admit that their female reproductive organs are not functioning properly. Moreover, lifestyle 

factors such as obesity, diet, smoking and alcohol use, along with environmental and chemical 

exposure, have been increasingly examined as additional influencers of fertility (Sabarre et al., 
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2013). For example, smoking increases an individual's risk of cardiovascular disease; and 

adverse consequences associated with obesity also include increased risk of cardiovascular 

disease, diabetes, and some cancers, all of which can have an impact on reproductive 

performance (Homan et al., 2007).    

Infertility can impact women from various backgrounds; however, research findings 

indicate African American women experience higher rates of infertility and seek treatment less 

than White women. Women of color are overrepresented among people who experience 

infertility but are underrepresented among those who receive medical treatment (Greil et al., 

2011). Many factors influence the decision for African American women to avoid disclosing 

their experiences with infertility, including: (a) feelings of shame and personal failure; (b) a 

sense that other people would not understand; (c) cultural expectations about privacy in the 

African American community; (d) the cultural myth about African American women’s strength, 

self-reliance, and ability to overcome challenges; and (e) the internalization of stereotypes 

promoting Black sexuality with abundant fertility (Ceballo et al., 2015). Carter (2020) 

hypothesized that much of the shame that African American women experience results from the 

societal views adopted by the Black community. This suggests that, although motherhood is 

natural and inevitable, there is a misconception that African American women must always be 

strong and resilient.    

News media has also addressed the misconceptions and attempted to shift the mindset 

associated with African American women and infertility by airing interviews of African 

American women breaking their silence and sharing their personal experiences with infertility. 

For example, famous personalities such as former First Lady Michelle Obama, Serena Williams, 

Gabrielle Union, and Tia Mowry all disclosed to the public their experiences with infertility 



  4 

 

(Wilson, 2018). To further illustrate the impact that the media can have on individuals, Srikanth 

(2019) reported that after Mrs. Obama publicly shared her experiences with infertility, 

representatives from infertility clinics across the country indicated that more of their patients 

were African American women. Moreover, after Mrs. Obama disclosed her experiences, the 

percentage of Black women seeking in vitro fertilization treatment at Shady Grove Fertility, a 

mid-Atlantic fertility center, grew 50 % faster than total treatment rates from the first half of 

2018 to the first half of 2019 (Srikanth, 2019). 

Historically, researchers seem to pay more attention to pathology than a strengths-based 

focus. For example, a qualitative study that specifically focused on distress, was conducted to 

determine whether fertility-specific distress varied by race/ethnicity and what factors explained 

any differences. The researchers found that participants’ ethnicity alone did not determine the 

fertility-specific distress, however, other factors caused a variation in the distress participants 

experienced (Greil et al., 2016). This study is one of many that highlight the pathology focus of 

infertility research. Another study reflecting the problematic experiences with infertility was 

conducted by Ceballo et al., (2015) using an intersectional framework to explore the experiences 

of African American women who cope with infertility. The sample consisted of 50 African 

American women of different socioeconomic backgrounds who self-identified as African 

American and at some juncture in their lives met the medical definition of infertility. The women 

in the study had spent an average of 5.4 years trying to become pregnant. At the time of the 

interview, Ceballo et al. (2015) reported 24 participants were trying to have a baby and two were 

pregnant. Only three of the women in the study had tried in vitro fertilization (IVF). Researchers 

reported these women were able to use insurance to cover some of the cost of IVF. To maintain 

confidentiality, a key component of ethical research, the researchers assigned pseudonyms to 
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each participant. The average of age of the participants was 37. Of the 50 participants, 36 were 

married, seven were separated, divorced or widowed. Participants represented a diverse 

educational background, incomes and careers. Twenty-eight of the participants had earned 

college degrees, 19 had earned a high school diploma and three did not complete high school. 

The participants who did not earn a college degree were employed as custodians, factory workers 

and nurse aides. The participants who obtained a college degree were employed as social 

workers, nurses, and professors. The authors reported 37 of the participants worked full-time, 

seven worked part-time schedules and six were unemployed.  Thirty-six percent of participants 

reported annual household incomes of below $50,000. The participant sample was diverse in 

educational attainment and career fields and was sufficient in size for the study therefore 

increasing the likelihood of generalizability.  

The research findings suggested that experiencing infertility greatly impaired women’s 

sense of self and gender identity. Participants reported feeling incomplete, flawed, and deficient 

because they were unable to follow their maternal instincts. The findings also suggested that the 

perspective toward being an African American mother was influenced by an interplay of 

gendered, racial, and religious mandates. These researchers hypothesized that the relationships of 

the women in the study with friends and family members were characterized by a deep sense of 

silence and isolation. Taylor (2018) also presented infertility as a traumatizing event that 

psychologically impacts women who experience it. Damage or injury can occur to the psyches of 

individuals because of the distressing experience of infertility (Taylor, 2018). Taylor’s (2018) 

insights highlighted the importance of the psychological wellbeing of African American women 

who experience infertility, thus, making protective factors critical in preserving their overall 

sense of wellness. Distress related to infertility is a relevant topic in the literature and is 
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important to discuss because of the mental health implications if left untreated. However, 

research findings that highlight protective factors that can be implemented must be reported in 

tandem with research findings that focus on the distress. 

Research findings indicate African American women are silent about their experiences 

with infertility. Findings from a study conducted to explore the disclosure methods that women 

use to share their experiences with infertility and how it impacts their quality of life, indicated 

social support can buffer the negative effects of stress (Steuber & High, 2015). The potential 

support that families and communities may offer in response to those experiencing infertility is 

increased when individuals are able to openly share their situation with outside resources 

(Ridenhour et al., 2008). Moreover, concealing thoughts and emotions about important events 

can exacerbate the stress (Steuber & High, 2015).  

Infertility commonly activates feelings of shame and guilt (Koser, 2020). Brown (2012) 

suggested the number one factor that inhibits African American women’s ability to discuss 

infertility is feelings of shame. Shame can define how these women identify themselves (Brown, 

2012). Motherhood identity has an especially strong cultural value in African American 

communities. For many African American women, good mothering is not an independent, self-

consuming endeavor; instead, mothering is embedded in supportive kin networks with the 

practical imperative of sharing childcare responsibilities (Ceballo et al., 2015). It is common for 

grandparents, siblings, aunts, and uncles to share childcare responsibilities amongst the children 

in the family.  

Brown’s (2012) theory on Shame and Resilience suggests that the less one talks about 

shame the more they have it. Feelings of shame can cause individuals to withdraw and feel alone. 

Isolating oneself while experiencing infertility is not healthy and can activate more negative 
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emotions. Though there are many factors that impact African American women who experience 

infertility, shame can be detrimental to their mental health and safety, therefore, it is important to 

recognize and implement protective factors that can minimize the shame that these women 

experience. If shame is not addressed, properly, it can have a perpetual negative impact on the 

individual, thus causing greater distress. Experiencing shame causes various emotions, which 

involve, but are not limited to, feeling defective, insufficient, unwanted, powerless, useless, and 

inferior (Fatima et al., 2020).  

African American women experiencing infertility can attest to these feelings. Though 

women of color experience infertility at higher rates than White women, Ceballo et al., (2015) 

suggested that much of the research surrounding infertility is focused on European Americans. 

As a result, African American women may find it difficult to imagine a healthy portrayal of 

themselves navigating infertility. This can influence the shame and isolation that they feel. 

Disclosing experiences with infertility can likely increase the quality of social support a woman 

receives, therefore, assisting African American women in expressing their experiences to trusted 

individuals can be critical to their quality of life and mental health. 

Protective Factors and Infertility 

While there is research on barriers to African American women seeking treatment for 

infertility and the lack of disclosure, there appears to be a gap in the literature regarding 

protective factors that African American women employ to address the psychological distress 

while experiencing infertility. The Substance Abuse and Mental Health Services Administration 

(2017) considers protective factors to be characteristics associated with a lower likelihood of 

negative outcomes or that reduce a risk factor’s impact. Protective factors may be seen as 

positive countering events. O’Connell et al., (2009) noted that protective factors are not simply 
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the opposite of risk factors but characteristics at the biological, psychological, family or 

community level that can be associated with a lower likelihood or problem outcomes. Moreover, 

protective factors can reduce a potential negative impact of a risk factor on problem outcomes 

(O’Connell et al., 2009).  

In a study conducted to explore protective factors and resilience in adolescents, Dias and 

Cadmie (2017) hypothesized that while protective factors do not assure the absence of negative 

emotions associated with adversity, they serve to balance the risk to which one is exposed. 

Benzies and Mychasiuk (2008) believe that successful use of protective factors can build 

resilience, making it easier to cope with adverse events and become stronger. In a study 

conducted to examine the role of optimism and resilience on the emotional distress of infertility, 

Santa-Cruz et al. (2019) reported optimism and resilience as protective psychological factors 

serving as positive predictors of subjective well-being and low emotional distress. Optimism is 

adversely related to hopelessness, which is a known risk factor for depressive disorders (Santa-

Cruz et al., 2019). This further highlights the benefit of employing protective factors to 

potentially increase resilience against psychological distress of infertility.  

Though there are extant publications on the benefits of optimism and resilience in 

relation to emotional distress, little is known about how these factors affect individuals’ 

experience and outcomes during assisted reproductive treatments (Santa-Cruz et al., 2019). 

Infertility research has often focused on exploring psychopathology rather than understanding 

positive mental functioning (Sexton et al., 2010). Gaining a better understanding of African 

American women and their psychological experience with infertility and the protective factors 

that they implement while experiencing infertility is not only important to the medical 

community but also to the field of counseling. Though current literature highlights the 
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relationship between distress and coping strategies among individuals diagnosed with infertility, 

there is a gap in the literature regarding coping mechanisms or protective factors that are utilized 

by African American women experiencing infertility.  

Significance of Research 

Infertility impacts African American women at a disproportionate rate. Though African 

American women are sparsely represented in current literature on infertility, present literature 

that includes them indicates these women are not seeking treatment at high rates. Even in states 

with mandated infertility insurance coverage, African American women are less likely to seek 

infertility care (Goossen et al., 2019). These women reported having difficulty making 

appointments, being unable to take time from work, feeling uncomfortable with their providers, 

and feeling the pressure from the stigma associated with friends and family members finding out 

they had to seek treatment for infertility (Goossen et al., 2019).  

African American women have a higher prevalence of some risk factors for infertility 

such as uterine fibroids, excess weight, and tubal disease (Wellons et al., 2008). The 

psychological impact of infertility can take a toll on these women. Infertility may cause these 

women to feel flawed, incomplete, and deficient (Ceballo et al., 2015). These feelings can lead to 

the onset of mental illness that could be long term.  

Research findings indicate that approximately 7.5 million African Americans have a 

diagnosed mental illness, and up to 7.5 million more may be affected but are undiagnosed (Ward 

& Heidrich, 2009). Women may be over-represented in these populations given the reported 2:1 

gender ratio of depression. Although African American women are burdened by mental illness, 

their use of mental health services is low (Ward & Heidrich, 2009). 
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More research is needed on the lived experiences of African American women diagnosed 

with infertility to identify factors that impede help-seeking in order to improve health outcomes 

for these women and increase their comfort in seeking treatment for infertility (Ceballo et al., 

2015). Moreover, increased representation of African American women research participants in 

the related professional literature may indicate to these women that they do not have to suffer the 

psychological distress in silence. Increased inclusion of African American women sharing their 

experiences with infertility in the related professional literature may increase the treatment 

seeking behavior of these women, leading to better health outcomes, and more support for 

African American women overall. 

Purpose of the Study 

The goal of this hermeneutic qualitative phenomenological study was to highlight the 

protective factors that African American women employ while experiencing personal 

reproductive infertility.  Women who are diagnosed with infertility consider various options, to 

include adoption or remaining child free. This study will highlight the lived experiences of 

African American women have sought treatment to increase the likelihood of conception. This 

will be accomplished by interviewing African American women who are diagnosed with 

infertility, and sought treatment, in order to acquire descriptions of the psychological impact of 

infertility on African American women and the protective factors they use.  I will describe the 

phenomenon of the psychological impact of infertility in African American women and the 

protective factors they use.  

African American women are twice as likely to experience infertility as White women. 

Yet only about 8% of African American women between the ages of 25 and 44 seek medical 

help to get pregnant, compared to 15% of White women (Jain, 2006). The lived experiences of 
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African American women with infertility are underrepresented in current professional literature, 

further perpetuating limited access to treatment utilization, and success rates of treatment, and 

lack of information on the overall experiences of African American women diagnosed with 

infertility (Wiltshire et al., 2019). Findings from this study will provide voices for these women 

via themes from their lived experience of the psychological impact of infertility and the 

protective factors they employed to support their mental health while coping with infertility.  

Research Questions 

The following research questions were explored in this study. These questions were developed 

based on the literature review. 

1. How do African American women experience the psychological impact of infertility? 

2. What protective factors do African American women utilize while experiencing 

infertility? 

3. How do these protective factors impact their experience of infertility? 

Outline of Dissertation 

This dissertation is divided into five chapters. The first chapter provides a brief 

introduction of the overall study. Chapter two presents a comprehensive review of the literature. 

The third chapter describes the research methods including how participants will be selected, the 

form of data collection to be used, and how the data will be analyzed. Chapter four presents the 

research findings of the study. The final chapter provides a discussion of the results of the study, 

the implications, future research, strengths and limitations of the study, conclusion, lessons 

learned, and references used in all the chapters of the dissertation. 
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Chapter 2 

Literature Review 

The following review of the relevant literature provides a comprehensive overview on 

infertility, African American women who experience infertility, the psychological impact of 

infertility, response to illnesses, and the importance of protective factors for coping with 

infertility. Additionally, connected theoretical frameworks that will guide the research will be 

reviewed. 

Overview of Female Infertility 

     The desire to have children is widespread and common to many women. However, for 

some women the desire can go unfulfilled due to infertility. Infertility is defined by Direkvand-

Moghadam et al. (2013) as the inability of a couple to access pregnancy after 12 months of 

regular, unprotected intercourse. According to the National Survey of Family Growth (NSFG) an 

estimated 7.3 million American women ages 15-44 years old experience challenges to fertility. 

Receiving a diagnosis of infertility can be traumatic and cause psycholo\[gical distress. Women 

who are diagnosed with infertility can experience clinical depression at the rate of women who 

are diagnosed with heart disease or cancer (Direkvand-Moghadam, et al., 2013). Experiencing 

infertility can be emotionally painful for any woman and can lead to anxiety, isolation and can 

also include periods of depression (Kashani & Akhondzadeh, 2017).  

Factors Impacting Infertility  

There are many factors that can impact female fertility. Challenges to fertility can arise 

from genetic abnormalities, infectious or environment agents, delayed childbearing, behavior, 

and certain diseases (Macaluso et al., 2010). Though researchers, such as Fleetwood and Campo-

Engelstein (2010) have highlighted the debate over whether infertility is a disease and 
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necessitates medical treatment, Direkvand-Moghadam et al. (2013) reported infertility as one of 

the most important conditions in the reproductive system and argued that infertility is a clinical 

presentation rather than a disease. The American Society for Reproductive Medicine (ASRM; 

2021) regards infertility as a disease of the male or female reproductive tract which prevents the 

conception of a child or the ability to carry a pregnancy to delivery. 

Among the cases of female infertility found, polycystic ovary syndrome (PCOS) and 

tubal pathology were the most common causes (Deshpande & Gupta, 2019). Polycystic ovary 

syndrome is the most common hormonal disorder in women and accounts for approximately 

80% of women with anovulatory infertility (Balen et al., 2016). Polycystic ovary syndrome 

(PCOS) is a condition characterized by elevated androgen levels, menstrual irregularities, and/or 

small cysts on one or both ovaries (Ndefo et al., 2013). According to Ndefo et al. (2013), 5% to 

10% of females 18 to 44 years of age are affected by PCOS, making it the most common 

endocrine abnormality among women of reproductive age in the U.S. Another factor that 

contributes to female infertility is tubal abnormality, which is one of the leading causes 

associated with infertility in women (Carrascosa et al., 2014). There are many conditions that can 

affect the fallopian tubes and interfere with female fertility. According to Carrascosa et al., 

(2014), the most frequent condition is pelvic inflammatory disease (PID). PID is an infection of 

the female upper reproductive tract, including the endometrium, fallopian tubes, ovaries, and 

pelvic peritoneum; it impacts approximately 800,000 women each year. Other causes and 

potential risk factors of infertility include uterine fibroids, complications from surgeries, diet, 

weight, and age (Cedars & Jaffe, 2005). 
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Diagnosing Infertility 

Before a woman is diagnosed with infertility, she is subject to several tests such as, a 

physical exam, blood test or an ultrasound of the ovaries to detect ovulation, 

hysterosalpingography (HSG) and laparoscopy (Womenshealth.gov, 2019). The American 

Society for Reproductive Medicine defines an HSG as an x-ray procedure used to see whether 

the fallopian tubes are open and if the inside of the uterus is normal. A laparoscopy is a surgical 

procedure that allows viewing of the internal pelvic organs (ASRM). The HSG and the 

laparoscopy are the most requested procedures for tubal factor exploration for infertility 

(Tshabu-Aguemon et al., 2014). Depending on the results from the tests and considering the 

diagnosis of infertility, the patient explores next steps towards family planning, which can 

include ART. 

Assisted Reproductive Technology  

According to the Centers for Disease Control and Prevention (CDC, 2019), ART includes 

all fertility treatments in which either eggs or embryos are handled. In general, ART procedures 

involve surgically removing eggs from a woman’s ovaries, combining them with sperm in the 

laboratory, and returning them to the woman’s body or donating them to another woman. The 

main type of ART is IVF.  

The CDC (2019) defines IVF as, a procedure that involves extracting a woman’s eggs, 

fertilizing the eggs in the laboratory, and then transferring the resulting embryos into the 

woman’s uterus through the cervix. Within the IVF procedure are several steps the woman must 

take, such as, (a) administer prescribed fertility medication to stimulate egg production, (b) 

undergo a minor surgical procedure to retrieve eggs; and (c) once the sperm and eggs are mixed 

together and stored in a laboratory dish to encourage fertilization, the embryos are usually 
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transferred into the woman’s uterus three to five days following egg retrieval and fertilization 

(CDC, 2019). If the procedure is successful, implantation typically occurs around six to 10 days 

following egg retrieval (CDC, 2019). Altogether, the process can take approximately 14 days, 

depending on the regiment. Though IVF is reported to be the most effective form of assisted 

reproductive technology, it also causes great psychological distress, which can negatively impact 

the mental health of the women who are diagnosed with infertility. 

African American Women and Female Infertility 

African American women are often left out of the research on infertility. Much of the 

research surrounding infertility is focused on European Americans, however, women of color 

experience infertility at higher rates than White women (Ceballo et al., 2015). The most common 

infertility factor is lack of ovulation (Office of Women’s Health, 2019). Uterine fibroids have a 

disproportionate impact on African American women and can impact their fertility. Uterine 

fibroids are the most common benign gynecologic tumors. Ultrasound evidence shows that more 

than 80% of African American women, and approximately 70% of white women, will have 

uterine fibroids by age 50 (Eltoukhi et al., 2014). Approximately 42 per 1,000 women are 

hospitalized annually because of fibroids, but African American women have higher rates of 

hospitalization, myomectomies, and hysterectomies compared with white women (Eltoukhi et 

al., 2014). These various procedures can have an adverse impact on the reproduction of these 

women. Research aimed at exploring the burden of uterine fibroids for African American women 

documented that these women reported more objective indications of severe disease, had an 

earlier age of onset of fibroids and were more likely to experience symptoms longer before 

seeking treatment. Moreover, the researchers highlighted the earlier onset of the disease is likely 

to have an impact on childbearing plans for African American women (Eltoukhi et al., 2014).  
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Another study, that researchers claimed was the first of its kind to their knowledge, was 

conducted to focus exclusively on the experiences of African American women coping with 

infertility. The sample consisted of 50 women of different socioeconomic backgrounds who self-

identified as African American and at some juncture in their lives met the medical definition of 

infertility. The women in the study had spent an average of 5.4 years trying to become pregnant.  

At the time of the interview, Ceballo et al. (2015) reported 24 participants were trying to have a 

baby and two were pregnant. Only three of the women in the study had tried IVF. Findings 

suggested that experiencing infertility greatly impaired the women’s sense of self and gender 

identity. The participants reported feeling incomplete, flawed, and deficient because they are 

unable to use their maternal instincts.  

Ceballo et al. (2015) also suggested that the perspective toward being an African 

American mother was influenced by an interplay of gendered, racial, and religious mandates. 

They hypothesized that the women’s relationships with friends and family members were 

characterized by a deep sense of silence and isolation. The participants stated they did not want 

to burden anyone, and they felt it was a private matter. Some of the participants shared that their 

spouses were not as committed to having children as they were, which caused them to withdraw. 

The findings suggested that interactions with medical professionals were influenced by these 

women’s multiple social identities. The participants reported doctors making assumptions about 

their sexual promiscuity and their inability to pay for services or support a child. Women who 

experience infertility may struggle with how to respond to the diagnosis as the experience is 

multi-layered.   
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Response to Illness 

Receiving a diagnosis of an illness can be a difficult experience to cope with. Responses 

to illness can vary. Response to illness is largely influenced by cultural and socioeconomic 

factors and one’s perception of the illness (Leyva-Flores et al., 2001). Perception of illness is a 

patient’s cognitive appraisal and personal understanding of a medical condition and its potential 

consequences. Illness perception focuses on how an individual experiences and mentally frames 

living with a disease (Sawyer et al., 2019). A diagnosis of illness does not always cause a 

negative illness belief. Sawyer et al. (2019) argued that both positive and negative illness beliefs 

can influence the ability to cope with the disease and to perceive it as manageable or threatening. 

According to Ownby et al. (2014) positive illness beliefs may include belief that one’s health is 

good, the usefulness of the treatment, and the likelihood of a positive outcome from the 

treatment. Negative illness beliefs might reflect pessimism about one’s health status and doubts 

that treatment will have a positive effect (Ownby et al., 2014).  

Origin of Illness Behavior  

The concept of illness behavior was introduced by Mechanic (1995) to describe the 

different ways in which individuals may perceive, evaluate, and react to certain physical 

symptoms (Cosci & Guidi, 2021).  Mechanic (1995) stated, “Illness behavior refers to the 

varying ways individuals respond to bodily indications, how they monitor internal states, define 

and interpret symptoms, make attributions, take remedial actions and utilize various sources of 

informal and formal care” (p. 157).  Moreover, the authors stated,  

Illness behavior thus represents the result of different interacting variables, including 

those related to the illness (e.g., prevalence, predictability of outcomes, degree of threat), 

patient characteristics (e.g., demographics, cognitive representation of the illness, 
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psychological distress and psychiatric disorders, personality, social support), and doctor’s 

attitudes and behaviors (e.g., providing clear explanation, information, and reassurance). 

Indeed, it is influenced by subjective, social, and cultural determinants and may vary 

from one person to another and within the same individual according to the specific 

illness episode. Psychological responses that may arise are likely to influence the illness 

course, therapeutic response, and outcome. Illness behavior may substantially impact on 

the use of healthcare services, treatment adherence, and self-management behaviors (p. 

157). 

A study aimed at exploring reasons people avoid medical care, highlighted avoidance as a 

response to potential illness threats. From the analysis of participant responses, the researchers 

identified the following reasons for avoiding medical care to treat illness; (a) traditional barriers 

due to lack of resources, (b) fear of unfavorable outcome, and (c) low perceive need for medical 

care (Taber et al., 2015). The way people perceive, evaluate, and respond to illness varies, as it is 

influenced by many influential layers.  

African American Women’s Response to Illness  

In the United States, African Americans experience earlier morbidity and mortality than 

whites, including two leading causes of death: cardiovascular disease (CVD) and cancer (Asiedu 

et al., 2017). African American women have a higher prevalence of CVD risk factors and 

mortality than their white counterparts and a lower level of heart disease awareness despite a 

national increase in awareness rate for women. Moreover, African American women have higher 

death rates for nearly all cancers than white women, with the racial disparity widening between 

1999–2011 for colorectal and breast cancer (Asiedu et al., 2017). 
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 A study was conducted to describe health concerns of the African American community, 

as perceived by women who are members of an African American organization, The Links 

Incorporated. The findings indicated that health concerns such as CVD, sickle cell anemia, and 

breast cancer, were prominent health concerns for African American women, while lung cancer, 

which is the leading cause of death in women, was viewed as less of a concern. The researchers 

attributed this response by African American women to limited education related to these 

conditions and interventions focused on early detection of these illnesses. Reynolds et al. (2000) 

investigated the association between coping strategies and breast cancer survival among Black 

and White women in a large population-based study and found that Blacks were more likely to 

respond by suppressing emotions, wishful thinking, and positive reappraisal. The way these 

women perceive the diagnosis of infertility and respond can have a significant impact on their 

mental and emotional well-being. 

The Psychological Impact of Female Infertility 

When are you going to have children? What are you waiting for? You are not getting any 

younger. These are phrases that often are directed to women who have not had children by a 

certain age. The individuals who pose these questions and make statements like these may not 

mean to be harmful and likely do not consider the negative impact these statements can have on 

women who are trying to conceive but due to infertility, are not having success. 

Receiving a diagnosis of infertility can be traumatic and cause psychological distress for 

the women diagnosed. It can be physically and emotionally demanding requiring decisions about 

whether to pursue treatment, stop treatment, and the possibility of unsuccessful treatment (Koser, 

2020). The long-term psychological effects of stress related to reproductive problems are like the 

psychological impact of a long-term disease (Schwerdtfeger & Shreffler, 2009). Stress levels of 
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women diagnosed with infertility are similar to those of individuals diagnosed with cancer or 

coronary heart disease (Ogawa et al., 2011). Schwerdtfeger and Shreffler (2009) explored the 

relationship between women’s experiences of pregnancy loss and infertility in the context of 

childlessness and the development of negative psychological outcomes. They found that women 

who reported previous pregnancy loss or infertility problems experienced significantly less 

satisfaction with life and more depressive symptoms than women with no fertility problems. The 

findings from the study support current literature identifying infertility as a particularly difficult, 

distressing, and even traumatic life experiences likely to have negative repercussions on women's 

mental health (Schwerdtfeger & Shreffler , 2009). Individuals experiencing infertility report 

feelings of depression, anxiety, isolation, and loss of control (Rooney & Donar, 2018). These 

individuals are at a greater risk of experiencing psychiatric disorders (Rooney & Donar, 2018).  

Research findings indicate that women appear to have higher rates of infertility related 

stress than men and have a different psychological response (Ogawa et al., 2011). Women tend 

to experience infertility as a stigma causing them to feel guilty, shameful, and devalued, leading 

to experiencing low self-esteem (Taebi et al., 2021).  

A study conducted to explore the perceptions and experiences of female infertility stigma 

found that women experienced self-stigma, when they initiated the negative attitudes toward 

themselves due to the conditions they had endured. Moreover, these findings indicated women 

experienced social stigma, faced discrimination from others, and viewed themselves as lower 

than other women (Taebi et al., 2021). 

Identity Distress 

Infertility is often associated with psychological distress because it involves an inability 

to achieve a desired social role (Greil et al., 2010). Women diagnosed with infertility tend to feel 

about:blank
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inadequate and experience a sense of failure. Moreover, infertility has a strong effect on a 

woman’s sense of self and gender identity (Ceballo et al., 2015). Women who associate their 

identity with motherhood, may experience psychological distress at a greater rate. Ulrich and 

Weatherhall (2000) hypothesized that psychology tends to reinforce dominant social beliefs 

about motherhood as necessary to womanhood by endorsing beliefs about women needing 

children to develop as healthy individuals. Ideologies of mothering dictate that good mothers will 

personally, financially, and emotionally devote themselves and center their lives around their 

children (Ceballo et al., 2015). Motherhood has an especially strong value in the African 

American community. Good mothering in the African American community is not an 

independent endeavor, but one of a supportive kinship (Ceballo et al., 2015). A study conducted 

with 50 African American women from different socioeconomic backgrounds who were coping 

with infertility, revealed that 32% of the women equated being a woman with mandatory 

motherhood (Ceballo et al., 2015). Researchers have identified the motherhood mandate as 

society’s directive that all women should mother. If women are not able to fulfill the role of 

being a mother, they can be left feeling a sense of loss of the dream of co-creating (Greil et al., 

2010).   

Grief and Loss  

For many women, infertility represents a sense of loss. While infertility is seen as a 

medical condition that prevents individuals from becoming parents, it has also been shown to 

have potentially serious emotional and psychological consequences (Malina & Pooley, 2017). 

Emotional problems arising from infertility have been described by some as a crisis, because the 

stress connected with the inability to conceive can be compared to the stress connected with the 

loss of a close person (Malina & Pooley, 2017). Although assisted reproductive technologies 
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(ART) have allowed infertile couples to achieve viable pregnancies, implantation failure 

sometimes occurs, and women receiving the treatment can experience consecutive pregnancy 

losses (de Castro et al., 2021). Evidence suggests that abortion, fetal death, or even reproductive 

treatment failure represent a source of suffering that could have a devastating effect on the 

psychological wellbeing of infertile couples and could lead to prolonged grief responses among 

women (de Castro et al., 2021). 

Psychopathology of Infertility  

There are substantial qualitative research findings in which researchers have attempted to 

characterize the psychosocial experience of infertility (Shreffler et al., 2017). Qualitative studies 

present a picture of infertility suggesting it is an emotionally devastating experience, especially 

for women (Shreffler et al., 2017). For some women, the treatment experience is stressful, 

because it involves repetitive raising and dashing of the hope of pregnancy, for others, the stigma 

associated with infertility may be a cause for distress (Shreffler et al., 2017). While women who 

are diagnosed with infertility are not necessarily more likely to exhibit psychopathology, they are 

more likely to experience higher levels of distress than of women who are not diagnosed with 

infertility (Greil et al., 2010). Greil et al. (2010) conducted a review and critique of literature on 

the socio-psychological impact of infertility and noted that, “while the descriptive literature on 

the psychological consequences of infertility presented infertility as a devastating experience, 

attempts to test the psychological consequences hypothesis had produced more equivocal 

results” (p. 141). Greil et al. (2010) continued to hypothesize that “studies that looked for 

psychopathology did not find significant differences between infertile individuals and others, 

while studies that employed measures of stress and self-esteem did find significant differences” 

(p. 141). Greil et al. (2010) also noted that psychological distress literature was characterized by 
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several flaws, including non-represented samples, and only viewing infertility as a medical 

condition with potential psychological consequences instead of considering the social 

construction of infertility. 

   A study conducted to determine stress levels and life satisfaction in women who visited 

a clinic in Germany indicated women had slightly higher levels of stress than the norms and 

scored low on several subscales of life satisfaction (Greil et al., 2010). If left untreated, the 

increased stress and low levels of life satisfaction, can translate into significant mental health 

concerns. Considering the potential for significant psychological distress in women who 

experience infertility, protective factors are vital in helping these women to cope while 

experiencing infertility. 

Significance of Protective Factors in Biopsychosocial Health 

A protective factor is something which moderates the effect of a vulnerability or risk 

factor on development, promoting adaptive development and resilience, or simply the capacity 

for positive outcomes despite challenging circumstances (Langdon-Daly & Serpell, 2017). 

Langdon-Daly and Serpell (2017) pointed out that theorists from the positive psychology 

movement believe that the dominant paradigm focus on risk factors and pathology has resulted in 

neglect of strengths and positive aspects of individuals and systems. Langdon-Daly and Serpell 

(2017) encourage the investigation of protective factors, those which promote health and 

wellbeing in everyone, and suggest that prevention programs should aim to develop and foster 

these.  

A study aimed at identifying and reviewing publications which looked for or identified 

protective factors against eating disorders and disordered eating existing in family systems, 

indicated several protective factors against eating disorders: (a) quality of family relationships, 
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(b) family environment around eating and weight, (c) satisfaction with family life, and (d) a 

sense of connectedness (Langdon-Daly & Serpell, 2017). Social support was also identified as a 

protective factor in this study. 

Within the mental health field, there have been several publications highlighting the 

importance of protective factors in promoting psychological well-being. Wlodarczyk et al. 

(2017) suggested that because of protective factors, not all people who are exposed to significant 

adversity subsequently develop mental health or behavioral disorders. In a study of children of 

parents with alcohol and drug use, it was established that social support was found to have a 

protective effect on children’s mental health in families with illicit drug-using parents. Moreover, 

older age, high self-esteem, high self-regulation, high academic and cognitive abilities, and a 

flexible and optimistic temperament were also identified as protective factors for these children 

(Wlodarczyk et al., 2017). 

Protective Factors in Female Infertility 

Women who have a strong desire for natural childbirth tend to experience greater distress 

than women for whom having a natural childbirth is not as desired (Greil et al., 2010). Patel et al. 

(2018) recommends that women most in need of protective factors in the way of psychological 

interventions are, (a) those who use donor eggs, adoption, or surrogacy; (b) those with elevated 

stress, anxiety, or depression; and (c) those who require genetic testing. Women who fit these 

criteria should be monitored at the different phases of treatment, from the beginning, middle and 

after treatment (Patel et al., 2018). The results of treatment may determine the types of protective 

factors these women will continue to need.  

Protective factors to moderate the effects of infertility can be vital to the mental health 

and well-being of women diagnosed with infertility. Current contributions to the literature 



  25 

 

highlight the relationship between distress and coping strategies among women diagnosed with 

infertility. For example, according to Greil et al. (2010), social coping resources, growth-

fostering relationships, partner support and family support can serve as protective factors to 

lessen the impact of the diagnosis of infertility. Greil et al. (2010) proposed that online platforms 

serve many of the same functions as support groups, however, women who use the internet as 

their only outlet for infertility support are more depressed than those with multiple outlets. 

Many women experience a myriad of emotions when experiencing infertility. Some 

women withdraw from treatment, attributing their decision to do so to the stress of the 

experience. Sexton et al. (2010) believes that a better understanding of the association between 

resilience, distress and coping behaviors may provide useful information about the medical and 

psychological management of fertility concerns as well as the phenomenological experience of 

infertility itself. 

Several research articles in current literature regarding healthcare focus on pathology and 

can often neglect factors that can promote health and wellness. Protective factors serve to 

balance the distressing effects of difficult experiences that people encounter. Women who are 

diagnosed with infertility often experience a variety of emotions that if left untreated, can lead to 

significant mental health concerns. Protective factors can be vital in helping women to cope with 

the diagnosis of infertility and feel a sense of wellbeing. 

Relevant Theoretical Constructs 

The outline for this review is as follows, first, I will review Leventhal’s (1970) Common-

Sense Model of Self-Regulation. Following, I will review Engel’s (1977) Biopsychosocial 

Model as it relates to infertility. While these two theories seem to be appropriate for this study, 

the phenomenological approach requires researchers to be open to what is learned while 
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conducting the study and decide how the theories will support the study once data is collected 

and analyzed.  

Leventhal’s (1970) model was chosen as a framework for this study because of its 

emphasis on exploring the emotional and cognitive responses to health threats. Moreover, this 

model is instrumental in highlighting how cognitive representations of health threats guide 

coping during the health threat. Finally, this framework places an emphasis on self-regulation. 

This is critical to the experience of infertility, as it involves many stages of adjustment, from 

receiving the diagnosis, deciding to seek treatment, to the outcome. 

The Leventhal (1970) Common-Sense Model of Self-Regulation 

A diagnosis of infertility can be the catalyst to experiencing many different emotions. 

The diagnosis can cause the individual to create a cognitive image of themselves that may 

increase the emotional and psychological distress that is associated with adapting to infertility.   

Leventhal’s theory provides tools for analyzing the processes that individuals use to adapt 

to illness when they become aware of a health threat, navigate affective responses to the threat, 

formulate perceptions of the threat and potential treatment actions, create action plans for 

addressing the threat, and integrate continuous feedback on action plan efficacy and threat-

progression (Leventhal et al., 2016). The model balances between the cognitive and the 

emotional processing of the disease threat. The process is often initiated by feelings inconsistent 

with a person’s normal functioning. When women are informed of the infertility diagnosis, they 

experience many emotions. They attach a narrative or a belief around the condition, thus 

influencing how they respond. The narratives can come from their personal experiences, how 

their culture handles similar matters, what the media reports on the illness, and messages 

received from medical professionals. Gaining an understanding of how individuals respond to 
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perceived health threats is critical in supporting them as they process and adjust to the diagnosis. 

This theory can be beneficial in counseling individuals experiencing infertility, as it can be used 

to explore how they conceptualize illness within their social and family context. Leventhal’s 

(1970) model seeks to promote adaptation and successful self-management of illness. 

Leventhal’s (1970) model explains how individuals respond to and manage health threats. 

This model proposes that people actively engage in problem-solving by developing mental 

models of health threats, subjective and objective treatment goals, and practices and procedures 

most likely to achieve those goals (Mora & McAndrew, 2013.)  Leventhal et al. (2003) suggested 

that mental models largely come from cultural practices which people use to become their own 

common-sense scientist when they respond to threats to their health. When individuals develop 

physical symptoms or realize an interruption in normal functioning, they tend to form a cognitive 

and emotional representation to the stimulus. 

Leventhal began researching the phenomena in the late 1960s as he looked at how fear 

messages in acute situations might lead people to take actions that could yield a more favorable 

outcome, such as wearing seat belts or giving up smoking (Hale et al., 2007).  

Leventhal et al. (2003) found that people used different types of information to influence 

both attitudes and actions to a perceived threat to health and well-being. However, adjustments 

were short lived. These different types of information come from various sources. Often, 

individuals become aware of potential health threats, but, if there is not an immediate danger, 

they tend to default back to their previous behaviors. Hale et al. (2007) reported Leventhal and 

his colleagues wanted to find out what adaptations and coping efforts might need to be made and 

maintained in those experiencing chronic illness. In addition, Benyamini and Karademas (2019) 

suggested this model has caused a great deal of interest among theorists, researchers, and 



  28 

 

practitioners for its valuable framework for understanding the patient illness and the external 

factors that impact adaptation to illness and health outcomes.  

The terms illness representations and self-regulation are foundational concepts within 

Leventhal’s model. Leventhal et al. (2016) reported the model provides a conceptual framework 

for examining the perceptual, behavioral, and cognitive processes involved in individuals’ self-

management of ongoing and future health threats.  

Theoretical Constructs of Leventhal’s Common-Sense Model of Self-Regulation 

One of the key constructs of Leventhal’s common-sense model of self-regulation is 

illness representation. This is the belief one has about their illness. These beliefs are mixed with 

existing normal guidelines that people hold and this can influence a person’s response to their 

illness (Hale et al., 2007). The model asserts that when a person is faced with a health problem, 

the illness related knowledge activates an image in their mind. The prototypes or mental models 

one has around health-related threats are influenced by familial beliefs, personal experiences, 

what is read in literature, and what is viewed in the media. 

 Leventhal et al. (2003) described five assumptions within the illness representations or 

illness beliefs, and they are identity, cause, timeline, consequences, and curability/controllability.  

Identity is the label or name given to the condition and the symptoms that appear to go 

with it. Leventhal et al. (2003) argue that an identity is needed to cause the illness to be real to 

the individual. Identity can be generated by the person or by a healthcare professional.  

Cause is the main reason individuals attribute for their illness. The belief of the cause can 

come from the individual’s personal experience, opinions from family or significant others, 

which may not be completely medically accurate. Approximately 15% to 30% of couples will be 

diagnosed with unexplained infertility after being subjected to a battery of tests to determine the 
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cause (Quaas & Dokras, 2008). This means medical professionals are unable to identify the 

cause. The unknown can cause individuals to speculate worst-case scenario because it does not 

allow for a clear course of action.  

Timeline is the individuals’ beliefs of how long the illness or symptoms they are 

experiencing will last. This can be determined by whether the individual gets pregnant and 

carries the baby to full term or not. Depending on the cause for infertility, the length of time will 

vary.  

Consequences refer to the individuals’ beliefs about the condition and how this will 

impact them, physically, mentally, and socially.  

Curability/Controllability is the belief about whether the condition can be cured or kept 

under control and the degree to which the individual plays a part in achieving this. This can be 

difficult in that there is not much that women can do, outside of adhering to the treatment 

regiment, to control what happens, physically. 

  Self-regulation is defined by Efklides (2008) as “a volitional process aiming at securing 

action for the attainment of self-goals. To successfully self-regulate, people need to be aware of 

their goals and monitor and control their cognition, emotions, behavior, and environment” (p. 

282). Benyamini and Karademas (2019) suggested self-regulation is more of a process aimed at 

understanding and deciding how to manage the problem and can evolve over time. Many 

changes and adjustments take place for a woman experiencing infertility, from receiving the 

diagnosis, to deciding what treatment measures to seek and the outcome of the treatment. 

Summary 

The Leventhal (1970) model has received a great amount of respect and use since it’s 

conception. Though mostly used in the medical field, this approach provides a framework that is 
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adaptable to the field of mental health counseling as well. This approach can be applied when 

working with individuals from diverse backgrounds who are experiencing a threat to their health. 

The Leventhal (1970) Common-Sense Model of Self-Regulation and African American’s 

Response to Illness 

Shiyanbola et al. (2018) utilized the Leventhal (1970) common sense model of self-

regulation in a phenomenological qualitative approach to explore African Americans’ 

perceptions of type 2 diabetes. The researchers used the model as a guide for their focus groups, 

interviews, and their coding process. The study findings indicated that African American’s 

illness perceptions are complex and intertwined with sociocultural and psychosocial issues, 

confirming Leventhal’s suggestion that patient illness perceptions are shaped in the sociocultural 

context of an individual. Benyamini et al. (2004) conducted a study that tested Leventhal’s 

hypothesis that cognitive representations of a health threat guide coping with the threat, which in 

turn affects physical and emotional outcomes. The researchers used relationships between 

cognitive perceptions of infertility, ways of coping with infertility and its treatment, and 

emotional outcomes. The findings were reported to be in line with Leventhal’s (1970) model. 

  Leventhal (1970) provides a model for self-management of health that can be used 

along-side traditional mental health theories (Leventhal et al., 2016). The model is 

comprehensive in that it begins with the awareness of the health threat, then navigates the 

responses that are based on perception while guiding the process through adaptation, creating a 

plan of action and evaluation. The model serves as a useful guide to inform practitioners on how 

one typically responds to a health threat. Moreover, Leventhal’s (1970) model is effective in 

aiding in the understanding of illness and guides a response. 
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Leventhal’s (1970) model reminds practitioners of the critical need for cultural 

sensitivity. As one gains an understanding of the purpose for the model, one can see that the 

focus on the individual’s illness representations or beliefs, inherently requires practitioners to 

gain an understanding of the beliefs that individuals have and the origin of those beliefs. 

Additionally, the model asserts that the beliefs are influenced by socio-cultural factors. 

Therefore, practitioners must be aware of cultural dynamics to better understand the individuals 

with whom they work.  

According to the Centers for Disease Control and Prevention (2014) 60% of adults have a 

chronic illness in the United States. People will seek out mental health professionals for help and 

support on how to manage the illness. With such staggering statistics, including the millions of 

women who experience infertility, practitioners must be well versed in how to effectively care 

for and support individuals as they experience threats to their health. Turner and Kelly (2000) 

suggested people are living longer from conditions that have taken the lives of many in the past. 

However, there is the emotional cost of long-term treatment and medical surveillance that is 

often overlooked. Turner and Kelly (2000) reported these patients must cope with the chronic 

condition while their emotional needs can be overlooked during the medical care. For African 

American women experiencing infertility, the shame, loneliness, and sadness that they report 

feeling, must be addressed. Traditional forms of therapy that can be applied when supporting 

individuals experiencing a threat to their health, such as cognitive behavioral techniques, solution 

focused and grief counseling, just to name a few. Though these can be effective forms of 

treatment techniques, the Leventhal’s (1970) Common-Sense Model of Self-Regulation offers a 

guide as practitioners accept the role of providing treatment and support for these individuals.   
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Hale et al. (2007) suggested it is important for clinicians to appreciate the multiple levels 

at which illness representations operate and how they guide patients’ preferences for treatment 

and the behaviors in which they engage over time. As practitioners use the Leventhal (1970) 

model as a guide, it is important to remember that the individuals’ beliefs can change over time 

with new information and experience (Leventhal et al., 2016). When working with African 

American women, practitioners must ask questions about the beliefs that these women have 

related to infertility in order to verify if their beliefs are grounded in the facts surrounding 

infertility. The development of the beliefs could determine if their perceptions are a result of 

factual information, or from a less credible source.  

Medical professionals primarily address their patients’ physical needs. Having a mental 

health professional on medical teams can be beneficial in treating the whole person and, ensuring 

that their emotional and mental health needs are addressed. African American women are 

seeking infertility treatment at low rates (Chandra et al., 2014). When they do seek treatment, it 

is critical that the service provider be sensitive to their reservations. Doing so, can cause these 

women to feel more comfortable discussing their condition and increase the conversation and 

comfort centered around infertility. 

Biopsychosocial Model of Infertility 

The biopsychosocial model was chosen as a framework for this study because of its 

comprehensive approach to explore the experience of illness. There are many factors to consider 

when a person is diagnosed with an illness. All aspects are crucial in helping to understand and 

treat women who are diagnosed with infertility. Engel (1977) believed that to understand and 

respond adequately to patients’ suffering, and to give them a sense of being understood, 

clinicians must attend simultaneously to the biological, psychological, and social dimensions of 
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illness. He offered a holistic alternative to the biomedical model that had dominated 

industrialized societies prior to his conceptualization (Borrell-Carrio et al., 2004). The 

foundation of the model is based on the three components: 

• Bio-physiological pathology 

• Psycho-thoughts emotions and behaviors such as psychological distress, fear/avoidance 

beliefs, current coping methods and attribution 

• Social-socio-economical, socio-environmental, and cultural factors such as work issues, 

family circumstances and benefits/economics (Borrell-Carrio et al., 2004) 

 The biopsychosocial model is an ideal representation of science and humanism in 

medical practice. Mind, body, and social environment are difficult to integrate seamlessly in 

patient care. Patients experience unique biopsychosocial realities, and hence adopting 

biopsychosocial model in every single patient is a formidable task (Kusnanto et al., 2018). The 

dominant model of disease is still biomedical, with molecular biology as the main scientific 

discipline, Engel though it critical to incorporate the psychological and social components. 

Biology  

Infertility is a problem of the reproductive system. It affects the body’s ability to 

reproduce. There are many biological factors related to female infertility. The reproductive 

timeline for women is complex. A woman is born with all the oocytes she will ever have, and 

only 400–500 are ovulated (Sharma et al., 2013). As the number of oocytes decline, a woman’s 

menstrual cycle shortens, infertility increases, and menstrual irregularity begins 6–7 years before 

menopause. Increasing age increases a woman’s time to pregnancy. When under the age of 30, a 

woman’s chances of conceiving may be as high 71%; when over 36, it may only be 41%. The 

chances of becoming pregnant and being able to maintain a pregnancy are also affected (Sharma 
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et al., 2013). Additionally, there can be extended long term health concerns on women who seek 

treatment due to infertility. While rare, drugs used to induce ovulation may cause ovarian 

hyperstimulation syndrome (OHSS), which can be severe and require intensive care (Thoma et 

al., 2021). Hyperstimulation of the ovaries and exposure to excess hormones may increase risk 

for gynecological and breast cancers over time (Thoma et al., 2021). The biological factors often 

are not within the patient’s control. The biological changes and lack of control over what is 

happening in their body can influence how these women feel about themselves which can 

exacerbate psychological distress associated with infertility. 

Psychology  

Previous study findings have shown that infertility is linked with various psychological 

responses. Infertility is not just a medical condition to be treated with fertility drugs, surgery, or 

IVF, but is often a crisis that profoundly affects nearly every aspect of one’s personality and life 

(Zoldbrod, 1996). While not all individuals perceive infertility as a traumatic experience, 

research indicates that infertility is a devastating experience, especially for women (Greil et al., 

2010). Infertility can be fraught with emotions such as grief and loss. Those emotions include the 

loss of being a mother, loss of having a biological child, loss of self-image as a fertile person, 

loss of genetic continuity, potential relationship loss, and the loss of moving to the next phase in 

the family cycle (Zoldbrod, 1996). 

Infertility is perceived as an unexpected change in life, crisis of self-esteem, sexuality, 

and values (Cook, 1987). Feelings identified with infertility include grief, guilt, shame, envy, 

anger, helplessness, sadness, anxiety, and depression (Greil, 1997). Women reported 

experiencing greater psychological distress, higher levels of depression and greater interpersonal 

sensitivity related to their infertility (Elliott, 1998). The psychological worries may prompt the 
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individual to seek support to address their concerns, which can often be in the form relationships. 

However, social constraints of infertility can increase the psychological distress that is often 

associated with infertility. 

Social Component  

Social outcomes of infertility are defined and shaped in the context of the particular 

social and cultural conditions (Alamin et al., 2020). Childbearing, and raising a child are the core 

of a woman’s identity in many cultures, and the status provided to individuals with children is 

accompanied with social acceptance and approval (Alamin et al., 2020). Infertility can place a 

barrier between the woman and her ability to fit into gender roles prescribed by their culture. 

Parents, family tradition, social norms, and religion all play an important role in the transmission 

of values and gender roles to them (Zuraida, 2010). Bearing and rearing children are an 

important part of life in nearly all cultures (Obeidat et al., 2014). The identity of motherhood has 

an especially strong cultural value in African American communities. For many African 

American women, good mothering is not an independent, self-consuming endeavor; instead, 

mothering is embedded in supportive kin networks with the practical imperative of sharing 

childcare responsibilities (Ceballo et al., 2015).  It is common for grandparents, siblings, aunts, 

and uncles to share childcare responsibilities amongst the children in the family. If African 

American women embrace this as truth and cannot experience motherhood, then they can be left 

feeling devastated. 

Summary 

An infertility diagnosis can be viewed as one of the most difficult experiences in a 

woman’s life. Exploring the psychological impact and identifying coping mechanisms can be 

critical in maintaining the psychological health of women who experience infertility. As 
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highlighted in this chapter, African American women are underrepresented in current literature 

surrounding infertility. Most of infertility clinic patients are White women and middle class. 

Much of what is known of infertility causes and consequences have been shaped by samples of 

White middle-class people with infertility (Shreffler et al., 2017). Moreover, infertility is 

considered a medical condition, resulting in a large percentage of literature focused on medicine 

and epidemiology, with little research examining the psychological impact of anatomical cause 

of infertility (Nicoloro-SantaBarbara et al., 2017). Considering the psychological distress 

associated with infertility, the Leventhal Common-Sense Model of Self-Regulation (1970) and 

Engel’s (1977) Biopsychosocial Model, serve as an organizing framework to understand the 

psychological experiences of African American women diagnosed with infertility.  

The impact of infertility in the lives of African American women is sparse in current 

literature. Though there are small numbers of studies that highlight the experiences of minorities, 

most findings continue to report the experiences of White women. Therefore, research on 

African American women diagnosed with infertility may be critical to medical and mental health 

professionals and African American women, themselves. The aim of this study was to contribute 

insight to the clinical and research communities about the needs of African American women 

who experience infertility and how to assist them in addressing those needs.   

This chapter provided a comprehensive examination of the literature to provide 

information on how infertility and how African American women experience the psychological 

impact of infertility and what factors they use to support their mental health. The following 

chapter introduces the methodology of the present study, with information on participants and 

procedures adhering to the guidelines of a hermeneutic qualitative phenomenological approach.   
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Chapter 3 

Method 

The goal of this hermeneutic qualitative phenomenological study was to highlight the 

protective factors that African American women utilize while experiencing personal reproductive 

infertility by exploring how African American women experience the psychological impact of 

infertility on African American women and the protective factors they use.  Using 

phenomenological methodology allowed the researcher to illuminate rich descriptions and 

personal meanings of lived experiences of African American women. Moving forward, I will 

refer to the study as a phenomenological study.   

Qualitative research is a broad term for research methodologies that describe and explain 

people’s experiences, behaviors, interactions, and social contexts without the use of statistical 

procedures (Fossey et al., 2002). Qualitative research allows the researcher to enter the world of 

the participants to observe, firsthand, what they say and do and how they perceive the events and 

phenomenon of everyday life (Lent et al., 2000). This chapter includes research methods design 

and rationale, and my role as the researcher. Additionally, the selection of participants, the 

instrumentation that was used and research procedures is discussed. 

Research Questions 

The research questions were derived from the findings of the literature review and from 

viewing the problem in this study through the lens of the common-sense model of self-

regulation. The following research questions that guided the current study were: 

1. How do African American women who are diagnosed with infertility experience the 

psychological impact of the diagnosis? 

2. What protective factors do African American women utilize while experiencing 
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infertility? 

3. How do these protective factors impact their experience of infertility? 

Participants 

The sample for this study included five females who identified as African American and 

had received a medical diagnosis of infertility. Participants were identified by pseudonyms to 

protect their identifying information. The number of years participants waited before seeking 

treatment for infertility ranged from 2 to 5 years. Two of the participants were diagnosed with 

infertility in 2013, one of the participants was diagnosed in 2004, and two were unsure of the 

year. Study participants were drawn from a purposeful sample of individuals who shared a 

common diagnosis of infertility. Table 1 presents demographic information for each participant. 

Participants were diagnosed with infertility resulting from either, endometriosis, uterine fibroids, 

polycystic ovarian syndrome or diminished ovarian syndrome. At the time of the interviews, 2 of 

the participants had one child resulting from the use of clomid, a medication that is used to 

induce ovulation. One of the participants became a mother of two sons, through the use of 

surrogacy. Two of the participants had no children at the time of the interview. 

Common Descriptive Characteristics  

Participants were aged 34-45 years and identified as African American and female (n=5). 

The majority of the participants reported intentionally waiting for at least one year after marriage 

before trying to conceive. Four of the five participants reported assuming that they would get 

pregnant once they stopped taking birth control. One of the participants reported waiting due to 

spouse not feeling a sense of urgency to have children. All of the participants shared that they 

knew of no reason that would prevent them from getting pregnant while trying to conceive. 

Participants had very little understanding of infertility at the time of their diagnosis. One 
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participant shared her perceptions were derived from what she viewed on television. Another 

participant stated she assumed infertility was something that rich people dealt with and that it 

was a fairly uncommon diagnosis. While being married was not a requirement in this study, all 

participants reported that they were married when they were trying to conceive or were still 

married. It is possible that this characteristic of the participants may have skewed the findings of 

this study, making it less applicable to the experiences of individuals who were not married 

while they were trying to conceive. A description of each participant based on a demographic 

survey is provided. 

Table 1 

Participant Demographic Information 

Pseudonym Age Education Relationship 

Status 

Years Trying to 

Get Pregnant 

Reason For 

Diagnosis 

Jackie 43 Masters Married 5 Obesity, Uterine 

fibroids 

Sophia 44 Juris Doctor Married 2 Uterine fibroids, 

Diminished 

ovarian syndrome  

Amber 34 Some college Married 1.5 Polycystic 

ovarian syndrome 

Patricia 45 Masters Divorced 3 Endometriosis, 

Fibroids 

Donna 44 Masters Divorced 5 Uterine fibroids, 

polycystic 

ovarian syndrome 

 

Participant Profiles 

Jackie. Jackie is 43 years old and was diagnosed with infertility due to uterine fibroids 

and obesity. Jackie is married and has one son. Jackie conceived her son after two previous 

losses due to miscarriages. Jackie experienced secondary infertility, meaning she has not been 
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unable to conceive a second time, though she and her husband have been actively trying for five 

years. 

Sophia. Sophia is 44 years old and was diagnosed with infertility in 2013 due to uterine 

fibroids and diminished ovarian syndrome. Sophia is married and is the mother of two sons by 

using a surrogate. 

Amber. Amber is 34 years old and was diagnosed with infertility due to the medical 

condition, polycystic ovarian syndrome. Amber is married and has one daughter resulting from 

the use of the medication, clomid, that helped to induce ovulation. 

Patricia. Patricia is 45 years old and was diagnosed with infertility in 2004 due to uterine 

fibroids and endometriosis. Patricia is divorced and remains child free-not by choice. 

Donna. Donna is 44 years old and was diagnosed with infertility in 2013 due to uterine 

fibroids and polycystic ovarian syndrome. Donna is divorced and remains child free-not by 

choice. 

Instrumentation 

The research and interview questions were derived from relevant literature and the 

theoretical frameworks grounded the study. These questions represent a portion of the questions 

that will be used as a guide during the interview. Prior to the semi-structured interview, a 

demographic questionnaire was sent to the participants via email using Qualtrics (See Appendix 

A). The questionnaire included demographic questions related to age, race, ethnicity, and 

specific questions regarding infertility. The women who were not eligible for the study were 

contacted by email and provided with an explanation of why they are not eligible and were 

thanked for being willing to participate. The interview questions are found in Table 2. 
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Table 2 

Interview Questions 

Interview Questions Associated Research 

Questions 

Relevant Research and 

Theoretical Framework 

1. What were your 

thoughts after having 

received the diagnosis 

of infertility? 

 

Research Question #1 

How do African American 

women who are diagnosed 

with infertility experience the 

psychological impact of the 

diagnosis? 

 

Greil et al., 2010 

Shreffler et al., 2017, 

Leventhal’s Common-Sense 

Model of Self-Regulation 

Biopsychosocial Model 

2. What were you 

feeling after having 

received the diagnosis 

of infertility? 

 

Research Question #1 

How do African American 

women who are diagnosed 

with infertility experience the 

psychological impact of the 

diagnosis? 

 

Greil et al., 2010 

Shreffler et al., 2017 

Leventhal’s Common-Sense 

Model of Self-Regulation 

Biopsychosocial Model  

3. What was your 

experience like 

processing the 

infertility diagnosis? 

 

Research Question # 1 

How do African American 

women who are diagnosed 

with infertility experience the 

psychological impact of the 

diagnosis? 

 

Greil et al., 2010 

Shreffler et al., 2017 

Ceballo et al., 2015 

Leventhal’s Common-Sense 

Model of Self-Regulation 

Biopsychosocial Model  

4. What methods did you 

use to help you cope 

with the previously 

mentioned thoughts 

and feelings that you 

experienced? 

 

Research Question # 2 

What protective factors do 

African American women 

utilize while experiencing 

infertility? 

Ceballo et al., 2015 

McQuillan et al., 2003 

Leventhal’s Common-Sense 

Model of Self-Regulation 

5. Of the methods you 

identified, how would 

you say they helped 

you to cope with 

being diagnosed with 

infertility?  

 

Research Question # 3 

How do these protective 

factors impact their 

experience of infertility  

Ceballo et al., 2015 

McQuillan et al. 2003 

Leventhal’s Common-Sense 

Model of Self-Regulation 
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Procedure 

Data Collection 

 

Upon approval by the Institutional Review Board of North Carolina State University, 

potential participants were recruited. Peoples (2021) suggested sampling is usually purposive, 

criterion, snowball, or combination of these. For this study, participants were recruited over 

Facebook and Instagram platforms, where a flyer was used that describes the study. All 

individuals identified as potential participants were contacted and invited to participate in the 

study. When potential participants responded to the emails, a Qualtrics survey was sent for them 

to complete and set up a meeting time. The participants were given an electronic informed 

consent discussing the purpose of the study, time commitment, potential risks, and benefits, with 

confidentiality requirements. The informed consent contained clearly defined goals and 

expectations of research, as well as participants’ rights to leave the study at any point. The 

document explained how the participants’ personal data would be stored. The potential 

participants electronically signed the document and returned back to the investigator before the 

interview process took place. The recruitment flyer and informed consent are in Appendices B 

and C. 

Due to continued COVID-19 restrictions, interviews were done virtually via Zoom. Each 

interview was recorded via Zoom. A $25 amazon gift card was given to those who agreed to 

participate, after the interviews had taken place. 

A demographic questionnaire was sent to the participants before the semi-structured 

interview via email using Qualtrics. The questionnaire included demographic questions related to 

age, race, ethnicity, and specific questions regarding infertility. 
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The women who are not eligible for the study, were contacted by email and provided 

with an explanation of why they are not eligible and were thanked for being willing to 

participate. 

Semi structured interviews with African American women diagnosed with infertility were 

used to collect participant data. Only the primary investigator conducted the semi-structured 

interviews. Semi-structured interviews are often the sole data source for a qualitative research 

project and are usually scheduled in advance at a designated time and location outside of the 

participants’ everyday events (DiCicco & Crabtree, 2006). They are generally organized around 

a set of predetermined open-ended questions, with other questions emerging from the dialogue 

between interviewer and interviewee/s. Semi-structured interviews are the most widely used 

interviewing format for qualitative research (DiCicco & Crabtree, 2006).   

Data Analysis 

Saldana (2021) suggests coding is just one way of analyzing qualitative data and not the 

only way. In qualitative analysis, a code is often a word or short phrase that symbolically assigns 

a summative attribute for a portion of collected data (Saldana, 2021). Coding is the data analysis 

process that breaks the text down into the smallest units and reorganizes these units into relatable 

stories (Yi, 2018). Saldana (2021) postulates coding, in essence, is the transitional process 

between data collection and more extensive data analysis and synthesis. Peoples (2021) suggests 

this is not completely in line with phenomenological inquiry because analysis means to break 

into parts whereas, phenomenological inquiry seeks to understand a phenomenon as a whole. 

However, Saldana (2021) suggests coding is compatible with the way the human mind turns 

information into knowledge by breaking down large amounts of information into smaller pieces.  
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Peoples (2021) posits that when analyzing data, researchers should immerse themselves 

in the descriptive world of the participants, magnify and amplify each description, and transcend 

the mundane nature of descriptions to reveal the essence of the phenomenon. 

Codes in qualitative research are just as important as numbers are to quantitative research 

(Yi, 2018). Once the interview data are collected, the primary investigator started with initial 

coding to become familiar with the data (Yi, 2018) before moving on with the steps of the coding 

process. Coding was done by the steps according to Braun and Clarke’s (2014) thematic analysis 

approach which involves the following broad steps: familiarization, coding, first themes, 

evaluating themes, identifying themes, and drafting the research. 

Trustworthiness 

Trustworthiness in qualitative research is considered analogous to validity in quantitative 

assessment. Lincoln and Guba (1985) and Creswell and Poth (2018) reported alternative terms to 

establish trustworthiness that were more in line with naturalistic research, such as credibility, 

authenticity, transferability, dependability, and confirmability. Creswell and Poth (2018) stated 

that validation in quantitative research is an attempt to assess the accuracy of the findings as best 

described by the researcher, the participants, and the readers or reviewers. Creswell and Poth 

(2018) recommend researchers engage in at least two of the validation strategies. The following 

strategies were used to support validity in this study. First, I engaged in reflexivity, which is when 

a researcher discloses their understandings about biases, values, and experiences that he or she 

brings to the qualitative research study from the beginning of the study, so readers get an 

understanding of researchers position within the study (Creswell & Poth, 2018). 

Second, I engaged in member checking. In member checking, participants reviewed the 

transcript of their experience to determine whether the transcriptions by the researcher were 
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credible. Though it is recommended that researchers ask their participants to verify the accuracy 

of the transcripts but not the accuracy of the interpretations, as some participants may not agree 

with the findings but that does not mean the findings were not accurate (Creswell & Poth, 2018), 

the researcher offered the participants an opportunity to review the interpretation of findings, 

however, they declined. 

Finally, this study drew from a credible theoretical framework, which guided the creation 

of the research questions and allowed the researcher to view the findings of the data through a 

credible lens. The common-sense model of self-regulation (CSM) is a popular theoretical 

framework that describes the processes by which patients become aware of a health threat, navigate 

affective responses to the threat, formulate perceptions of the threat and potential treatment actions, 

create action plans to address the threat, and integrate continuous feedback on action plan efficacy 

and threat-progression. The findings of this study aligned with the understanding of illness 

awareness outlined by CMS. This brought additional credibility to the research.  

Ethical Considerations 

It is the responsibility of the researcher to protect the identity and well-being of 

participants. The researcher adhered to the guidelines of the Institutional Review Board at North 

Carolina State University. Any ethical concerns that participants may have about recruitment 

plans, how to address concerns as well as the procedure for data collection strategies, and how to 

address any issues that arise will be addressed. To protect participant’s identity and ensure 

confidentiality, participants were assigned pseudonyms that omitted any identifying information. 

Participants were informed of how the data was to be stored, who had access to the information 

and how it was destroyed. 
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Braun and Clarke’s (2014) thematic analysis method was used in this study to conduct an 

inductive analysis. Thematic analysis is a preeminent method for qualitative investigations as it 

helps the formation and identification of themes that thread across participants’ experiences 

(Polkinghorne,1995). Braun and Clarke’s (2014) thematic analysis approach involves the 

following broad steps: familiarization, coding, first themes, evaluating themes, identifying 

themes, and drafting the research. In the beginning, the researcher read each of the participants’ 

narratives numerous times to increase understanding and get more comfortable with the data 

(Braun & Clarke, 2014). In this step, the researcher familiarized themselves with the data 

responses through reviewing the interviews transcripts three consecutive times with short breaks 

in between. By doing this, the researcher ensured that they had a full comprehension of the topic 

matter and were able to make early thoughts about it via the usage of this approach. In the 

second stage, which involved detecting meaning patterns in the data and giving them beginning 

codes, the researcher gave initial codes to all relevant data regions in the form of small-scaled 

meaning chunks (Braun & Clarke, 2014). After reviewing the interviews, the researcher coded 

the data for meaning relevant to the research questions in this study in order to identify themes 

that emerged from the data. The flagging of codes that emerged from the data was impacted by 

the researcher's original thoughts and hypotheses from the first step. In the third step, which 

involved organizing data by grouping initial codes with similar features into themes that emerged 

from the data, the researcher studied each initial code and evaluated their interrelationships in 

order to identify themes present in the data. This was done in preparation for the fourth step, 

which involved developing conclusions based on the results (Braun & Clarke, 2014). These 

themes emphasized key components of the data and the research subjects that were being 

discussed and rose organically from the data, rather than being created by the researcher. The 
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fourth phase of the data analysis process was analyzing and filtering the themes. During this 

phase, the researcher examined the relevant parts of the interviews within each topic, refined the 

themes that were present in the data by integrating themes when appropriate, split themes when 

they became divergent, and eliminating theme flags that not supported by the data (Braun & 

Clarke, 2014). In the fifth stage, which is called designating and defining the themes in order to 

specify their meaning as answers to the research questions, the researcher attempted to 

summarize the meaning of each theme that they identified from the data, considered the 

significance of each theme's meaning, and determined whether or not sub-themes interacted with 

the main theme (Braun & Clarke, 2014). During the step of the coding process known as the 

final phase, which consisted of making a presentation of the results, the researcher documented 

the study's findings (Braun & Clarke, 2014).  

After completing the data analysis, the researcher provided each participant an 

opportunity to offer feedback on these themes, though none chose to do so. This was in an 

attempt to verify that the researcher captured the meaning of each participant, and that the data 

analysis was accurate to the participants’ experiences. 

Table 3 describes the coding process of taking individual codes and grouping them into 

themes, and then applying those themes to the research questions in this study. 
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Table 3. 

Coding Process 

Thematic Analysis 

Theme 

Contributing Codes Applicable 

Research Question  

Blame Not woman enough, failure, frustration, 

blame, self-blame, health issues 

1 

Misunderstanding and 

Knowledge Seeking 

Won’t happen to me, lack of understanding, 

sought knowledge  

1 

Mental Health Effects Anxiety, depression, hopelessness, isolation  1 

Professional Support Mental health counseling  2 

Social Support Family, friends, support groups 2 

Spirituality Praying, talking to God 2 

Acceptance Recognizing higher power, finding peace, 

clarity with identity  

3 

Less isolation Supported by family, supported by friends, 

support from the community, inclusion 

3 

 

 

The themes were developed in conjunction with the literature review performed prior to 

data collection. Published studies in the field of infertility and related fields have identified 

several of the themes that emerged in this study, namely, mental health effects, and social 

support. According to research findings, women tend to experience higher levels of infertility-

related stress than males and have a distinct psychological reaction (Ogawa et al., 2011). Women 

typically view infertility as a stigma that causes them to feel guilty, ashamed, and undervalued, 

resulting in low self-esteem (Taebi et al., 2021). Mental health effects were also well defined in 

the literature. Receiving an infertility diagnosis may be upsetting and create psychological 

suffering for women. It can be physically and emotionally taxing, necessitating judgments about 

whether to seek therapy, when to discontinue treatment, and the likelihood of treatment failure 

(Koser, 2020). The long-term psychological impacts of stress associated with reproductive issues 

are comparable to those of a chronic illness (Schwerdtfeger & Shreffler, 2009). The stress levels 
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of women with infertility are comparable to those of people with cancer or coronary heart 

disease (Ogawa et al., 2011). Schwerdtfeger and Shreffler (2009) investigated the connection 

between women's experiences of pregnancy loss and infertility in the setting of childlessness and 

the emergence of negative psychological effects. They discovered that women with a history of 

miscarriage or infertility expressed much reduced life satisfaction and more depressed symptoms 

than women without reproductive issues.  

Finally, regarding social support, several protective factors against eating disorders were 

identified in a study aimed at identifying and reviewing publications that looked for or identified 

protective factors against eating disorders and disordered eating existing in family system. These 

included (a) quality of family relationships, (b) family environment around eating and weight, (c) 

satisfaction with family life, and (d) a sense of connectedness (Langdon-Daly & Serpell, 2017). 

In this study, social support was also discovered as a protective factor. According to Greil et al. 

(2010), for instance, social coping resources, growth-fostering connections, partner support, and 

family support might function as protective factors to mitigate the burden of an infertility 

diagnosis. Greil et al. (2010) postulated that online platforms provide many of the same tasks as 

support groups; nonetheless, women who rely only on the internet for infertility help are sadder 

than those who have access to various support channels. 

Positionality and Role of Researcher 

As an African American woman who was diagnosed with infertility over 10 years ago, I 

was able to identify with my participants. I remember the day my husband came home and 

introduced the concept of invitro fertilization (IVF) to me. At the time, he worked for a clinical 

research company, and they were conducting a study on infertility. Up to this point, I had never 

heard of any type of assisted reproductive technology (ART). After all, no female in my family 
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had ever needed any assistance to conceive. My mother is the second to the youngest of 12 

children, so I have a large family. This indicated to me that reproductive organs worked just fine 

in our family. 

As I sat and listened to my husband share the knowledge that he had gained, I felt several 

different emotions. By then, we had been trying to conceive for well over a year, with no 

success, including the unfortunate experience of an ectopic pregnancy. I figured we would have 

to time things just right and all would fall into place. It did not happen that easily. I thought long 

and hard about the information my husband shared. I prayed for peace and direction. After some 

time of contemplation, I agreed to speak to a fertility specialist. I was shocked with the 

information that was shared with my husband and me. The specialist shared things with us that I 

did not even know existed. I took additional time to process all that we had learned at that visit 

before moving forward in seeking treatment. 

After a battery of tests, it was determined that not only did I have polycystic ovarian 

syndrome (PCOS) a diagnosis given to me years prior (with no additional information besides 

my menstrual cycles would always be irregular), but an MRI showed a microadenoma, which is 

a small growth on my pituitary gland. This growth was causing an increase of prolactin hormone 

in my blood which interfered with my body’s ability to ovulate regularly. After additional 

testing, we decided to move forward with the IVF procedure. After one cycle of IVF, we were 

abundantly blessed with a set of twins a boy and a girl! 

That was 13 years ago. It was not until I spoke to a few random people about my 

experience that I realized how blessed we truly were to conceive on our first round of IVF. Many 

women endure several cycles of IVF, some finally resulting in a healthy pregnancy and delivery 

while others are not as fortunate. It was not until conducting research for this study that I realized 
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I had never shared my story with my children. I thought back to my journey and realized that I 

experienced a level of shame because I had to use assistance to become a mother when no one 

close to me had to do so. At the time, I did not conceptualize it in this manner, but conducting 

this research brought to my attention that the shame current literature highlights, was a reality for 

me. 

Since conducting this research, I have talked more openly and freely about my 

experience, I have shared the story with my children, and I also posted my story on social media 

in honor of my son and daughter’s 13th birthday. I was surprised to feel a bit of anxiety putting 

my story out there, after all, it has been well over 10 years since my diagnosis. Ignorance was 

bliss for me, as I did not know enough about infertility to form cognitive representations of the 

illness and thus, did not experience the level of psychological distress that the current literature 

highlights. I suppose a protective factor for me was not talking freely about my experience.  

Unlike the limited access I had over 10 years ago, today, we have access to a plethora of 

information with the click of a mouse or one touch to our cellphone screen. We can peek into the 

lives of others; we can compare ourselves to the women who seem to be able to have children 

just by sheer desire. These patterns have the potential to increase the emotions that African 

American women may experience. For these women who have been diagnosed with infertility, it 

is critical that they feel a sense of community and that they begin to shift the narratives they may 

have about themselves and their personal infertility. Moreover, incorporating more African 

American women in research focused on infertility, may offer medical specialist a different 

perspective of these women and slowly but surely replace the current myths with truth from their 

lived experiences. 
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Chapter Summary 

Chapter three included information on the methodology of the current study. Participants, 

ethical considerations, trustworthiness, and researcher positionality were highlighted. 

Hermeneutic phenomenological coding procedures will give insight into the process of how I 

reached the findings. An in-depth description of the findings will be discussed in chapter four. 
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Chapter 4 

Findings 

The purpose of this qualitative phenomenological study was to investigate the 

psychological impact of infertility on African American cisgender females who were diagnosed 

and the protective factors they use to cope with infertility. A phenomenological approach was 

used with the aim of answering the following three research questions: 

RQ 1: How do African American cisgender females experience the psychological impact 

of infertility? 

RQ 2: What protective factors do African American cisgender females utilize while 

experiencing infertility? 

RQ 3: How do these protective factors impact their experience of infertility? 

Findings Related to Research Questions 

Research Question 1 

Research Question 1 asked, how do African American cisgender females experience the 

psychological impact of infertility? The thematic analysis related to Research Question 1 

includes blame, misunderstanding and knowledge seeking, and mental health effects. 

Participants contributing to each of these themes is described in Table 4 below. 

Table 4. 

Participants Contributing to Thematic Analysis in RQ1 

Thematic Analysis Contributing Participants  

Blame 3 

Misunderstanding and Knowledge Seeking 5 

Mental Health Effects 5 
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Blame 

Three of the five participants in the study indicated that blame was a component of the 

psychological impact they felt of infertility. These women described experiences of assigning 

blame, either to themselves, their partners, or the world at large. Donna described experiences of 

blaming her husband and herself and feeling like she was being denied something. Donna shared 

that her husband had a child before they met and did not seem to have a sense of urgency to have 

another child but was willing to have another child with her. Donna said: 

I was angry. I would think, ‘Oh, woe is me, like, why can I have this?’ Or, 'Why did it 

have to be me?’ Then when we found out that my husband's sperm count was low. I was 

just like, ‘How could you do this to me?’ Not that he had any control over any of that…I 

felt useless.  

Although Donna eventually viewed her relationship with God as a coping mechanism, it took her 

time to arrive at the place, as she blamed God at one point, “I was asking God why is this 

happening? You showed me a vision of me having a baby and you did not bring it to pass. 

Donna’s knowledge of the women in the Bible who were considered barren, influenced how she 

conceptualized blame. She shared, “so, you know, I’m thinking back to biblical times when they 

talked about the women who were barren, and how, you know, people looked at them, talked 

about them. I was like, he had a kid before we met so I must be the problem.”  For Donna, there 

was never an initial concern that she would not be able to conceive, because she comes from a 

large family. Donna stated, “some of my siblings have multiple children, and then I look back to 

my family history. My mom’s mother had five kids, and my grandfather is one of six children. I 

won’t be able to add to the family”.  
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Patricia’s response concurred with Donna’s as she spoke of coming from a large family 

and blaming herself for not being able to contribute nor give her parents grandchildren. 

She said:  

My grandmother had six children, and my father’s mother had 10. With genetics, there 

should have been no reason that I couldn’t conceive. Now, I'm at an age where my 

parents are looking for grandchildren. My mother cradles the dog. Like she looks at little 

Roxy and says, ‘Hey, baby. That's grandma sweet baby girl.’ She'll sit there and just rock. 

That just makes it worse. You know? I had to sit down with both my parents on a phone 

call and say, ‘Look, I can’t give you grandchildren. There's nothing I can do about it and 

I'm sorry.’ And they both said to me ‘Well, you know if you're happy, I'm happy.’ And 

I'm like, 'You're lying.’  

Patricia also spoke of blaming the world at large. She said, “I was mad at the world. The 

energy surrounding the experience can make you feel like damaged goods, because the world 

will make you feel like you're nothing without that, that child or children.  

Jackie spoke about blaming herself and her health issues on her inability to get pregnant. 

Some of this blame also came from the doctors she worked with who expressed that they could 

not find a definitive reason Jackie could not get pregnant. Jackie said: 

They were like, ‘Everything's open, you should be able to get pregnant.’ And that's kind 

of how they left it. With the idea that it's your fault. ‘You can't get pregnant, you should 

lose weight. We’re not going to add to your health issues.’ A lot of times, I feel like I'm 

by myself in the discussions, even though I know women who struggle with infertility. 

Not that I’m embarrassed by it, but it’s hard to explain your health issues.  
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Misunderstanding and Knowledge Seeking 

During the interview process, participants overwhelmingly expressed learning a vast 

amount of information regarding their diagnosis of infertility. The women in the study 

communicated that prior to their clinical diagnoses of infertility, their knowledge of infertility 

was somewhat distorted and/or missing. Moreover, some expressed wanting to learn more about 

their diagnosis and prognosis. The pursuit of knowledge and the power of information that 

participants gained as a result of their infertility diagnosis allowed them to better understand their 

bodies and the etiology of their infertility diagnosis. Amber explained how she came to learn 

about fertility after starting out without a lot of knowledge about it. She said, 

I didn't know anything about infertility. When the doctors presented me with options, I 

was I was like, ‘Well, I'm not doing that. Because my mom didn't have to do that. My 

grandma, my aunts, my cousin's, didn’t do that.’ I had no idea what I was doing 

infertility wise. I just thought, you know what, I just need a good cycle, you know? 

While Sophia reported she knew a little more about infertility treatments than Amber 

prior to her diagnosis, she still did not realize that people could experience infertility without 

having a serious underlying medical condition. Sophia explained this by saying,  

I understood IVF and that generally, some people required support. I assumed that it was 

more implantation more than anything else. And I generally understood there were some 

shots, and there were some egg retrievals that were associated with it, but generally 

thought that it derived from really big, significant medical conditions. And so, I believed 

people who were relatively healthy could just pop out kids, it might take a time or two, 

but it shouldn't be hard. And if people were diagnosed with infertility, there was 

something big, wrong with them was always my perception. It never occurred to me that 
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infertility was really common. And then it was really common among women of color. 

Didn't even cross my mind. I literally was comfortable putting off another year, because 

I was sure we would get it right. 

Like Amber, Patricia also did not understand much about infertility before her diagnosis. 

She indicated that she did not know of any women in her family that had experienced infertility, 

and so she always assumed she would be able to have children. Once Patricia learned that she 

may be experience infertility, she attempted to learn more by doing her own research. Patricia 

said, 

It's something I had never heard of. And up until that point, no woman or anybody else 

in my family had ever mentioned it or said anything about that they couldn't conceive. 

None of that came into play. The doctor explained to me that endometriosis is when 

your uterine lining finds itself outside of the body, and that attaches itself to other 

organs. I think the one thing that made me sprint toward finding out what was going on 

with me is that diagnosis of endometriosis, it’s like it set off something inside me that 

said, ’Okay, you don't have much time. You need to go ahead and figure this out.’ So, I 

started doing research and asking questions and looking at this and looking at that. 

Patricia continued to share that she thought infertility was something to be pitied, 

stating, “ oh that is so sad, I am so sorry.”   

Donna stated she knew nothing about infertility besides what she saw in the media. She stated, 

“honestly, you hear about stuff on TV, but I had never met anyone who was dealing with it”. She 

further shared that a conversation she had with a friend is what prompted her to seek answers. 

She shared, “I was talking to a friend who was also having some fertility issues of her own. She 
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had been diagnosed with PCOS and I was like oh, God, these things happened to me too. This 

might be why I can’t get pregnant. So, I eventually made an appointment.”  

Jackie’s response was similar to Sophia in that she knew some things about infertility but was 

not clear about what it meant for her. Jackie indicated, “I knew that it was something difficult, 

possibly painful, maybe having something to do with hormones. I thought only rich people dealt 

with issues like that.”  

Mental Health Effects 

All of the women in this study indicated that the psychological impact of infertility 

resulted in significant mental health effects. All the participants indicated that they experienced 

periods of depression, anger, anxiety, or feelings of isolation related to their diagnosis. Amber 

referenced her spirituality often during the interview. The guilt she felt was influenced by her 

religious beliefs about having sex before marriage. She stated:  

It definitely took me through an emotional roller coaster of depression and guilt. The 

guilt comes from knowing what my pediatrician said and having premarital sex. I was 

like 12 years old when my doctor told my mom that I would probably have a hard time 

conceiving a child in my adult years because I have irregular cycles. So, when my 

husband and I would have sex before we got married, I would just think, the doctor said it 

would be difficult for me to get pregnant, so we have no issue here. After I received a 

personal relationship spiritually, I knew those things were in my past, but I still felt 

guilty. I definitely went through a lot of emotional ups and downs. I was an emotional 

train wreck. I was just feeling defeated. I was confused. I was angry. I was just very 

disappointed. 



  59 

 

Amber discussed the private and personal nature of infertility and how it can feel lonely. She 

stated, “It was like a personal diagnosis. Like when women are diagnosed with infertility, it is 

very private and personal. Mentally, it was difficult for me because I did not have anyone to talk 

to.”  

Patricia shared that, ‘infertility can be a dangerous state to be in, both physically and 

mentally. I would think to myself, I got lips, hips and fingertips, but the inside stuff don’t work. I 

was depressed, anxious, I felt destroyed. I was still in the wanting a baby stage and I couldn’t 

find a way to get it. It’s like your arms feel empty. I was angry.  

Jackie spoke of her diminished hopes of having a large family and how her inability to  

have a second child impacted her mental health. Jackie stated: 

 I just wasn’t really motivated and probably was going through a little bit of depression at  

the time. I would say a little grief, too, because as a child, I always wanted seven children 

to make up a little basketball team or football team. Every time we tried, nothing      

happened. Man, we tried. I was just like, well, I got my son, I’m just going to raise him. 

          Donna’s response was similar to Patricia’s in that she spoke of her inability to reproduce, 

though she was created to do so. Donna stated, I felt useless. You grow up with the mindset that 

women, you know, were created to replenish. I was like, well, what’s the  use of me having all 

these parts and they not work? It was a sense of feeling useless. I was angry and disheartened. 

             Sophia’s response differed from the other women in that she spoke about a since of 

failure because of her inability to conceive after having accomplished other goals. She shared 

that, “it was much like this feeling of failure. When we share out story, we often will tell people, 

you know, we have plenty of degrees, we’ve been really successful in life and career. This was 

the one thing we could not do. This was the thing we could not study our way out of, or we 
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couldn’t figure out how to do it. Sophia’s response was in accordance with Amber’s as she also 

spoke about the isolation that can be felt even when surrounded by people. Sophia shared, “it felt 

very isolating. I hated the baby showers. Sitting through them, I remember feeling very alone.” 

Research Question 2 

Research Question 2 asked, what protective factors do African American cisgender 

females utilize while experiencing infertility? The thematic analysis related to Research Question 

2 includes professional and social support and spirituality. Participants contributing to each of 

these themes is described in Table 5 below. 

Table 5. 

Participants Contributing to Thematic Analysis in RQ2 

Thematic Analysis Contributing Participants  

Professional and Social Support 5 

Spirituality  3 

 

Professional and Social Support 

All the participants in the study indicated that professional or social support was a 

protective factor they utilized while experiencing infertility. For some women, this support took 

the form of a professional therapists. Some women relied on online support groups or their 

families and friends. Donna said: 

I found a Christian therapist. And she uses biblical references and things during our 

sessions. And I feel that this was a good match for me, and she's a black woman too. I 

had had a previous therapist, but we just didn't fit. And so, um, I was determined, you 

know, I was like, ‘Okay, I have tried the therapy thing, I'm not going to look for another 

therapist, I'm not doing the therapy thing.’ But when I came across the woman that I'm 

seeing now, I had heard one of my colleagues talk about her. I just thought, ‘Okay, I'm 
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going to check her out.’ And I'm so glad that I did. Because I don't, I really don't feel like 

I would have made it through these last two and a half years, if it wasn't for her. Not that 

I was suicidal, wanting to hurt myself or hurt anyone else. But she, she offered me the 

emotional support. And a place where I could feel vulnerable, and not be shamed about it. 

So she definitely she is my lifesaver. She has, she has been with me every step of the 

way. throughout, throughout all this, so I'm truly grateful to have her in my life.  

Donna also spoke of how vital her relationship with her sister was in helping her cope 

with the experience of infertility.  

She stated: 

So in talking to my sister, in hindsight, I didn’t realize how helpful it was in the moment. 

But as you know, I’ve sat down and kind of processed things in recent years, I realize she 

held on to hope that I didn’t have. She really wanted me just to have kids. She knew that 

having children would help increase my happiness. She knew that would bring me joy. 

Sophia also talked about how she experienced social support, both from her family and 

from women she met online who also experienced infertility. Sophia described the impact of her 

family being present to support her after a procedure to remove uterine fibroids. She indicated,  

My mother and my grandmother, my sister lived out of town at that time, but they came 

up for the surgery. We all were like this is too much like this is really just an outpatient 

surgery, I don't need the whole family coming up with me. But they came, they sat in the 

waiting room. I woke up in ICU, and they were all around me. Somehow, they got that 

they probably needed to be there. They probably needed to be there for me and my 

husband.  
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Sophia shared the effect of connecting with other women through social media who shared 

similar fertility related experiences.  

I was in a couple of surrogacy Facebook groups, I ran across the name of a friend of 

mine in one of the groups. And I saw and I sent her a message to ‘Hey, you and I've 

never talked about this before. But I want you to know that we're in the process of 

having a baby via surrogate in a few weeks, right? Here's the deal, if you want to talk, I 

am more than happy to talk to you that if you don't want me to say anything, I will forget 

I ever saw your name in this group. Just let me know.’ And she sent me a text 

afterwards. And she was navigating the very same thing. She was doing it all by herself. 

She was trying to figure out how she was going to do she'd had miscarriages. She was 

trying to figure that all out. And so, we kind of walk through what ended up being my 

playbook. 

Amber’s response was similar to Sophia’s, as she also shared the positive impact of connecting 

with a woman on social media, who was from a different country, and shared similar 

experiences. She stated: 

I did connect with someone online and she was from Australia. She specialized in 

helping women, you know, in their guidance with infertility. She had a YouTube 

channel, blogs, that I could read and back then, I could actually inbox her on Facebook 

and she actually replied back. It was amazing! 

Jackie’s response concurred with Donna’s in that she highlighted the value of having the support 

of her therapist. She stated, “my therapist helped ground me on a lot of different things. She 

showed me that my identity is not reduced to just one space in my life and I am not defined by 

the inability to have another child.” 
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Patricia discussed after receiving the diagnosis, she gained friends and support that she 

did not have before being diagnosed. She stated, “though some of my closest friends were there 

and then others came over time, one by one. It was beautiful!” 

Spirituality  

Three of the five participants indicated that their religious beliefs or spirituality was a 

protective factor they utilized while experiencing infertility. For each of these women, they 

prayed about their decisions and their situations and came to find a sense of peace or acceptance. 

Patricia said: 

I've had to do a lot of praying and a lot of holding onto that. The diagnosis caused me to 

really look at myself. I do a lot of prayer and journaling. With God, I got to talk to 

somebody and not be interrupted. Somebody who's not going to interject and tell me their 

feelings about my situation. Somebody who's going to actually listen to what I have to 

say. And when I'm finished, and I'm just still and I'm just resting just like my hands fall 

wherever, I take a deep breath, and exhale and rest my shoulders. I promise you some 

days, that's where God met me. The tears would fall. And it felt like somebody was 

hugging me and I cannot explain it. God was right there the entire time. 

Like Patricia, Amber said, “For me praying, journaling, getting with the community has 

helped. Just reminding myself that spiritually, what God has already done on the cross, even this 

experience of infertility has been nailed to the cross, nothing was exempt.” 

Amber readily spoke of her and her husband’s faith during the interview and the impact it 

had on her experience with infertility. She stated, “our faith is ridiculous. We just knew we were 

going to have a child at some point. We bought baby clothes, we walked in faith, literally. It was 

nothing for my husband to grab a onesie, throw it over his shoulder, and walk around the house.  
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Jackie shared that “I talked to the Lord about it. It will be what the Lord allows and in his 

timing.” 

Research Question 3 

Research Question 3 asked, how do these protective factors impact their experience of 

infertility? The thematic analysis related to Research Question 3 includes acceptance and felt 

supported. Participants contributing to each of these themes is described in Table 6 below.  

Table 6. 

Participants Contributing to Thematic Analysis in RQ3 

Thematic Analysis Contributing Participants  

Acceptance 3 

Less Isolated 3 

 

Acceptance 

Three of the five women indicated that their protective factors, whether that was social 

support or prayer, helped them come to a place of acceptance and less isolation. Amber said, 

Prayer helped me have hope. It built my confidence. It just made me more positive, a 

little bit more positive instead of negative. It helped me to not give up too easily to 

receive what my doctor said versus just hearing what they were saying to me. Prayer 

helped me to receive their advice, and what they wanted me to do to help. 

Jackie indicated prayer helped her accept the plan God has for her life, she stated, “if God 

wills it, it will be.” 

Patricia shared,  

For whatever the reason, I do not have children. I had to find someplace else to put my 

energy. There was nothing I could do to force it. It felt like a lot of baggage. I realized 

carrying the weight was doing just the opposite of what God wanted for me. I was like 
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God, if this is not what you have me to do, to be a mother, or to be a natural mother, I 

trust you to take the desire away. 

Less Isolated 

Three of the five women indicated that their protective factors, whether that was social 

support or prayer, helped them feel less isolated as they were experiencing infertility. The 

support these women felt from their friends, families, or therapists helped them deal with their 

emotions and process their infertility in a healthier way. Sophia, for example, said that having a 

community helped her process her emotions. She said, “I didn't feel alone trying to navigate what 

that looked like. That made all the difference.”  Sophia continued to indicate, “Sharing our story 

with family and friends made the difference. Though everyone may be watching you suffer 

through, you just don’t do it by yourself anymore. It certainly changes the support and 

encouragement. They are waiting in the wings for you when it doesn’t work and ready to 

celebrate with you if it does.” 

Donna said: “My therapist is my lifesaver. I don’t think I would have made it through 

these last two years without her. She offered me emotional support and place where I could be 

vulnerable.” 

Patricia spoke about the impact of being included: 

It's a beautiful thing when a friend says, ‘Hey, girl, you want to go to lunch? You're 

talking to me? Yeah, we're just going to talk.’ Yeah, okay. I was like, wow, I don't have 

to have a man I don't have to have a certain status. I don't have to have a baby. They just 

want to be with me.  
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Summary  

The purpose of this qualitative phenomenological study was to investigate the 

psychological impact of infertility on African American cisgender females who were diagnosed 

and the protective factors they use to cope with infertility. The sample for this study included 

five females who identified as African American and had received a medical diagnosis of 

infertility. Research Question 1 asked, how do African American cisgender females experience 

the psychological impact of infertility? The thematic analysis related to Research Question 1 

included blame, misunderstanding and knowledge seeking, and mental health effects. Research 

Question 2 asked, what protective factors do African American cisgender females utilize while 

experiencing infertility? The thematic analysis related to Research Question 2 included 

professional and support and spirituality. Research Question 3 asked, how do these protective 

factors impact their experience of infertility? The thematic analysis related to Research Question 

3 included acceptance and less isolated.   
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Chapter 5 

Discussion 

This study explored the protective factors that may create psychological resilience and 

mental health strength while experiencing infertility. Many factors influence the decision of 

African American women to avoid disclosing their experiences with infertility. Such factors 

include feelings of shame and personal failure, a sense that other people would not understand, 

and cultural expectations about privacy in the African American community. Other factors may 

comprise the cultural myth about African American women's strength, self-reliance, ability to 

overcome challenges, and the internalization of stereotypes promoting Black sexuality with 

abundant fertility (Ceballo et al., 2015). Carter (2020) hypothesized that much of the shame that 

African American women experience results from the societal views adopted by the Black 

community.  

                        Review of the Findings 

This phenomenological study highlights the protective factors African American women 

employ while experiencing personal reproductive infertility. The findings highlighted the lived 

experiences of African American women who have sought treatment to increase the likelihood of 

conception. The study was accomplished by interviewing African American women diagnosed 

with infertility and sought treatment, to acquire descriptions of the psychological impact of 

infertility on African American women and the protective factors they use. The participants 

described the psychological impact of infertility on African American women and the protective 

factors they use. Semi-structured interviews with African American women diagnosed with 

infertility were used to collect participant data. Thematic data analysis was used for data 

analysis. The overreaching research questions used to guide this study were: 
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RQ1: How do African American women diagnose with infertility experience the 

psychological impact of the diagnosis? 

RQ2:  What protective factors do African American women utilize while experiencing 

infertility? 

RQ3:  How do these protective factors impact their experience of infertility? 

The findings indicated that blame was a component of the psychological impact they felt 

from infertility. The women described experiences of assigning blame either to themselves, their 

partners, or the world at large. For example, Donna described experiences of blaming her 

husband and herself and feeling like her husband was denying her something. All participants 

expressed that they experienced the psychological impact of infertility by learning a great deal 

after their diagnosis because they had limited information prior to their diagnosis. Each of the 

women expressed that before their diagnosis, they misunderstood some aspect of fertility or tried 

to learn more once they were diagnosed. Armed with the information they gained through 

independent research, they felt they could better understand their infertility. All of the women in 

this study indicated that the psychological impact of infertility resulted in significant mental 

health effects.  

All the participants indicated that they experienced depression, anger, anxiety, or feelings 

of isolation related to their diagnosis. All participants in the study indicated that professional or 

social support was a protective factor they utilized while experiencing infertility. For some 

women, this support took the form of professional therapists, and some women relied on online 

support groups or their families and friends. The results also indicated that women's spirituality 

was a protective factor they utilized while experiencing infertility. 
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These women prayed about their decisions and situations and came to find a sense of 

peace or acceptance. Three of the five women indicated that their protective factors, whether 

social support or prayer, helped them to come to a place of acceptance and experience less 

isolation.  

Three of the five women indicated that their protective factors, whether professional or 

social support or spirituality, helped them feel less isolated as they were experiencing infertility. 

The support these women felt from their friends, families, or therapists helped them deal with 

their emotions and process their infertility more healthily. Chapter 5 discusses the findings, study 

limitations, implications, recommendations, and conclusion.   

Discussion by Research Question 

The discussion of findings was presented based on the research questions below.  

Research Question 1 

Research Question 1 asked, how do African American women experience the 

psychological impact of infertility? Themes related to Research Question 1 included blame, 

misunderstanding, knowledge seeking, and mental health effects. The findings imply that women 

experienced psychological effects regarding their state of infertility. The findings are consistent 

with the previous literature findings reported by Koser (2020) in finding that receiving a 

diagnosis of infertility can be traumatic and cause psychological distress for the diagnosed 

women. It can be physically and emotionally demanding, requiring decisions about whether to 

pursue treatment, stop treatment, and the possibility of unsuccessful treatment (Koser, 2020).   

According to Koser (2020), the long-term psychological effects of stress related to 

reproductive problems are like the psychological impact of a long-term disease. The results are 

also in agreement with the past literature findings reported by 
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Schwerdtfeger and Shreffler (2009), who revealed that women who reported previous pregnancy 

loss or infertility problems experienced significantly less satisfaction with life and more 

depressive symptoms than women with no fertility problems because they felt traumatized and 

ashamed of their situation in the family. The researcher identified infertility as a particularly 

difficult, distressing, and even traumatic life experience likely to affect women's mental health 

negatively. Additionally, Ogawa (2011) indicated that women appear to have higher rates of 

infertility-related stress than men and have different psychological responses.  

The results are also in alignment with the prior findings by Rooney and Donar (2018). 

According to Rooney and Donar (2018), individuals experiencing infertility reported feelings of 

depression, anxiety, isolation, and loss of control. The individuals are at a greater risk of 

experiencing psychiatric disorders, supporting current study findings that women experienced 

the psychological impact of infertility through misunderstandings and knowledge-seeking 

(Rooney & Donar, 2018).  

The findings indicated that women assign blame to themselves, their partners, or the 

world. Donna described experiences of blaming her husband and herself and feeling like she was 

being denied something. Jackie reported similar experiences where she felt like she should have 

been able to have children and that it was her fault she would not be able to. She blamed herself 

and her health issues on her inability to get pregnant. The findings concur with the past literature 

findings indicating that women experienced self-stigma when they initiated negative attitudes 

toward themselves due to the conditions they had endured (Taebi et al., 2021).   

Regarding misunderstanding and knowledge seeking, the participants expressed that they 

experienced the psychological impact of infertility by learning a great deal after their diagnosis. 

Each of the women expressed that before their diagnosis, they misunderstood some aspect of 
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fertility or tried to learn more once they were diagnosed. Armed with the information they gained 

through independent research, the women felt they could better understand their infertility. 

Amber explained how she came to learn about fertility after starting without much knowledge 

about it. While Sophia reported that she knew more about infertility treatments than Amber 

before her diagnosis, Sophia still did not realize that people could experience infertility without a 

serious underlying medical condition. Patricia indicated that she did not know of any women in 

her family who had experienced infertility, so she always assumed she would be able to have 

children. Once Patricia learned that she might be experiencing infertility, she attempted to learn 

more by conducting personal research.  

Regarding mental health effects, participants indicated that the psychological impact of 

infertility resulted in significant mental health effects. All the participants indicated that they 

experienced depression, anger, anxiety, or feelings of isolation related to their diagnosis. The 

findings also supported earlier research findings revealing that learning they are infertile can be 

distressing and upsetting for the women diagnosed (Taebi et al. (2021). Choosing whether to 

continue with therapy or discontinue treatment and the risk of failing treatment can be physically 

and emotionally stressful. The findings have contributed to the previous empirical literature by 

establishing that women face the detrimental psychological impact of their infertility. 

Research Question 2 

Research Question 2 asked, what protective factors do African American women utilize 

while experiencing infertility? Themes related to Research Question 2 included professional and 

social support and spirituality. All the participants in the study indicated that professional or 

social support was a protective factor they utilized while experiencing infertility. For some 

women, social support took the form of professional therapists, and some women relied on 
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online support groups or their families and friends. Sophia also talked about how she 

experienced social support from her family and women she met online who also experienced 

infertility. The findings imply that women experiencing infertility require support and protection 

from the psychological effects of infertility status in society. The results concur with the past 

literature findings. Greil et al. (2010) indicated that protective factors moderating the effects of 

infertility could be vital to the mental health and well-being of women diagnosed with infertility. 

According to Greil et al. (2010), social coping resources, growth-fostering relationships, partner 

support, and family support can serve as protective factors to lessen the impact of the diagnosis 

of infertility. The findings also support the research results indicating that numerous women 

experience a myriad of emotions when experiencing infertility (Sexton et al., 2010). Some 

women withdraw from treatment, attributing their decision to the stress of experiencing 

infertility (Sexton et al., 2010).  The findings have added to the past literature by establishing 

that women's infertility problem needs support and protection from the psychological effects of 

infertility status in society.  

 Concerning spirituality, three of the five participants indicated that the prayer or 

spirituality was a protective factor they utilized while experiencing infertility. Each of these 

women prayed about their decisions and situations and came to find a sense of peace or 

acceptance and less isolation. According to the participants, praying, journaling, and getting with 

the community helped them cope with the diagnosis of infertility. The results above indicate that 

protective factors such as praying and acceptance may give women peace of mind and 

consolation regarding their infertility. The findings have also been reported in earlier literature, 

indicating that a better understanding of the association between resilience, distress, and coping 

behaviors may provide useful information about the medical and psychological management of 
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fertility concerns as well as the phenomenological experience of infertility itself (Sexton et al., 

2010). Women who are diagnosed with infertility often experience a variety of emotions that, if 

left untreated, can lead to significant mental health concerns; hence protective factors can be 

vital in helping women to cope with the diagnosis of infertility and feel a sense of belonging and 

well-being in the society (Langdon-Daly & Serpell, 2017). Langdon-Daly and Serpell (2017) 

indicated that protective factors balance the distressing effects of people's difficult experiences 

with their infertility status. Wlodarczyk et al. (2017) also established that social support was 

found to have a protective effect on children's mental health in families with illicit drug-using 

parents. In addition, older age, high self-esteem, high self-regulation, high academic and 

cognitive abilities, and a flexible and optimistic temperament were also identified as protective 

factors for these children (Wlodarczyk et al., 2017). The findings add to the previous literature 

by establishing that some women relied on support from a clinical mental health therapist or their 

families and friends to help them cope with their infertility challenges.  

Research Question 3 

Research Question 3 asked, how do these protective factors impact their experience of 

infertility? Themes related to Research Question 3 include acceptance and feeling supported. 

Regarding acceptance, three of the five women indicated that their protective factors, whether 

professional or social support or spirituality, helped them accept and understand their infertility 

as well as accept the treatment options offered to them by medical professionals. Amber was 

eventually able to accept the treatment the doctors offered instead of pushing against it. Sophia 

reported she periodically retells her story on social media platforms and various avenues to 

create space where women who are diagnosed with infertility can feel less isolated and can heal. 
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The findings highlight the importance of protective factors to help women who are diagnosed 

with infertility cope with their experience in a healthy manner.  

The study findings concur with the preceding literature findings reported by Langdon-

Daly and Serpell (2017) in finding that a protective factor moderates the effect of a vulnerability 

or risk factor on development, promoting adaptive development and resilience or simply the 

capacity for positive outcomes despite challenging circumstances. Langdon-Daly and Serpell 

(2017) pointed out that theorists from the positive psychology movement believe that the 

dominant paradigm focus on risk factors and pathology has resulted in neglect of strengths and 

positive aspects of individuals and systems. Langdon-Daly and Serpell (2017) also encourage the 

investigation of protective factors that promote health and well-being in everyone and suggest 

that prevention programs should aim to develop and foster these. The results also support past 

literature findings demonstrated by Zoldbrod (1996), who found that infertility is not just a 

medical condition to be treated with fertility drugs, surgery, or in-vitro fertilization but is often a 

crisis that profoundly affects nearly every aspect of one’s personality and life (Zoldbrod, 1996). 

While not all individuals perceive infertility as a traumatic experience, research findings indicate 

that infertility is a devastating experience, especially for women (Greil, et al. 1997).  

The findings also revealed that the failure to talk about infertility leaves most women 

isolated and creates a space where they cannot normalize and heal. Regarding less isolation, 

three of the five women indicated that their protective factors, whether social support or prayer, 

helped them feel less isolated as they were experiencing infertility. 

The results support prior research findings established by Greil et al. (1997), revealing 

that feelings identified with infertility among women include grief, isolation, guilt, shame, envy, 

anger, helplessness, sadness, anxiety, and depression (Greil, et al., 1997). Women reported 
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experiencing greater psychological distress, higher levels of depression, and greater interpersonal  

sensitivity related to their infertility (Elliott, 1998). The psychological worries may prompt the 

individual to seek support to address their concerns, which can often be in the form of 

relationships (Elliott, 1998). However, social constraints of infertility can increase the 

psychological distress often associated with infertility among women (Elliott, 1998). The results 

also add to the previous literature findings indicating that individuals are experiencing infertility 

report feelings of depression, anxiety, isolation, and loss of control (Rooney & Donar, 2018). 

These individuals are at a greater risk of experiencing psychiatric disorders (Rooney & Donar, 

2018). The study findings add to the previous literature by establishing that the failure to talk 

about infertility leaves most women isolated and creates a space where they cannot normalize 

and heal from their infertility status.  

Connecting Findings to Theoretical Framework 

Peoples (2021) suggests that phenomenological philosophy is the framework in 

phenomenological research. Therefore, when selecting a theoretical framework to support 

research, the researcher should choose a framework that may be useful as a lens but be open to 

what is learned during the data collection phase. Once the data has been collected and analyzed, 

researchers can decide how the theoretical framework will support the study. 

The theoretical framework for this study was created by using Leventhal’s (1970) 

Common-Sense Model of Self-Regulation and Engel’s (1977) Biopsychosocial Model. The two 

frameworks were pivotal in this study because they provided the framework for exploring how 

African America women diagnosed with infertility experience the psychological impact and the 

coping mechanisms they use.  
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The Biopsychosocial Model is a comprehensive approach to studying illness, to include, 

the biological, psychological, and social components of a person’s experience. Though the 

psychological impact of infertility was the focus of this study, participants’ responses alluded to 

the physiological conditions that impacted their fertility. Additionally, the women in this study 

discussed meaningful relationships and spirituality when they spoke of protective factors that 

helped them to cope with their diagnosis of infertility. This addressed the social component of 

the biopsychosocial model. Engel (1977) believed that to understand the impact of illness on 

patients, medical professionals must consider the psychological and social affects in conjunction 

with the biological aspect of their experience. The diagnosis of infertility is a distressing life 

experience. It is associated with emotions such as, depression, anxiety, and grief. The women in 

this study reported experiencing psychological distress, self-blame, and isolation.  

Leventhal’s model suggests the way a person perceives the illness impacts their 

emotions, their coping mechanisms, and their outcome. Perceptions are influenced by cultural 

beliefs, media, and personal experiences. People seek to find the cause of the illness, the length 

of time they will have the illness and what the illness means for them and their lives, at large. 

Findings from the study were in alignment with Leventhal’s model. The women in the study 

expressed not knowing much about infertility before being diagnosed. One participant shared 

that the knowledge she had, came from what she gained from the media. All participants in the 

study shared they misunderstood some aspect of their diagnosis, which prompted them to seek 

more understanding. Leventhal’s model suggests that when people are confronted with an illness, 

they have a need to attribute the cause to someone or something. Many of the women in this 

study blamed themselves or others for their diagnosis. Some blamed themselves and their health 

*6issues, while others blamed their spouse or the world at large. When processing the 



  77 

 

consequences of infertility in their lives, the women discussed being unable to contribute to the 

growth of their extended family, the challenge of managing their infertility in the face of social 

interactions, such as baby showers and places of employment. Leventhal suggests that each stage 

of experience impacts how a person copes once diagnosed with an illness. The women in the 

study were eventually able to get to a place where they utilized various coping mechanisms to 

address the psychological distress they experienced.  

Limitations and Strengths of the Study 

There were limitations in this study that should be considered. First, the sample size and 

homogeneous characteristics limited the study. In this study, there were only five participants, 

with each being college educated, so a larger sample size and varied educational experiences 

may have produced more variability among participants’ responses. The participants in this study 

were college educated and reported misunderstanding aspects of what it meant to be diagnosed 

with infertility. Including participants who were not college educated would have added strength 

to the study in determining if college educated participants varied in their knowledge of 

understanding what it meant to be diagnosed with infertility versus participants who were not 

college educated.  

Data were collected from African American women experiencing infertility issues. Such 

a sample may not represent all women facing the challenges of infertility because the researcher 

did not include other women, such as Hispanic and white women, to permit the transferability of 

study findings. Another limitation of this study was the primary investigator conducted the semi-

structured interviews, which might result in researcher bias, because I oversaw sample selection 

and data collection. To minimize researcher bias, I continuously reviewed the codes and themes 

and reflected during each portion of the study to ensure that research bias did not interfere with 
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the data collection or the analysis. The final limitation was the researcher’s position as a woman 

who experienced personal infertility. To ensure this did not interfere with data collection and 

analysis, I journaled reflections after each interview. 

The strength of this study was that the findings have added to the previous literature by 

establishing that infertility among women has been a challenge to them, especially African 

American women. Another strength of the study is that the findings contribute to the current 

literature by adding the voices of African American women, whom research indicates are 

missing in the current literature. Finally, the study findings contribute to current literature by 

highlighting protective factors that promote health and well-being in women who experience 

personal infertility.  

Implications of the Study 

This study helps to illuminate the psychological impact of infertility in African American 

women who are diagnosed and the protective factors they use to cope. Many of the participants 

expressed their appreciation for just being asked to talk about their experience with infertility. 

Care should be taken to conduct research on protective factors as a way of mitigating the 

potential distress that can be caused by a diagnosis of infertility.  

This study suggests that misunderstanding what it means to have a diagnosis of infertility 

can be the catalysts to the mental health concerns that can develop after receiving a diagnosis. 

Simply offering additional information to these women can help lessen the blame they impose on 

themselves and adjust their negative self-perception.  

Implications for the Mental Health Community 

African American women who experience infertility need social support and support 

from the professional community. It is imperative for the mental health professionals to 
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recognize that the lack of awareness and education about infertility can leave women feeling 

uncertain and confused once they have been diagnosed. Along with feeling uncertain and 

confused, a diagnosis of infertility can cause feelings of depression, anxiety, guilt and anger. If 

left untreated, these emotions can develop into a deeper level of distress.  

Spirituality and prayer were highlighted in this study as protective factors for the women. 

Spirituality is an integral part of the African American community. As mental health 

professionals seek to support African American women who have been diagnosed, they must 

consider their cultural background and how certain coping mechanisms are perceived by them.  

Women often assign blame to themselves when diagnosed with infertility. They tend to 

see themselves as useless and incomplete. Using clinical techniques such as, cognitive behavioral 

therapy, mental health professionals can address the negative self-perception these women have. 

Mental health professionals can use Leventhal’s theory, which was highlighted in this study, as a 

guide to support these women as they move from receiving the diagnosis, to creating mental 

models around the diagnosis, to treatment options and then possible outcomes. The mental health 

community may use these findings to assist African American women by providing culturally 

sensitive treatment options for guidance and counseling during the help-seeking process to 

reduce the psychological distress associated with infertility. 

Recommendations for Practice 

Implications for African American Women 

  The women in this study spoke in depth about having very little information about 

infertility before being diagnosed. Participants spoke about conducting personal research to gain 

a more accurate understanding of what it means to be diagnosed with infertility. It is critical for 

African American women to conduct personal research and ask questions of their physicians 
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when they need additional clarity. Distress can be caused by a lack of understanding and limited 

awareness. The participants in this study identified protective factors that served as a coping 

mechanism for them. African American women are encouraged to create a routine that honors 

their cultural values and can support them in their daily life while experiencing infertility. It is 

imperative that these women gain awareness of lifestyle changes that may need to take place, 

regarding health, nutrition, and sleep patterns that might increase their chances of conceiving and 

help to maintain their mental health. The participants in the study spoke of the isolation that is 

often felt upon being diagnosed with infertility. Though social media platforms can serve as 

support, African American women are encouraged to go a step beyond and seek out professional 

organizations that support African American women who experience infertility. These 

organizations can provide women with the education, awareness and support necessary as they 

navigate the experiences with infertility.  

Implications for Obstetrics and Gynecology and Infertility Specialists  

The medical community must understand the importance of providing infertility specific 

information to women who are diagnosed. Moreover, early detection of conditions, such as 

endometriosis and uterine fibroids can help these women manage their fertility.  It is critical for 

physicians and specialist to provide education focused programs on health conditions that may 

be affecting fertility, specific information on treatment options, financial resources, and various 

paths to building a family.   

 African American women have a higher prevalence of some risk factors for infertility, 

such as uterine fibroids, excess weight, and tubal disease (Wellons et al., 2008). Medical doctors 

are challenged to ensure that they create an environment where African American women feel 

comfortable taking the time to ask questions about their diagnosis and their overall health. They 
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can do so by paying attention to the social and psychological well-being of these women in 

addition to the physiological concerns. Medical practitioners often feel strapped for time during 

the workday but taking the time to talk with these women about how the diagnosis of infertility 

impacts other parts of their lives can help to build trust, making the experience more comfortable 

for African American women. 

Recommendations for Future Research 

Additional studies are needed that can contribute to current literature around African 

American women who are diagnosed with infertility. The sample in this study may not represent 

all women facing such challenges as infertility. It is recommended that future research be 

conducted, including women from all races to identify specific protective factors that honor the 

cultures of women from different ethnic backgrounds. The women in this study identified 

spirituality and relationships as protective factors. These factors may not be options for women 

who may have different views towards spirituality, religion and the disclosure of personal 

information to outside sources.  

This qualitative study allowed for participants to share their lived experiences related to 

coping mechanisms they used upon being diagnosed with infertility. It is recommended that a 

quantitative research design study be conducted to determine which protective factors have the 

greatest impact on the psychological well-being of women who are diagnosed with infertility. 

Additionally, it is recommended that future research should expound on protective factors to 

increase the strengths-based research focus and research focused on reproductive health and 

wellness. Lastly, it is recommended that future research be conducted with individuals who 

experience infertility but have not sought treatment. Research is often conducted with individuals 
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who have sought treatment, thus excluding those women who are not associated with fertility 

clinics or medical organizations.  

Conclusion 

This study explored the protective factors that create psychological resilience and mental 

health strength in African American women while experiencing infertility. This 

phenomenological study highlights the protective factors African American women employ 

while experiencing personal reproductive infertility. More research must be done to explore the 

experiences of African American women and other marginalized groups who cope with 

infertility. This study makes a meaningful contribution in highlighting the psychological impact 

of infertility and the coping skills that can be used to promote mental health and well-being. The 

women in this study acknowledged that they experienced self-blame and misunderstanding of 

what it means to have a diagnosis of infertility. As a result, they experienced negative mental 

health effects. These women reported feeling isolated, depressed, anxious and angry after 

receiving their diagnosis. The protective factors were integral in their process of coping with 

infertility. Infertility can be a traumatic experience. Protective factors can help to mitigate the 

distress and offer hope, support and acceptance. 
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Appendix A: Demographic Questionnaire  

Demographics Questionnaire 

 

1. What is your age?   

 

2. What is your sex assigned at birth? 

o Male 

o Female 

 

3. Highest Education Obtained: 

o High School Diploma/GED 

o Some College 

o College Degree 

o Graduate/Professional School (Masters, JD, PhD) 

o Prefer not to answer 

 

4. Relationship Status 

o Single 

o Married 

o In a relationship 

 

5. Income Range: 

o Less than $25,000 

o $25,000-$49,000 

o $50,000-$74,900 

o $75,000-$99,000 

o Greater than $100,000 

 

6. With which racial or ethnic group do you identify, check all that apply? 

o African American/Black 

o Asian/Pacific Islander 

o Caucasian  

o Latino 

o Other 

 

7. What group of religious beliefs would you most subscribe to? 

o Christian 

o Catholic 

o Muslim 

o Jewish 

o Atheist 

o Agnostic 

o Prefer not to answer 



  98 

 

8. How long would you say, using a number in years or months, did you wait until you 

sought care for your fertility concerns? 

        year(s) or        month(s)  

9. Have you received a medical diagnosis of infertility? 

o Yes 

o No 

  

10. In what year were you diagnosed?    
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Appendix B: Recruitment Flyer 
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Appendix C: Informed Consent Form  

Informed Consent for Participation in Research 

 

Title of Study: Understanding the Protective Factors employed by African American 
women diagnosed with Female Infertility (eIRB # 24988) 
Principal Investigator(s): Karimah L. Midgette, Email:  klmidget@ncsu.edu, Phone: 919-
662-5831  

Funding Source:  None    

NC State Faculty Point of Contact:  Dr. Stanley Baker, Email: sbaker@ncsu.edu, 
Phone: 919-302-0585. 
  

 

What are some general things you should know about research studies? 

You are invited to take part in a research study.  Your participation in this study is 
voluntary. You have the right to be a part of this study, to choose not to participate, and 
to stop participating at any time without penalty. The purpose of this research study is to 
gain a better understanding of the protective factors that African American women 
employ while experiencing personal reproductive infertility. We will do this through 
confidential, online interviews where you will be asked to share your experiences as an 
African American woman diagnosed with infertility.  
 

You are not guaranteed any personal benefits from being in this study. Research 
studies also may pose risks to those who participate. You may want to participate in this 
research because it allows the experiences of African American women to be heard to 
better inform mental health counselors and community agencies surrounding women 
who experience infertility. You may not want to participate in this research because of 
time constraints or personal experiences with experiencing infertility.  
 

Specific details about the research in which you are invited to participate are contained 
below. If you do not understand something in this form, please ask the researcher for 
clarification or more information. A copy of this consent form will be provided to you. If, 
at any time, you have questions about your participation in this research, do not hesitate 
to contact the researcher(s) named above or the NC State IRB office. The IRB office’s 
contact information is listed in the What if you have questions about your rights as a 
research participant? section of this form.  
 

What is the purpose of this study? 

The purpose of the study is to highlight the psychological impact of personal 
reproductive infertility and the protective factors that African American women employ 
while experiencing personal reproductive infertility. This information can serve to inform 
community organizations and agencies and mental health professionals. 
 

How many people will be in the study? 

There will be approximately 5-7 participants in this study. 
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Am I eligible to be a participant in this study? 

To be a participant in this study, you must agree to be in the study, are 18 years of age 
or older, live in the United States, identify as an African American female, received a 
medical diagnosis of infertility, and have sought treatment for infertility. 
 

You cannot participate in this study if you do not meet the eligibility criteria or do not 
agree to be recorded for research purposes. 
 

What will happen if you take part in the study? 

If you agree to participate in this study, you will be asked to do all of the following: 
1. Complete a brief 10-15 minute online demographic questionnaire about yourself. 
2. Participate in a 45–60-minute interview, via Zoom, about your experiences as an 

African American woman diagnosed with infertility. The interview will be recorded 
and later transcribed. 

3. Read interview transcription and provide feedback to clarify researcher’s 
summarization of your shared experiences. This will take 45-60 minutes.  

 

The total amount of time that you will be participating in this study is approximately two 
hours and 15 minutes. 
 

Recording 
If you want to participate in this research, you must agree to be audio and video 
recorded, via Zoom.  The recording will only be saved to the student researcher’s local 
computer that is encrypted and follows HIPPA guidelines.  No cloud recording will be 
done to protect the privacy of participants.  If you do not agree to be audio and video 
recorded, you cannot participate in this research. 
 
 
Risks and benefits 
There are minimal risks associated with participation in this research. The risks to you 
as a result of this research include any psychological concerns that arise when sharing 
your lived experiences.  You can choose to skip any question that is asked and stop 
your participation in the study at any time, for any reason.  The researcher will provide 
you with a list of mental health resources at the end of the interview.  
 
There are no direct benefits to your participation in the research. The indirect benefit 
associated with this study is furthering research that supports African American women 
diagnosed with infertility. 
 
Right to withdraw your participation  
You can stop participating in this study at any time for any reason. To do so, just stop 
any research activity that you are doing or contact the student researcher, Karimah 
Midgette at klmidget@ncsu.edu or mobile phone at 919-662-5831. You can also contact 
the faculty advisor for this research, Dr. Stanley Baker, via email at sbaker@ncsu.edu, or 
by phone at 919-515-6360. If you choose to withdraw your consent and to stop 
participating in this research, you can expect that the researcher(s) will redact your data 
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from their data set, securely destroy your data, and prevent future uses of your data for 
research purposes wherever possible. This is possible in some, but not all, cases. 
 
Confidentiality, personal privacy, and data management 
Trust is the foundation of the participant/researcher relationship. Much of that principle 
of trust is tied to keeping your information private and in the manner that I have 
described to you in this form. The information that you share with me will be held in 
confidence to the fullest extent allowed by law.  
 
Protecting your privacy as related to this research is of utmost importance to me. There 
are very rare circumstances related to confidentiality where I may have to share 
information about you. Your information collected in this research study could be 
reviewed by representatives of the University, research sponsors, or government 
agencies (for example, the FDA) for purposes such as quality control or safety. In other 
cases, I must report instances in which imminent harm could come to you or others.  
  
How I manage, protect, and share your data are the principal ways that I protect your 
personal privacy. Data that will be shared with others about you will be re-identifiable 
and identifiable. 
 
Re-identifiable. Re-identifiable data is information that I can identify you indirectly 
because of my access to information, role, skills, combination of information, and/or use 
of technology. This may also mean that in published reports others could identify you 
from what is reported, for example, if a story you tell us is very specific. If your data is 
re-identifiable, I will report it in such a way that you are not directly identified in reports. 
Based on how I need to share the data, I cannot remove details from the report that 
would protect your identity from ever being figured out. This means that others may be 
able to re-identify from the information reported from this research. 
 
Identifiable. Identifiable data is information that directly links you to the data. This 
includes, but is not limited to, your name, e-mail, phone number, or other details that 
make you easily recognizable to me and others. Identifiable data has your real identity 
directly on the information. For the purposes of this study, the identifiable data that will 
be shared about you is information with me for the purposes of the research. 
  
 

 

Future use of your research data 

Your information, even with identifiers removed, will not be stored, or distributed for 
future research studies.  
 

Compensation  
For your participation in this study, you will receive a $25 Amazon gift card. If you 
withdraw from the study prior to its completion or don’t complete all study activities fully, 
you will not receive the gift card. Student investigator will only share with Amazon 
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platform participant email that was given for the purposes of this research. No other 
identifying information will be shared with Amazon platform.      
 

What if you have questions about this study? 
If you have questions at any time about the study itself or the procedures implemented 
in this study, you may contact the student researcher, Karimah Midgette, via email, at 
klmidget@ncsu.edu or by phone at 919-662-5831. You can also contact the faculty 
advisor for this research, Dr. Stanley Baker, via email at sbaker@ncsu.edu or by phone 
at 919-515-6360. 
 

What if you have questions about your rights as a research participant? 
If you feel you have not been treated according to the descriptions in this form, or your 
rights as a participant in research have been violated during the course of this project, 
you may contact the NC State IRB (Institutional Review Board) office. An IRB office 
helps participants if they have any issues regarding research activities. You can contact 
the NC State University IRB office at IRB-Director@ncsu.edu, 919-515-8754, or fill out a 
confidential form online at https://research.ncsu.edu/administration/participant-concern-
and-complaint-form/ 
 

Consent to participate 
By signing this consent form, I am affirming that I have read and understand the above 
information. All of the questions that I had about this research have been answered. I 
have chosen to participate in this study with the understanding that I may stop 
participating at any time without penalty or loss of benefits to which I am otherwise 
entitled. I am aware that I may revoke my consent at any time. 
 

Yes, I want to be in this research study. 
 

Name_____________________________________________ 

 

Today’s Date ______________________________________ 

 

Thank you for your consideration.  
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Appendix D: Interview Questions 

To be read to participants:  Thank you for your participation today. My name is Karimah 

Midgette, a PhD student at North Carolina State University in the School of Education.  This 

interview is being conducted as a part of a research project discussed with you in the informed 

consent.  The interview will take about 45 to 60 minutes and will be audio and video recorded, 

via ZOOM, so I may accurately document the information. The audio and video recording and 

anything else that you share with me today is going to be used for the purpose of the research 

study and will not be shared with anyone outside of the study team. Names, places, or other 

identifiers that can be used to reveal your identity will not be used. All your responses will be 

kept confidential. For your responses to remain confidential, please speak from your own 

experience and refrain from using the names of other people in your responses. If you want to 

refer to someone other than yourself in your answers, please refer to them by their role in your 

life, for example, “partner/spouse/girlfriend/boyfriend,” “doctor/primary care physician (PCP),” 

“child,” etc. 

Names, places, or other direct identifiers that can be used to reveal your identity will not be 

published. The published data that will be shared about you from this interview will, however, be 

re-identifiable. That means that although I will not publish your name and take lengths to 

obscure your identity, because of how we need to report the data, the unique stories that you 

share with me, and the small number of participants in this study might mean that the data that I 

report might re-identify you to someone else who knows you. Do you have any questions about 

that?  

If at any point you do not feel comfortable responding to one of the questions, you can choose to 

not answer it.  At this time, we will begin the interview.  Is it okay to start recording? 

 

Opening Questions: 

1. Tell me about your experiences with trying to conceive before seeking treatment. 

2. What symp-toms did you notice that impacted your decision to seek more medical 

guidance? 

 

Psychobiological Questions: 

3. How would you describe your general health? 

4. What were your perceptions of infertility before seeking treatment? 

5. What were your thoughts after having received the diagnosis of infertility? 

6. What were you feeling after having received the diagnosis of infertility? 

7. What was your experience like processing the infertility diagnosis? 

8. What methods did you use to help you to cope with the previously mentioned thoughts 

and feelings that you experienced? 

9. Of the methods you identified, how would you say they helped you to cope with being 

diagnosed with infertility? 

 

 


