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Abstract
Despite the high prevalence of infertility in Africa, the study of reproductive health in Africa, has
for the most part, not addressed the impact of involuntary childlessness on women. In contrast,
the health priority has been on fertility regulation rather than on infertility. In Sub-Saharan Africa,
at least 20% - 50% of couples of reproductive age experience a fertility problem and 30% are diagnosed with infertility. This study explored a sample of South Africa women’s psychological and
emotional experiences of infertility or involuntary childlessness. Utilising a qualitative methodology, 21 married women who were diagnosed with infertility were recruited. Semi-structured, indepth individual interviews were conducted and the data were analysed using thematic analysis.
The results of the study indicated that the women reported emotional turmoil characterised by
emotions such as disappointment and shock, anger and frustration, a deep sense of sadness and
then progressed to experience a sense of acknowledgement that a problem existed. Within each of
these emotional phases the emotions of hope and optimism were present. The findings of this
study suggest that severe psychological and emotional tug-of-war effects accompany infertility.
Possible coping strategies for women struggling with infertility are discussed.
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1. Introduction
Despite the high prevalence of infertility in Africa, and the evidence showing infertility to be a major reproductive health problem with immense social consequences, the study of reproductive health in Africa, has for the
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most part, not addressed the impact of involuntary childlessness on women [1]-[4]. In contrast, the health priority has been on fertility regulation rather than on infertility [1]-[4]. Population control, as a priority, has often
negated the impact of involuntary childlessness [5]-[7].
Infertility or involuntary childlessness is medically defined as the inability to achieve a pregnancy after a period of at least twelve months of regular sexual intercourse without contraception [8]. In Sub-Saharan Africa the
incidence of infertility is exceptionally high in comparison to other regions in the world [2] [4] [5]. Further research indicates that in Sub-Saharan Africa at least 20% - 50% of couples of reproductive age, experience a fertility problem, and 30% are diagnosed with infertility. The incidence of infertility in South Africa is estimated at
15% - 20% of couples of reproductive age [9]. The major underlying cause of the increased incidence of infertility in Africa, may be attributed primarily to elevated incidence and prevalence of sexually transmitted infections
(STI’s), infections or complications following unsafe abortions and postpartum infections [2] [4] [5] [10]-[13].
In South Africa, the leading causes of infertility are tubal factor infertility (diagnosed in 57% of couples), male
factor infertility (36%), and anovulation (29%) [14]. The main causes of infertility are generally divided into
four main categories, namely the female factor, the male factor, combined male and female factors and unexplained, idiopathic or psychosomatic infertility [15] [16]. It is estimated that male and female factors each account for 40% while the remaining 20% are either shared or unexplained factors [17] [18].
For many men and women, parenthood is one of the most natural progressions in adult life [19]. The assumption of trouble-free fertility may result in many couples automatically using contraceptives until they plan to
start a family [20]. Ordinarily, when couples are ready to start a family, they suspend the use of all contraception,
may even make a concerted effort in achieving optimal health for their prospective pregnancy. When couples
experience repeated failure to conceive naturally, they tend to compare themselves with their peers that have
conceived and gauge the timeframe from suspension of contraception to conception and thus use that as a guide
for their own situation. It is often at this point that the couple acknowledges the significant role of the menstrual
cycle. Specifically, women may diligently monitor the occurrence of ovulation as well as the non-occurrence of
menses. The onset of menses is an indication of their failure to conceive. Couples who are actively trying to
conceive menses are often met with feelings of shock, anxiety, devastation, loss of control and even denial of
non-conception [20] [21], while the anticipation of not having a menses results in excitement and joy. Pregnancy
is viewed as exclusively a female biological occurrence. In this light, prevailing discourses have presented biological reproduction as being associated with women’s bodies; consequently fertility is viewed in terms of
women, and infertility as her failure and particularly her body failing her [22].
Since women ultimately are the ones to conceive and become pregnant, infertility is often regarded as a
woman’s problem whether or not the cause has been determined to be male factor infertility [2] [4] [5] [10]
[23]-[25]. In some cultures, pregnancy and motherhood represent a profound developmental milestone that is
highly revered [25]. Since South Africa is a pronatalist country, women often derive their value from their reproductive abilities [26]-[28]. Since society places emphasis on the master narrative of motherhood for women,
[29] childless individuals are often stigmatised [30] as they are viewed as indifferent, ineffective and culturally
deviant [12] [31].
Even though infertility is primarily dealt with medically, the psychological and emotional effects thereof are
undeniable. Often when individuals discover their infertility status, they may experience emotions such as surprise, denial, anger, depression, rejection, guilt and feelings of worthlessness [32]. These are emotional reactions
or manifestations of the psychological effects of infertility, which develop into what is often referred to as the
“crisis of infertility” [33]. Kubler-Ross’ (1969) [34] ground-breaking work in the areas of death, grief and loss
are now well recognised in grief counselling and have extended its application to various other traumatic experiences, like infertility.
Infertile women endure a myriad of felt losses and high levels of suffering and sorrow as a result of their inability to have children. Domar et al., (1993) [35] reported that infertile women revealed psychological distress
levels similar to patients with grave medical conditions such as cancer, heart disease and hypertension. According to Leisewitz (1997) [36] women experience feelings of emptiness, loneliness, depression, rejection, helplessness, powerlessness and anger as emotional reactions to infertility. Infertility has also been linked to psychological problems such as low self-esteem, depression and anxiety disorders [37]. Infertility can thus be a very
traumatic and tormenting time for men and women who aspire to conform to these socio-cultural conventions
and who believe that childbearing is central to their lives and their identity [38]. Documented research suggests
that about 40% of infertile individuals experience psychological distress associated with their condition [39].
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Burns (1999) [40] revealed that anxiety and major depressive episodes are the most commonly diagnosed psychiatric problems experienced by infertile individuals, and that this incidence tends to be higher in infertile
women.
In addition, women often find themselves positioned as outcasts and ostracised due their inability to have
children. Involuntarily childless women may often find themselves unable to conform to the social norms of
motherhood. Yet these “non-mothers” are judged according to the same standard as that of women with children
as a basis for their gender and social identity [41]. Infertile women have no alternative identity, as their master
narrative is that of motherhood. Consequently, infertile women often fall victim to various forms of abuse and
disempowerment. Several studies [5] [7] [42] [43] emphasise the issue of the cultural construct of motherhood
as important for a woman’s social, psychological and physical sense of adequacy and completeness.
This study seeks to understand the experiences of women in South Africa who are involuntary childless, and
explores their psychological responses to infertility as well the effects of these responses. It is further hoped that
by identifying these effects and by stimulating attention to the psychological trauma of infertility that it will create an awareness for many couples who experience it. Also, it may assist health practitioners who work with infertile couples to become more aware of the psychological and emotional experiences that infertility presents.
Perhaps this awareness may assist in alleviating the psychological trauma for many infertile individuals and
couples as they may feel that their feelings are validated and therefore exhibit “normal” reactions to infertility.
Involuntary childless individuals find themselves unable to conform to the social norms of motherhood. With no
alternative identity they tend to internalise the social scorn and ostracisation. However, by creating sufficient
awareness this study can assist infertile women in understanding their experience and the need to renegotiate the
meaning of the body by finding identity space for being a woman and space for being childless at the same time.
For these women, the challenge lies in creating awareness and providing alternative identities; the ability to reconfigure the lens for viewing motherhood and the hegemonic ideologies of motherhood as the master identity
for womanhood.

Aims and Objectives of the Study
This study explored the experiences of infertile women and understanded their struggle in their pursuit of motherhood. The primary objective of the study was to explore how infertile women understand the experience of
their infertility. A secondary objective was to identify their psychological (i.e. what they think or how they understand) and emotional (i.e. how they feel) responses to infertility. By identifying these experiences of infertility the necessary recommendations may be submitted to other involuntary childless couples as well as health
practitioners working with infertile couples so that these practitioners may feel encouraged to implement the
recommended support structures.

2. Method
This study utilised a qualitative methodological approach as it provides personal descriptive accounts of how
involuntary childless women experience infertility and also identified the psychological effects thereof. These
subjective accounts provided in-depth insight into these women’s thoughts and emotions of how they experienced infertility. Also using an interpretivist framework where the role of language and discourse became central in the research process facilitated an in-depth understanding of these experiences. Applying a social constructionist theory abetted in understanding how involuntary childless women in our study interpreted, responded to and attached meaning to fertility and infertility. It also facilitated our understanding of how they
made sense of these constructs in drawing meaning from discourses located within their socio-cultural context.

2.1. Study Participants
The criterion for participation in the study was that participants had to be married or at least in a committed relationship; and display either primary or secondary infertility. The snowball technique was used to recruit these
participants. As potential participants were identified a screening questionnaire was used to determine whether
these women matched the sample criteria. The participants were invited to a briefing session whereby they were
informed about the study aims, procedures and ethical considerations. As the aim was to recruit a diverse sample,
further consideration was given to the distributions of ethnic (black, white or coloured ancestry) groups, the par-
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ticipants’ mother tongue language/s (i.e. Afrikaans, English and Xhosa) and religion (Christian, Muslim or Indian). At least 21 women were recruited and participated in the study. Initially it was intended to recruit a sample of 30 participants however saturation point was reached at the 21st interview.

2.2. Data Collection and Study Instruments
From the onset of the study it was decided that semi-structured individual interviews would be appropriate for
the study as this method of data collection allows the participants flexibility and creates space for the participants to share their story in an unrestrictive manner. The interview schedule was formulated largely based on
literature and theoretical content. The key research questions were of an exploratory and descriptive nature. The
questions probed specifically about their experiences of the psychological and emotional effects of infertility.
Some of the questions asked were “how did you come to realise that you were having difficulty falling pregnant,
what does it mean to you to be a woman, what does infertility mean to you, how did you feel when you were
diagnosed as being infertile, what were your thoughts around being infertile, explain the effect infertility had on
your daily functioning and your life in general”. The interview guide was pretested to ensure content validity.
The duration of the interview was approximately one hour. Before the interview commenced, a debriefing session was held. In this session, informed consent was obtained, the participants were each handed a copy of the
interview guide to peruse and then explained how the interview process would unfold. The final phase of the interview involved another debriefing session. The purpose of this post-debriefing session was to alleviate the
strain for the participants by talking about how they felt sharing their story and how they experienced the interview. The pre and post debriefing sessions were approximately 20 minutes each. The interviews were either
conducted at the participant’s home or at a neutral venue such as a local coffee and snack bar.

2.3. Ethical Considerations
The ethical considerations adhered to in this study ranged from informed consent; minimization of potential
harm/deprivation of benefits; and confidentiality and protection of privacy. The proposal of the research study
served at the University of the Western Cape Ethics Committee and permission was granted to conduct the current study. All of the participants voluntarily participated in the study; none of the participants were coerced or
manipulated into sharing their subjective experiences of infertility. The participants were given the option of
withdrawing from the study at any time and also given the assurance that any questions deemed too difficult to
answer could be omitted. Participants were also provided with a psychological counsellor if required.

2.4. Data Analysis
The levels of analysis embarked upon in this study were preliminary analysis, thematic analysis, coding, and interpretation. The first entry into analysis was to critically assess the data as it was collected, ascertain gaps in the
information, and to commence with various concepts and establish a framework to assess if the data collected
provided more information on issues relating to the research topic. Each interview transcription was read, summarized and analysed by means of developing themes. The themes that were established with the preliminary
analysis were scrutinized once data had become saturated and an extensive view of the topic acquired. Each
theme was placed in a specific file once it had been contextualised. There were essentially five major steps that
made up the levels of analysis. The steps were; data organisation and reduction, thematic analysis, coding, interpretation and conclusion drawing.

3. Results
3.1. Demographics of the Sample
A total of 21 women were recruited and participated in the study. The women ranged in age from twenty six to
forty-one years, with the average age being 30 years old. All of the participants are married, 15 of the participants had a post-matric qualification while the remaining six participants had a matric qualification. English was
the first language for 16 of the participants, while three of the participants were bilingual with both English and
Afrikaans languages, and the remaining two participants spoke Afrikaans as a mother tongue. Only four of the
participants were Muslim, while the remaining 17 of the participants were Christian in religion. About 19 of the
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participants were employed full time, only two of the participants were unemployed. While 11 of the participants were of the white race, the remaining 10 participants were of the coloured race. Of the 21 participants recruited and interviewed, only 11 of the participants disclosed that they had received some form of counselling.

3.2. Psychological Responses to Infertility
3.2.1. Disappointment and Shock
Since fertility is often taken-for-granted, the emotions of disappointment and shock are very common. The
women in this study were quite eager to conceive so they were anticipating pregnancy and engaged in close
monitoring of the menstrual and ovulation cycles. In anticipating a pregnancy, the participants described emotions of excitement, joyfulness, happiness, deep satisfaction, and generally feeling in high spirits.
“We were eagerly waiting for a pregnancy every month. We were excited and happy, we were always feeling good about it, we always expected okay this month its going to happen”.
“Every month that came and gone we were just waiting to be pregnant. We would have about 2 - 3 pregnancy tests in the house with every cycle just waiting to see if it was going to be positive. At that time we
were very happy, everything was good and were very satisfied with everything at the time, very keen and
enthusiastic that everything would be fine.
These participants expressed their viewpoints with great conviction and sincerity, but also with humiliation
and shame. However, whilst some of the participants were expressing their feelings, an undertone of anger was
detected.
3.2.2. Anger and Frustration
Some of the participants shared their experiences with undertones of anger. However, the level of anger in their
undertones varied from subtle to severe. These participants expressed that their inability to have a biological
child has resulted in feelings of frustration and anger.
“the frustration would come and go but the anger remained and intensified.” The anger was sometimes selfinflicted because of the belief that they themselves have caused this injustice. You feel angry because nobody can give you an answer, you feel frustrated, because you are not in control anymore and you feel
powerless because you can’t fix this problem. And if you feel that you are somehow to blame or that you
somehow caused it then you keep the anger inside because you feel that you deserve to feel the pain and
frustration”.
For this participant, living with the anger was a way of coping with the infertility because it provided her with
some kind of “control” for the infertility. It was a constant reminder that their infertility was there and feeling
that anger gave her some measure of control in handling the infertility. She explained that she felt powerless because she could not take control and fix the problem and that this was the only form of control she had. Mabasa’s (2002) [44] study found similar results where the participants described how their inability to take control
of the situation made them feel powerless. Despite the feelings of dyscontrol and powerlessness, however hope
was a constant emotion experienced.
3.2.3. Hope and Optimism
Every month was a month of new hope. In the initial stages, it was easy to raise the expectation that next month
may yield a positive result. As the number of attempts increased, the level of optimism grew. But as time went
by, the intensity of the disappointment outgrew the level of optimism.
“I was really very positive in the beginning and I thought you know with medical treatment you can’t go
wrong. I thought of the treatment as merely a formality for one that struggles and I thought okay here we go,
it won’t be long now. And as the more attempts went by I was still very optimistic, saying and really believing the next one, the next one, etc. but you know, even though I am a very positive person I must admit
that I became very despondent as the more and more attempts went by”.
“Eventually I was very disappointed. [Interviewer: can you tell me more about the disappointment?] I
was disappointed in myself for not responding positively physiologically, I was disappointed in the medical
profession, and I was very disappointed in God. He is the one person that can make everything right, but
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He chose not to. It took me a long time to come to terms with God’s way. I have to continue to put my trust
in Him and believe that He knows why he is doing this and that may be if it is according to His will He will
grant me a baby. It is all in God’s hands now”.
“It’s not easy to keep yourself positive all the time. But I kept the faith and I kept believing that it would
happen. As time went bye I just lost that belief and I started to doubt things in my life. I doubted myself as
a person, as a woman, as a wife. I doubted my marriage and my relationship with God. When you are unsure about your identity, you question everything in your life”.
The participants expressed their belief in the medical treatment and their belief in God and their optimism was
based on this belief. The participants explained that they kept the faith despite their struggles and failed attempts
at conceiving. Every cycle presented a new hope, another opportunity to conceive and the hope and optimism
was continuous. These women were serial optimist always waiting for the next cycle and the next cycle until
eventually the disappointment of failed attempts transcended the hope and optimism.
The participants also demonstrated strong religious beliefs that reinforced the philosophy that children are
gifts from heaven, and are privileges awarded to good women as blessings from God. The participants, at this
stage, experienced an overwhelming sense of blame. This sense of blame was directed at themselves as well as
other people with whom they had contact.
3.2.4. Self-Blame and Blaming Others
The participants described a strong feeling of blame and articulated a need to blame themselves, their spouses or
God. They were asked to explain how they made sense of their infertility. The participants’ responses portrayed
similar explanations.
“I use to think maybe I did something terribly wrong and God is taking away what I would like to so much
have. Initially I use to think maybe I am a bad person or I am not worthy of a child or, you know all these
feelings go through your mind. Maybe I am not going to be a good mother, maybe it is not meant for me.
Sometimes I think all the weird things as well like maybe I am going to have a very short lifespan and
that’s why God doesn’t want to grant me a child. All these things it goes through your mind, because you
don’t know what is wrong. Generally there was no problem with my tubes, I was menstruating regularly,
ovulating regularly so I did not have a physical or biological problem, it had to be something else”.
“We are women, it should be a natural process by now. I can’t make sense of it, because people fall pregnant, 16 year olds fall pregnant and I want a baby. Homeless people fall pregnant, they drink and use drugs.
I don’t think any person will make sense of infertility. Especially when you know that you can provide for
a child and there are so many children out there. I kept thinking about why this was happening, I kept trying to make sense of it but I couldn’t. It just didn’t make sense to me because those homeless people and 16
year olds definitely did not deserve a baby more than me. I can offer a child a good life, I am a good person.
And it I don’t want a child then it is God’s will not mine, He does not want to give me a child, I don’t know
why”.
In trying to understand and make sense of their infertility, the participants experienced feelings of self-blame,
blame for their spouses and even God. The responses showed how the participants equated infertility with a
form of punishment. It was a common practice among these participants to engage in a process of introspection
in an attempt to make sense of their infertility by tracing the wrong that they might have done in the past to assess if the “punishment fit the crime”. Upon completion of this reflection, many of the participants felt that they
were able to identify possible reasons for punishment. Dyer et al., (2002: 1659), found in their study that women
viewed fertility as a gift from God and therefore viewed infertility as a form of punishment. One participant in
their study said “maybe I am being punished for having sex before marriage”.
“I sometimes think to myself that I deserve this infertility because when I was younger I used to do things
that weren’t right. I was sexually active before I was married and to top that off there was a time when I
was seeing a married man and we were intimately involved. Now when I think back to that then I feel like I
deserve this and brought it upon myself. The other thing that nags me is that now my husband has to suffer
to”.
“When I was younger I didn’t really appreciate my body, I mean really appreciate my body. And when I
think back to my young days I remember how I was quite flirtatious with the boys and things would often
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get out of hand. I used to like all the attention and always looked and dressed the part. I was always dressed
in low tops showing off my cleavage and sexy short skirts that would get everyone talking. I liked the reaction and I liked the idea that all the boys wanted to be with me, naturally all the other girls hated my guts.
Sometimes I think this is the price I have to pay for that. And when I think about it now its like a lump in
my throat because I chose to show off my body and now I’m being punished with a body that doesn’t work
properly. I went from having a body that everyone desired to having a body that no one wanted.
This sentiment was shared by many of the participants where a reciprocated relationship between blame and
guilt became apparent. Braveman (2002: 2) [45] also found similar results in the research study where participants blamed themselves and felt guilty for having done things in the past and now felt that perhaps they were
being punished. To illustrate this discourse, a participant in this study said “everyone else can get pregnant, I
must have done something wrong to deserve this”.
“I tend to ask the question what did I do wrong to be punished this way. Obviously if this is happening to
me then I must have done something wrong. Well, if it is punishment then I probably deserve what I’m getting, its my lot in life, I have to deal with it”.
“I do believe God have a plan for us all. In his own time he will let us have a child. Sometimes I feel
God forgot about me or he is moving me down the list every time its my chance. It makes me sometimes
quite angry with Him, although I can’t get angry with Him. I respect God too much for that but I’m only
human. I also have wants and needs and I don’t understand why I can’t have my own child what I did that
was so wrong. God know best and He must know why he is keeping me from having a child, if I did something to deserve this then I must know its my own fault and I can’t blame anyone else”.
The relationship between infertility and punishment has also become very evident in the lives of the participants as they try to make sense and understand why this has happened to them. The participants also thought of
their infertility as being a form of physical deficiency whereby their body’s use and effectiveness had been diminished. This was often thought of as a result of a prior bodily misconduct, which could have been sexual
promiscuity, an abortion or having multiple sexual partners. The infertility is then thought of as a form of punishment or even a life sentence for some past wrongdoing. This finding is in keeping with a study conducted by
Williams, (1997) [18], where the participants expressed a similar view that infertility was a punishment for some
past wrongdoing. Subsequent to processing the “crime” and “punishment” the participants reported that they
were confronted with accepting that they have fertility problem.
3.2.5. Acknowledgement
The participants progressed to a stage of acknowledgement that a problem exists. Participants reached the realisation that something had to be done to get to the bottom of the problem and to understand why they are having
difficulty conceiving. This realisation stemmed from their frustration of the many months and the many monthly
cycles that had gone by and missed opportunities to fall pregnant. The “need to know why” prompted acknowledgement of a problem and the pursuit of further medical investigation. Once participants were able to acknowledge the problem they described experiencing various emotions.

3.3. Stages of Emotions of the Responses to Infertility
The emotions described in the current study are similar to the Kubler-Ross grief theory of emotions. The
Kubler-Ross grief theory identified five stages of emotions that one progresses through in a time of grieving and
loss. These stages of grief are denial, anger, bargaining, depression and acceptance. However, there are fundamental differences. The participants initially experienced disappointment and shock, anger and frustration, a
deep sense of sadness and then progressed to a sense of acknowledgement. Hope and optimism were emotions
experienced at each of the five stages of emotion. Previous studies [46]-[49] described various stages of emotions through which infertile people generally progressed. A common thread among these theories is that all infertile patients responded with shock, anger, depression and grieving for an intangible loss. However, there were
also great disparities amongst these theories with regards to the number of stages, the time allocation for these
stages, whether all infertile individuals experienced these stages and the sequence in which these emotions had
been experienced. Many of these theorists based their theories on the Kubler-Ross theory of grief in direct relation to infertility.
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The current study proposes the following model to depict the stages of emotions that the participants progressed through in their experience with infertility. Even though this model is similar to the Kubler-Ross theory,
there are essential differences. Perhaps the biggest divergence lies with stage five, which is the Acknowledgement stage. Unlike the Kubler-Ross theory where the individual accept their mortality, the participants in this
study did not accept their infertility at this stage but rather only came to the realisation that a problem existed.
As no medical diagnosis had been sought or made at this stage, they did not experience acceptance of infertility
as such but only acknowledgement of a problem. The previous discussion described the participants’ general
emotional response to infertility. The ensuing discussion presents a synopsis of the participants’ responses to infertility. The emotions described by the participants were disappointment and shock, denial, anger and frustration, deep state of sadness and acknowledgment, as well as hope and optimism being the emotions that are centrally located within each of the five emotions describes.
PSYCHOLOGICAL AND EMOTIONAL RESPONSES TO INFERTILITY

Emotional
Disappointment

Psychological
take fertility for granted
use contraceptives
never suspect/expect a fertility
problem

Emotional

Emotional

Denial

Anger and
Frustration

Psychological

Psychological

cannot accept infertility
tend to rationalise stress
and life events.

because of the inability
to fall pregnant, they
blame themselves, God
and others.

Hope and
Optimism

Emotional

Emotional
Deep state of sadness

Acknowledgement

Psychological

Psychological

sense of hopelessness
loss of interest in oneself, others and
life in general
very isolated

the realisation that a
problem exist

3.4. Explanation of Synopsis of Psychological and Emotional Responses to Infertility
Stage 1: Disappointment and Shock
Initially when the participants got married, they assumed that fertility was problem-free and therefore feared
an imminent pregnancy. They used contraceptives as a means of preventing a pregnancy until they were ready to
plan a family. When the participants felt they were ready to conceive they suspended the use of contraceptives,
engaged in unprotected sexual activity and anticipated a pregnancy. The continued failed attempts resulted in the
participants feeling disappointed and shocked by the non-conception.
Stage 2: Denial
After months of trying and failed attempts the participants lived with the feelings of disbelief and denial. They
could not accept that this was happening to them and their first inclination was to attribute these failed attempts
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to stress and other life events that were happening at the time.
Stage 3: Anger and Frustration
In this stage the participants were experiencing feelings of anger and frustration since their attempts to conceive were futile. As the number of failed cycles increased, the intensity of anger and frustration increased. As a
result of dealing with this anger they would often blame themselves, God and their spouses. The inability to take
control of the problem made the participants feel helpless and powerless and this fuelled their anger.
Stage 4: Deep State of Sadness
All these negative emotions resulted in the participants slipping into a state of deep sadness. They experienced
a strong sense of hopelessness, loss of self-interest, interest in others and life in general. The participants questioned the meaning of their life, their purpose and value in living a life without children. They isolated themselves from family members and friends as they felt that their feelings were not understood and that people often
made insensitive comments and offered futile unsolicited advice.
Stage 5: Acknowledgement
After some time has lapsed the participants began to realise that they could no longer deny that a problem existed. As time lapsed, they began to suspect a problem and expressed that the “need to know” what the problem
was for their non-conception. This need to know prompted further inquiry and the pursuance of medical intervention.
Stage 6: Hope and Optimism
The emotions of hope and optimism are presented in the centre of the diagram because these emotions are
present at every stage. Even before the first phase (i.e. disappointment and shock), the participants were hopeful
and optimistic that they were going to fall pregnant. At the second phase (i.e. denial), the participants could not
believe that they were not pregnant and somehow were still able to drudge up hope and optimism. At the third
phase, (i.e. anger and frustration), they could still find hope and optimism to move on and believe that a pregnancy is possible. At the fourth phase (i.e. deep state of sadness) amidst the gloom and despair, the participants
were once again able to find hope and optimism. At the final phase (i.e. acknowledgement), the participants
were able to concede that they had a fertility problem but were still hopeful and optimistic that they had viable
options to motherhood.

4. Sum
In sum, the participants expressed the huge psychological strain and impact of infertility on their lives. Living
with infertility in a social context where women are judged and valued for their reproductive abilities can be difficult [50] and harmful to one’s psychological and emotional well-being. The findings of this study have highlighted the severe psychological and emotional effects that accompany infertility. Therefore, for couples who are
experiencing difficulty in conceiving, it is imperative to employ effective coping strategies in dealing with infertility. Also, ensuring that they have adequate support and are privy to important information that is accurate and
reliable as this will provide these couples with some kind of awareness and knowledge as to what the infertility
journey entails.
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