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1. Introduction  

Although several approaches, including biomedical and psychosocial, define infertility, most 

of them describe it as a female’s inability to become pregnant from a medical perspective 

(Lakatos, et al., 2014). Even though minor changes have been made to it, the definition 

employed by the WHO has been accepted for more than a decade: ‘Infertility is the disease of 

the reproductive system when pregnancy does not occur despite regular sexual intercourse 

without using contraception for 12 months’. Since reproduction is essential, both individual and 

social difficulties in this aspect place an immense psychological burden on the infertile couple 

(Chiaffarino, et al., 2011; Kahyaoglu & Balkanli, 2015). Almost 15%–20% of couples in 

developed countries face the problem of infertility (Policy Audit on Fertility, 2017). According 

to European data, the number of couples receiving infertility treatment is increasing. This 

tendency has also been observed in Hungary (Kaáli & Bártfai, 2018). In Hungary, 

approximately 24% of couples are unwillingly childless; in other words, one out of four couples 

has an infertility problem (Hungarian Central Statistical Office, 2014). Studies have shown that 

in 50% of infertile couples, only the male partner or both partners are affected (Jungwirth, et 

al., 2017). In addition to the known organic reasons, many lifestyle and environmental factors 

can be expected to contribute to this.  

According to the 2017 male infertility guidelines of the European Association of Urology 

with the use of up-to-date diagnostics and treatments 3% of women remains childless and 6% 

is unable to give birth as many times as they want (Jungwirth, et al., 2017). The cumulative 

pregnancy ratio in a two years follow-up period is 27% among couples where the primary 

reason for infertility was oligozoospermia. The age of the woman is the main variable altering 

the outcome in assisted reproduction. Comparing the reproductive potential of 25-year-old 

women with 35-year-old women it shows a decrease to 50%, at the age of 38 the decrease is to 

25%, above 40 years it is to 5%. It is widely known that in western countries women postpone 

their first pregnancy after finishing education and setting up a carrier (Jungwirth, et al., 2017). 

The biopsychosocial theoretical model of infertility allows us to interpret the lack of fertility, 

not only from the medical point of view, but also as a psychosocial phenomenon. 

Being able to reproduce is an important part of one’s identity. Consequently, patients 

experience infertility as a major stressful life event. Being unwillingly childless increases the 

occurrence of anxiety and depression and concurrently, decreases quality of life (Cserepes, et 

al., 2014; El Kissi, et al., 2013; Hadley & Hanley, 2011). Males experience significant distress 

when they experience infertility.   
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Furthermore, anxiety, a decrease in self-esteem and stigmatization may be more prominent in 

male factor infertility than in idiopathic or female factor infertility (Furman, et al., 2010; Petok, 

2015; Throsby & Gill, 2004). 

Men's coping strategies, health information seeking habits, and knowledge of infertility are 

similar to women, but there are more different points in their responses given to the problem. 

Programs designed to change adverse health behaviors can be effective elements in the 

management of infertility (Nikoloudakis, et al. 2018).  

To properly treat infertility and associated comorbidities and to prevent possible 

complications, patients need to learn new skills and increase their knowledge.  

Although information is available to patients through many channels, especially the Internet, 

the reliability, and quality of this information are not always guaranteed. After consulting with 

a physician, it is common for men experiencing infertility to seek information about help in 

decision-making (Baunacke, et al., 2018).  

Personalized patient education is significantly more effective if, in personal consultations, 

all patients have access to information appropriate for their prior knowledge, literacy, current 

needs, and psychosocial status (Roter & Hall, 2004).  

The results of studies exploring the need for interventions and targeted programs suggest 

that comprehensive clinical care among infertility services is particularly important in 

protecting the emotional well-being of men experiencing infertility. Men are increasingly likely 

to trust someone and are eager for information and emotional support (Hammarberg, et al., 

2010).  

International Infertility Counseling Organization (IICO) operates in many countries 

worldwide, with the primary objective of improving the well-being of patients who are 

undergoing assisted reproductive technology (ART). The IICO conducts their activities in close 

cooperation with reproductive health centers to assist and perform psychological counseling, 

provide care, and ensure that psychosocial interventions are readily available. The International 

organizations play a significant role in the training of reproductive counselors, with the aim of 

preparing doctors, nurses, embryologists, social workers, and psychologists for the required 

purpose. Specialists in reproductive medicine have knowledge of medical, psychosocial, legal, 

and ethical perspectives, as well as in fertility and ART. The Mental Health Professional Group 

of the American Society for Reproductive Medicine has provided guidelines for determining 

the qualifications and training of reproductive medicine professionals.  

Mental health professionals play an increasingly important role in reproductive medicine owing 

to technological advances and the detection of complex psychosocial problems in infertile 
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patients. As a result, there is an increasing need for the skills and services of qualified infertility 

counselors to support patients. In Hungary, with the deterioration of fertility indicators and an 

increase in the number of ART treatments, it has become increasingly necessary to train 

consultants specializing in reproductive care. 

The use of counseling strategies will enable a person in need to obtain information, develop 

new skills, and develop new habits (Kitto, et al., 2015; Legare, et al., 2008). For this reason, 

professional psychological assistance has received more emphasis for the treatment of infertile 

couples (Boivin & Gamerio, 2015; Hakim, et al., 2012).  

Research suggests that reproductive life plan-based counseling can increase fertility 

awareness in men. Of the men who receive counseling, 76% had a positive experience with 

counseling, and 77% obtained new information. The intervention helped to increase the 

different aspects of men’s fertility awareness (Bodin, et al., 2018). 

So, health workers, nurses and medicals dealing with infertile male patients should devote a 

special and high attention to the patient conducting and paramedical counseling as supportive 

therapy. In the frame of it – besides giving information – the individual support contributes to 

the elaboration of information, arising effects and experiences furthermore to the development 

of adaptive coping strategies for stress, and to the modification of direct or indirect changes in 

health behavior affecting reproductive health during the treatment period. 

 

2. Background 

2.1 Etiological Factors of Male Infertility 

The branch of andrology has described several etiological factors of male infertility. Possible 

causes include morphological or positional alterations of the reproductive organs; varicocele; 

obstruction of the ejaculatory duct; inflammation; infections; endocrinological, genetic, 

immunological and biochemical reasons; systematic diseases; tumors and their treatments; and 

other external harmful factors, such as high temperatures and vibration (Schill, et al., 2006). 

After excluding these factors, an alteration in the parameters of the sperms (concentration, 

motility and morphology) often persists although its cause is not entirely clear yet. 

Consequently, the role of endocrine disruptors due to pollution and reactive oxygen species is 

assumed (Schill, et al., 2006).  

According to the 2017 guidelines of the European Association of Urology on male infertility, 

infertility of an unknown origin (idiopathic) is given in 31% of all cases (Jungwirth, et al., 

2017).  
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In previous decades during which the development and persistence of idiopathic infertility was 

examined, a significant role was attributed to the individual’s or the couple’s psychopathology, 

thus, mixing psychogenic and idiopathic infertility. 

 

2.2 Lifestyle and Health Behavior 

The health condition of males in our country is less discussed -probably due to the society’s 

attitudes- than females. Among Hungarian men premature death between the ages 49-65 is 

common and it is underlain by the chronic stress factors of the changing society and high-risk 

behaviors to alleviate stress (Kopp & Skrabski, 2009). The latest WHO medical definition of 

infertility considers it as a disease hence couples are entitled to receive medical treatment 

(Gurunath, et al., 2011). Most patients however bear being a patient poorly, since they are 

mostly healthy men and women. 

In the past decades, the role of lifestyle factors receives more emphasis as risk factors of 

reproductive health. The increase in scientific interest is probably because lifestyle factors are 

mostly under the person’s own control and they can be changed more or less. 

Obesity decreases reproductive capacity by causing a deterioration in sperm quality 

(decrease in concentration and motility). Higher than average weight is the leading risk factor 

of erectile dysfunction (Bacon, 2016). Among obese males the change in reproductive hormone 

profile (decreased androgens, increased estrogen) may deteriorate spermatogenesis (Du Plessis, 

et al., 2015; Kort, et al., 2016). 

Sallmén, et al., (2016) studied the effect of weight on fertility. By examining 2011 couples 

they found that infertility occurs more frequently in the group with a higher body mass index 

(BMI). Compared to the group of males with a BMI of 20 to 22 kg/m2 an increase of three 

points in the index increased the risk of infertility significantly (Sallmén, et al., 2016; Bacon, 

2016). According to studies examining the effect of obesity weight loss causes a positive 

outcome in sperm analysis: sperm concentration and the amount of sperms with normal 

morphology significantly increases (Hakonsen, et al., 2011). 

Naturally, weight is not independent of eating habits. Studies showed that compared to the 

group with decreased sperm quality the diet of those with normal sperm profile was richer in 

carbohydrates, fibers, they had adequate folate, lycopene and vitamin C levels and they ate less 

protein and fat. Low antioxidant intake probably impairs known sperm parameters (Li, et al., 

2011). Several controlled and well-validated trials provide evidence that food supplementation 

with particular substances can improve the semen quality and function of subfertile men, the 
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fertilizing potential. Nutriceutical food supplementation should also be considered before IVF 

and ICSI, in order to reduce the oxidative damage to sperm DNA. Nutriceuticals are judiciously 

formulated food supplements containing particular vitamins (E and C), antioxidants, minerals 

and plant extracts (Bernard, et al., 2003).  

Smoking is a risk factor of cardiovascular diseases, but among others it is also a risk factor 

of infertility. Smoking impairs sperm quality -concentration, motility, morphology- in both 

healthy and infertile men (Olayaki, et al., 2014). Testosterone levels decrease, the risk of 

erectile dysfunction increases and in many cases sperm parameters are impaired (Waylen, 

2009). Alcohol intake should also be mentioned as a risk factor of male infertility. 

Alcohol not only significantly decreases the amount of the ejaculate but also impairs quality 

(motility, morphology). In a study of 100 men morphological alteration (teratozoospermia) was 

observed in 63% of moderate and 72% of heavy drinkers and they found decreased sperm count 

in 54% and 64% respectively (Olayaki, et al., 2014). 

Physical activity proved to be a protective factor of also infertility. In healthy males 

exercising at least for one hour 3 times a week improves sperm quality, especially the 

morphology (Wise, et al., 2011). Moderate physical activity improves fertility also indirectly. 

Excessive activity did not prove to be so beneficial. Among males partaking in vitro 

fertilization (IVF) the sperm concentration of those who rode the bicycle at least 5 hours a week 

was lower than in the group who did not practice such activity (Wogatzky, et al., 2017). 

 

2.3 Reactions to Male Infertility 

If a couple’s desire and attempts to have a child remain unsuccessful, the affected male may 

experience a paranormative event. This may lead to symptoms of depression and/or anxiety, a 

decrease of self-esteem and social withdrawal. The quality of the affected male’s relationships, 

work capacity, vision and his experience of the meaning of life may be affected negatively. 

These negative psychological conditions may diminish the male’s quality of life and result in 

harmful health behaviors including smoking and drinking excessive amounts of alcohol (Fisher 

& Hammarberg, 2012; Greil, et al., 2010). 

Literature differentiates between crises caused by unsuccessful reproduction and other 

stressful life events. The former is referred to as infertility distress. Facing the diagnosis, 

medical treatments and other difficulties associated with a life without children may be the 

couple’s most stressful life event. The degree of infertility distress may vary individually and 

in relation to the time elapsed since the diagnosis. During the first year of treatment, patients 
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tend to report high levels of stress, which is normalised during the second year and significantly 

increased from the third year (Martins, et al., 2014; Pook & Krause, 2005). 

The most studied question in relation to male infertility is how stress and emotional tension 

affect the chances of reproduction. The primary questions when studying the relationship 

between stress and infertility are whether stress causes infertility, whether it contributes to its 

occurrence, whether the fact and knowledge of infertility causes stress and whether the 

infertility treatment acts as a stress factor. Increasing evidence has supported the notion that 

stress is an important risk factor in the development of infertility. Infertility increases distress, 

which by endocrinological pathways by increasing serum prolactin levels further decreases the 

chances of conception (Martins, et al., 2014; Greil, et al., 2010; Wright, et al., 1991). 

An increase in the desire to have a child may cause negative mental, physical and social 

effects. Accepting examinations and infertility treatment may also place a significant burden 

on both the individual and couple. During the examinations and treatment for assisted fertility, 

their mental burden is likely to increase and 14% of couples separate (Martins, et al., 2014). 

Emphasis has been placed on professional psychological assistance during the treatment of 

infertile couples (Boivin & Gamerio, 2015; Hakim, et al., 2012). 

 

2.4 Coping Strategies 

It is imperative to apply adaptive coping strategies in this markedly stressful situation in order 

to try to alleviate the negative effects of stress. How the individual or the couple copes 

adaptively with the problem of infertility and/or childlessness is dependent on various factors. 

These factors include the cause and nature of the infertility, the available individual’s mental 

resources, the extent of available social support and the applied coping strategies. Knowledge 

about the psychology of coping leads to more possibilities to develop a person-centred and 

effective supporting programme. The method of help should be adjusted to the nature of the 

problem and the individual’s needs and expectations (Chernoff, et al., 2020; Furman, et al., 

2010; Peterson, et al., 2012; Petok, 2015; Van den Broeck, et al., 2010). 

Infertility is a chronic state of stress, which causes difficulties in adaptation (Peterson, et al., 

2006). Lazarus and Folkman’s (1984) cognitive coping model proposes that successful coping 

in a stressful state depends on how the person assesses their own situation and whether they are 

able to choose appropriate coping strategies. 

Two main strategies can be identified in Lazarus and Folkman’s (1984) classic model: 

Problem-focused and emotion-focused coping.  
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Following this model, several studies confirmed that in infertility, emotion-focused coping 

tends to be adaptive because it is a low-control stressor for the person (Faramarzi, et al., 2013; 

Peterson, et al., 2006). Terry and Hynes (1998) divided emotion-focused coping into avoidance 

strategies such as wishful and dreamy thinking and emotional approach strategies including 

seeking support and sharing emotions. Terry and Hynes (1998) found that frequent use of 

coping strategies correlated positively with a lower level of stress and more favourable mental 

well-being. Studies on avoidance have demonstrated that avoiding situations and individuals 

reminiscent of infertility as well as self-accusation are insufficient coping strategies and are 

most unbeneficial for mental well-being. High levels of stress accompany both. Furthermore, 

they are predictive factors for the development of anxio-depressive symptoms (Faramarzi, et 

al., 2013; Peterson, et al., 2006). 

Terry and Hynes (1998) emphasised that problem-solving may also be effective. Problem-

focused coping may be divided into problem-management and problem-appraisal strategies. 

The latter refers to the cognitive re-evaluation of the stressful situation. Their empirical findings 

have demonstrated that problem-appraisal strategies significantly correlate with favourable 

psychological adaptation. 

Various studies have shown that males usually struggle with limited possibilities to solve 

their problem of infertility or at least to help their partners. Subsequently, this inability leads to 

them feeling less effective and experiencing higher levels of stress. They feel incapable to solve 

the problem alone and they do not know what exactly to do to find a solution. Males commonly 

experience shame, guilt and feeling useless because they have no control over how and when 

to start a family (Greil, et al., 2010; Swierkowski-Blanchard, et al., 2016). 

Different coping strategies can be effective at different stages of infertility treatment. An 

emotion-focused ruminant struggle after confronting an infertility diagnosis is adaptive, as it 

takes time to process the loss. This strategy is capable of reducing the emotional tension that is 

generated and provides the individual time to settle, after which the patient can effectively apply 

the problem-oriented coping strategy. For men, making a plan (i.e., a problem-centered 

approach) and distancing from the problem are considered to be the most effective (Farmarzi, 

et al., 2013; Peterson et al., 2006).  

Planful problem-solving may be adaptive because modelling a strategy to solve the problem 

and planning the steps to reach the purpose increases feelings of control and competence and 

further helps the couple in their joint effort to solve the problem (Peterson, et al., 2006). The 

findings noted reveal that exchanging maladaptive coping strategies for adaptive strategies 

should be an important aim of infertility treatments.  
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3. The Place and Role of Patient Conducting in the Care of Andrological Patients  

 

3.1 Infertility Counseling, Providing Help During Assisted Reproductive Treatment 

Menning (1980) was the first to draw attention to the importance of providing psychosocial 

support during infertility treatment. The protocol in some countries like Switzerland is that 

couples have to attend a psychological consultation at least once (Boivin & Kentenich, 2002) 

while in other countries it remains a possibility. However, in other European countries such as 

Hungary, psychological support is only incidental or not available in infertility centers. 

In a Danish study, 2, 250 persons were asked to relate their expectations of psychosocial 

services in several of the country’s infertility centers. Most of the respondents expressed the 

need for adequate information of the medical treatment and for a person-centred approach 

(Schmidt, 2003). 

Infertility counseling is a multidimensional task with three pillars: Support, providing 

information about the treatment and evaluation, which entails screening psychological 

vulnerability (Covington & Burns, 2006; Petok, 2015; Stammer, et al., 2002).  

The main aim of assistance is emotional support. Several studies have revealed that infertility 

treatment may be likened to an emotional roller coaster (Verhaak, et al., 2010; Wischmann, 

2013). Consequently, it is imperative to provide possibilities for emotional ventilation and 

adjusting appropriate support during the phases of treatment. Mobilizing coping strategies is 

also important. Accordingly, professionals should be provided the opportunity to learn different 

skills such as communication strategies. The patient and assistant should be the aim of the 

consultation so as to develop a better connection with the social environment and improve their 

relationship with the doctor. In many instances, counseling is the time to address the losses that 

the patients have experienced during unsuccessful treatments. 

Counseling also functions as psychoeducation as it deals with the life event of being infertile 

and the psychological difficulties of the examinations. Special support may also be needed in 

decision situations and to understand findings. To involve a patient in decision-making 

enhances personal control and feelings of self-efficacy and thus, frustration during the treatment 

may be decreased. Furthermore, it is crucial that professionals providing help emphasize 

adaptive health behaviors (O’Donnell, 2007; Randi et al., 2016; Van den Broeck, et al., 2010). 
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During the evaluation, while screening psychological vulnerability, the professional 

providing help should monitor the patient’s level of distress, emotional state, level of anxiety, 

depression and stress (Boivin, et al., 2011; Domar, 2015; Van den Broeck, et al., 2010; Verhaak, 

et al., 2010). Several infertility distress studies emphasize (Wischmann & Thorn, 2013) that a 

smaller subgroup can clearly be identified among those who suffer from infertility, these 

persons are significantly more vulnerable psychologically, especially they are more prone to 

depression and anxiety. This subgroup is the most endangered when assessing mental coping. 

When developing preventive psychological help, the identification of this subgroup should be 

paid special attention in order to yield appropriate psychological treatment to those who are 

more sensitive to stress (Emery, et al., 2003; Darwiche, et al., 2002).  

Besides a general person-centred approach, more focused psychosocial support is also 

required during the entire period of treatment. Infertility counseling could be conducted by 

professional helpers such as mental hygienists and nurses who are familiar with psychology, 

infertility and assisted reproductive treatment. The infertility professional should use the 

parameters described previously for individuals or couples and should be available during the 

entire treatment (Covington & Burns, 2006; Domar, 2015; Furman, et al., 2010; Stevenson, et 

al., 2016). 

Several lifestyle factors might underlie infertility issues. Body mass problems, smoking and 

drinking excessive amounts of alcohol decrease fertility (Du Plessis, et al., 2015; Kort, et al., 

2016; Waylen, et al., 2009). Furthermore, an unhealthy diet, lack of physical activity and 

environmental harmful factors are associated with the unfavourable functioning of the 

reproductive organs. The outlined empirical findings suggest that infertility treatments can be 

augmented with lifestyle programmes that can enhance fertility effectively and in which 

patients can participate during medical treatment (Wise, et al., 2011). 

Thus, it is important to develop complex programmes that respect the integrity of the body 

and the soul, that consider infertility problems to be a relationship issue and that suit the 

requirements of the patients perfectly (Brucker & McKenry, 2004; Domar, 2015; Randi, et al. 

2016; Stevenson, et al., 2016; Szatmári, et al. 2018; Van den Broeck, et al., 2010). 
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3.2 Connection Between Patient Management and Paramedical Counseling 

Paramedical counseling facilitates the integration of the content that clients want to convey into 

their own approach and experiences, thus enabling them to consciously reflect on and deal with 

their own situation and future opportunities.  

 

Aims to adjust the client’s problem solving and decision-making, thus guiding them. Without 

counseling guidance, it is often difficult for individuals to obtain a realistic grasp of their current 

situation as they are too close to the problem; thus, they can miss assisting and inhabiting factors 

as well as available opportunities. Applying proper counseling strategies to clients and their 

relatives helps them judge their current situation clearly. Paramedical counseling uses different 

facilitative and supportive strategies to yield the required flow of information (Hackney & 

Cormier, 1988). 

 

3.3  Structure of the General Model of Patient Conducting 

“An important element of patient conducting, and diagnosis is the understanding and decoding 

the messages and complaints of adult and mentally not disturbed patients, which call for the 

identification of subjective responses. The patients’ basic attitudes toward their sickness and/or 

nursing situation, emotional statuses and coping strategies can be decoded through their 

messages, and some special types and characteristics of these can be defined” (Helembai, 

2019a, pp.142).  

 

With the help of specific programs mutually designed with the participation of patients, 

patients can participate actively, consciously and with proper preparation in their own healing 

process. The program package includes problems, selected by interview, physical assessment 

and monitoring a patient’s status, which all have a definite impact on developing a program 

plan most suitable for the patient. With the goal of allowing patients to regain the highest level 

of autonomy in an actual health condition, programs based on nursing diagnoses provide 

information that patients can use to learn different ways of self-care and new skills.  

Pedagogical experiences support that if the client is involved in designing the program and 

the new knowledge and skills are acquired through paramedical counseling, his/her 

involvement and activity in the healing process is enhanced (Linnenbrink, 2005; Stewart, 2020).  
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People who are provided information and skills feel important, accepted and acknowledged as 

valuable (Traux & Carkhuff, 1967). They become very well prepared and have the opportunity 

and inclination to ask questions relevant to their present and anticipated situations. 

Summarizing the effectiveness of the care program together with a patient is a promising 

method for ensuring the best patient outcomes.   

In addition, to maintain one’s human dignity, one must be able to participate in the decision-

making, planning, and action (Helembai, 2019b).  

 

Using the patient conducting process and its relevant program points step by step can help 

people with decreasing the level of their anxiety, elaborating their concerns and preventing 

frustrating situations (Helembai, 2019a).  

In addition, nurses give advice and information to individuals or groups as part of their 

therapeutic role via discussions that help patients in their orientation, decision-making, and 

focus while utilizing the patient’s own potentials and strength (Helembai, 2019a; Szatmári, et 

al., 2020). 

Nurses can provide assistance in elaborating and managing physical and subjective 

responses to health problems and thus preventing complications. In a developed healthcare 

program, the relationship between qualified nursing professionals and patients or groups of 

patients is based on mutual regard and trust; they work together closely, providing 

individualized assistance: instead of “for,” the nurses work together “with” the patients. 

(George, 1980; Kozier, et al., 2012). 
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4. Aims of the Study 

This study aimed to assess the efficacy of the method of paramedical counseling provided by 

nursing during the treatment period for male factor infertility by employing the Patient 

Conducting Model developed during the last decade. Furthermore, the impact of the counseling 

on the development of infertile males’ adaptive health behaviors that influence reproduction by 

broadening the knowledge of the patients during the treatment process and promoting positive 

change based on satisfaction rates was assessed. 

The hypothesis of this study is that patient conducting supported by the method of paramedical 

counseling contributes to both patient satisfaction and participation in the entire program, from 

beginning to end, as assessed by a questionnaire. 

We hypothesised that paramedical counseling as a method of the patient conducting 

process due to supporting the coping strategies of the observed group will become more 

problem-focused and there will be an improvement in the indicators of well-being 

 

5. Material and Methods 

5.1 Study Design 

We collected information about the psychosocial characteristics of Hungarian males suffering 

from infertility or decreased reproductive capacity by employing general psychological 

questionnaires between 2017 and 2018. The test battery was completed in three locations by 

conducting face-to-face interviews: An infertility centre, an andrology clinic and an andrology 

out-patient unit. Criteria to participate in the study included male factor infertility and 

participation in infertility treatment in the same clinic. 

5.2 Study Population 

The participants included 108 individuals who were suffering from infertility or decreased 

reproductive capacity. Their ages ranged between 26 and 49 (average = 35.18, standard 

deviation = 4.92) years. The involved patients were from the Department of Obstetrics and 

Gynecology, the Department of Urology and the Infertility Center of Kaáli Institute at the 

Faculty of Medicine at the University of Szeged.  

Ethics approval was obtained from the medical directors of the infertility and andrology 

clinics. All the participants volunteered, they received written information about the study and 

they signed a declaration of consent prior to completing the questionnaires (Human 
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Investigation Review Board University of Szeged, Albert Szent-Györgyi Clinical Centre, 

University of Szeged (82/2017-SZTE). This study was conducted in accordance with the 2008 

revision of the 1975 Declaration of Helsinki. 

This study focused exclusively on male factor infertility or decreased fertilization capacity. 

The patients were divided into two groups: the observed group, which included persons who 

received support therapy (n = 57), and the control group, which included those who did not 

receive support therapy (n = 51). The inclusion criterion for both groups was male factor 

infertility or decreased reproductive capacity. During the evaluation, we assessed vulnerability 

in both groups. The results of psychological questionnaires, the level of depression, anxiety and 

perceived stress, indirectly refer to vulnerability. 

According to clinical diagnoses, there were three subgroups: (1) azoospermia (n = 24); (2) 

OAT syndrome (oligoasthenoteratozoospermia) (n = 51), oligoasthenozoospermia (n = 4) and 

oligozoospermia (n = 19); and (3) unexplained infertility (of unknown origin) (n = 10). 

 

5.3 Questionnaires 

The questionnaires were employed to assess the distress accompanying infertility as well as the 

coping and communication strategies the patients suffering from infertility used. In accordance 

with the literature, we used general test batteries to assess distress, which measured the 

occurrence of depressive symptoms and level of anxiety. These questionnaires had all been 

widely employed in studies examining groups of patients suffering from other diseases, healthy 

populations and infertile patients. The short version of the Beck Depression Inventory (Beck, 

1972; Rozsa, et al., 2001) was used to measure depression and Perczel’s version of The State-

Trait Anxiety Inventory (STAI) (Perczel, et al., 2005) originally developed by Spielberger 

(1970) was employed to measure trait anxiety. Other measures employed included the 

Rosenberg Self-Esteem Scale (RESES) (Sallay, et al., 2014) to measure self-esteem; Caldwell’s 

Social Support Questionnaire (Caldwell, et al., 1987) to assess social support; the Perceived 

Stress Scale (PSS) (Stauder & Konkoly, 2006) to measure perceived stress; the satisfaction with 

life subscale of the Rahe Stress and Coping Inventory (Rozsa, et al., 2005) to identify coping 

strategies and the Conflict Resolution Questionnaire, Ways of Coping Questionnaire (WCQ) 

(Rozsa, et al., 2008; Lazarus & Folkman, 1984). The participants also answered short questions 

on health behaviors including smoking, alcohol intake, healthy diet, physical activity and 

environmental harmful factors. 
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5.4 Fields of Interventions 

Questionnaires to assess psychological vulnerability were completed in the first phase of 

treatment after being diagnosed with (1) or with a previously known and treated infertility (2), 

but prior to any operation, insemination or ART. 

In the observed group, the validated questionnaires were completed at the start of medical 

interventions, in the first phase of counseling and after counseling at the end of the four months 

period. The control group only completed the validated questionnaires at the beginning and end 

of the medical treatment, they did not receive infertility counseling. After a thorough 

examination of the patients and after their reactions to, and awareness of the disease were 

assessed, the observed group during a four-month period received counseling and support 

altogether five times at three weeks intervals. Patient suffering from infertility or decreased 

fertility were involved in both groups (observed and control). They were provided counseling 

after randomization.  

60 patients entered the observed group, 3 dropped-out after the start of the program, because 

they also ceased reproductive therapy due to poor prognosis (due to age) or financial reasons. 

2 persons refused counseling due to lack of time. 

58 patients entered the control group, 7 dropped-out because of the pre-term cessation of 

reproductive therapy due to personal reasons like unpredictable treatment planning, long 

waiting list and poor prognosis (several unsuccessful previous treatments). 

The final sample consisted of altogether 108 male patients receiving assisted reproductive 

treatment, randomized to observed group (n = 57) and control group (n = 51). 

Infertility counseling there is three pillars: (1) emotional support, (2) providing information 

about the treatment (3) and evaluation which entails screening psychological vulnerability.  

On the first occasion, an interview to evaluate their emotional condition, anxiety, self-

esteem, stress, depression, satisfaction with life, social support and coping strategies was 

conducted. The patients’ expectations of the treatment were also assessed. 

During the following intervention, the second pillar of the counseling, information about the 

treatment was provided; specifically, about the results of examinations and treatment 

alternatives. We encouraged the expression of emotions in relation to a potential operation, the 

identification of personal causes of distress, the mobilizing and development of coping 

strategies and skills and the exploration of the personal meaning of the infertility problem. In 

addition, emotional support was provided. After the psychoeducational compound of the 

consultation, we discussed healthy behaviors, lifestyle and stress issues.  
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Counseling also functions as psychoeducation as it deals with the life event of being infertile 

and the psychological difficulties of the examinations. Special support may also be needed in 

decision situations and to understand findings. 

 We adjusted the timing of the consultation to the exact state of the patients. In many 

instances, intervention is the time to address the losses that the patients have experienced during 

unsuccessful treatments. During the first phase, we provided them with the opportunity to 

ventilate freely about their infertility problem. Accordingly, professionals should be provided 

the opportunity to learn different skills such as communication strategies (Table 1). 

 

    Table 1: The Components of Infertility Counseling 

 

Exploration 

 

Assessment of anxiety, self-esteem, depression, satisfaction with life, stress 

reactivity, social support and the applied coping strategies 

 

 

 

 

Support 

 

Emotional support, providing space for ventilation. 

Exploration of the personal understanding of the infertility problem. 

Mobilization of coping strategies; facilitation of coping with distress. 

Increasing self-competence and activity (involving the client in decision 

making); 

Elaborating guilt and shame. 

Emphasizing the positive aspects of the difficult life situation, 

Assessment and support of the cohesion between the couple and the family.  

 

 

 

 

 

Counseling 

 

Psychoeducation; discussion of health behavior, life-style and stress.  

Providing information on the course of examinations, possible surgical 

interventions and therapeutic alternatives. Answering questions. Interpreting 

results. Providing help in decision making. 

 

 

 

 The psychoeducational part increased and deepened the patients’ knowledge about 

decision-making. The importance of the positive aspects of extreme hardship was emphasised. 

Furthermore, monitoring and reflecting resources such as the cohesion of relationships and 

family support and increasing the patients’ activities and competence were stressed.  

The applied method relies on cognitive behavioral therapy combining it with facilitative and 

supportive techniques, which support the mobilization and concentration of inner resources, the 

acceptance of new knowledge and the development of new skills and habits. They also promote 

the elaboration of emotions and decision-making. 
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Facilitative techniques are e. g. paraphrasing, reflecting, summing up and clarifying emotions, 

confronting, questioning, providing information. Supportive techniques are e. g. the method of 

stopping thoughts, strategies supporting interpersonal efficacy, practicing assertiveness. Other 

techniques are strategies to change behavior, gradual recognition and alteration of emotions and 

behavior, habituation of situations.  

Specific programs have been developed that enable an individual, with proper preparation, to 

actively participate and consciously take part in his/her own healing process (Table 2). 

The interventions were standardized based on pre-set programs (Table 3). Main topics for 

program packages (Table 4). 

Consultations were conducted following the pre-set topics, see in Tables 1 and 3. The above 

described program can be inserted into the applied medical treatment protocols.  

To support decision-making based on a new level of awareness, the nurse works to enhance 

patient motivation and knowledge. 

   Table 2: Fields of Infertility Counseling 

WHAT WHICH WAY 

Creating 

program packages to get to 

the desired destination 

Performing 

process by using paramedical 

counseling 

Evaluating 

mutually the process by using 

paramedical counseling 

 

Exploration of personal 

understanding of the infertility 

problem 

Information on the course of 

the examinations, possible 

surgical interventions, and 

therapeutic alternatives 

Healthy behavior, lifestyle, 

and stress; cohesion between 

the couple and family 

Facilitative techniques, e.g., 

orientation, consultation, 

paraphrasing, reflecting, 

summing up, and clarifying 

emotions, confronting, 

questioning, providing 

information 

Supportive techniques, e.g., 

the method of stopping 

thoughts, strategies supporting 

interpersonal efficacy, 

practicing assertiveness; other 

techniques are strategies to 

change the behavior, gradual 

recognition, and alteration of 

emotions and behavior, 

habituation of situations 

 

Mobilization of internal potential: 

knowledge, energy, and coping 

strategies for: 

• Elaborating guilt and 

shame 

• Realizing positive aspects 

of the difficult life 

situation 

• Increasing self-

competence and activity 

involving the client in 

decision-making and for 

avoiding any further 

unwished-for (somatic 

and subjective) health 

consequences 
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   Table 3: Standardized Programs of Providing Information and Psychoeducation 

Session 1 

 

Program (1); Describing the course of required examinations for infertility. 

The knowledge regarding examinations: what, when and how. 

 

Program (2); Assessment and review of the importance and the results of 

examinations. 

 

Program (3); Describing the diagnosed disease (decreased fertility/infertility) 

and assessment of the client’s knowledge of the disorder. 

Program (4); Clarification and emphasizing the role of the partner. 

 

Session 2 Program (5); Assessment of the key risk factors; (smoking, alcohol intake, 

stress, environmental risk factors) 

Program (5.1); Reviewing the significance of lifestyle. Pathologically 

elevated chronic stress, smoking, alcohol intake, environmental risk 

factors. Life-style counseling. 

 

Session 3 Program (6); Evaluation, interpretation and review of the results of 

examinations. 

Program (7); Assessment of knowledge of and compliance with medicines.  

Program (7.1); Discussion of the significance and mechanisms of 

action of medicines and therapy settings (hormonal therapy, antioxidant 

treatment). 

Program (7.2); Describing the appropriate way of taking medicines. 

 

Program (8); Providing information to improve health (diet, antioxidants, 

lifestyle, physiology). Answering questions. 

 

Session 4 Program (9); Describing surgical interventions to increase fertility/treat 

infertility. Answering questions (varicocele treatment, mTESE, TESA, MESA) 

Program (9.1); Providing further information on assisted reproductive 

treatment (e. g. IVF, IUI, ICSI, IMSI). 

 

Session 5   Program (10); Summary. 

Program (10.1); How the knowledge of the patient changed. Discussion 

of the use of counseling in the patient’s experience at the end of the 

programs. 

 Program (10.2); The summary of the therapist at the end of the program. 
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    Table 4: Main Topics for Program Packages 

Paramedical Counseling Sessions 

First Meeting Second Meeting Third Meeting Fourth Meeting Fifth meeting 

Creating a 

frame for 

programs with 

the aim of 

overcoming 

infertility 

problem 

Information on 

the course of 

preparation for 

examinations, 

possible surgical 

interventions, 

and therapeutic 

alternatives 

Interpreting and 

elaborating on 

the results of 

examination 

and intervention 

Possibilities to 

prevent 

unwished-for 

consequences 

and to provide 

health status to 

get the desired 

aims 

Final evaluation 

of the whole 

process with the 

participation of 

the patient and 

nurse therapist 

The process of evaluation and selection aims subsequently (may alter them if needed, 

meeting to meeting) to improve the effectiveness of the treatment process 

Meetings are based on collaboration among patient–nurse–physician, which may be 

influenced by events deriving from the treatment process and the patient’s goals 

 

The consultation were adapted to the mental state of each patient. This meant that we 

emphasized the ‘topic’ in which the actual patient showed the key problem, e. g. among those 

patients who showed more severe symptoms of anxiety, or elevated levels of stress, or 

decreased social support we emphasized these fields during counseling in order to facilitate 

them to use more adaptive coping mechanisms required in their specific situation. 

5.5 Statistics 

Data processing and evaluation were conducted by employing SPSS version 23. We performed 

descriptive statistics, a chi-squared test, Fisher’s exact test, two sample t-test, Welch’s t-test, 

repeated measures multivariate analysis of covariance and Spearman’s rank correlation to 

evaluate the demographic characteristics and data of the clinical scales. 

In the repeated measures multivariate analysis of covariance, the observed group was the 

interpersonal independent grouping variable, the two times of the measurement were personal 

grouping variables and time elapsed from the diagnosis and with family planning were 

covariates. Thus, the differences and bias in these variables between the two groups were 

controlled. The scales of the WCQ and the results of the STAI, BDI, RSES and Holmes-Rahe 

tests were the dependent variables. Statistical significance was defined as p<0.05. In accordance 

with the consensus, 95% confidence intervals are shown in the figures. 

Descriptive statistics were expressed as mean and standard deviation for continuous 

variables and frequencies and relative frequencies for discrete variables. Statistical analysis was 

conducted using IBM SPSS Statistics v25 (R statistical version 3.6.2.). P < 0.05 was considered 

significant.  
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The differences in the demographic data between the therapy and control groups were compared 

using a paired-sample t-test and chi-squared test. The effects of the therapy were examined by 

the Wilcoxon rank test. 

 

6. Results 

Relevant demographic data of the control (n = 51) and observed (n = 57) groups that were 

related to the study hypothesis were compared; frequencies and averages are presented in (Table 

5). There was no difference in the demographic characteristics of the two groups despite the 

significant difference between the two groups in relation to the time elapsed from the diagnosis 

of infertility; the observed group was diagnosed earlier (t = 3,1; DF = 82,457; p = 0,003). There 

was also a significant difference in the period of family planning. On average, the participants 

in the observed group had been trying to start a family for an extended period of time (t = 2.48; 

DF = 90.89; p = 0.02). 

 

    Table 5: Demographic characteristics (n = 108) 

 

 Group Total 

 Observed group Control group   

 n % n % n % 

Education       

Vocational school 10 17.54% 6 11.76% 16 14.81% 

High school 18 31.58% 19 37.25% 37 34.26% 

College or university degree 29 50.88% 26 50.98% 55 50.93% 

Marital state       

Married and living together 37 64.91% 36 70.59% 73 67.59% 

Married and living 

separately 

4 7.02% 4 7.84% 8 7.41% 

Civil partnership 15 26.32% 11 21.57% 26 24.07% 

Living alone 1 1.75% 0 0% 1 0.93% 
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    Table 5: Demographic characteristics (n=108) 

 

 Group Total 

 Observed group Control group   

 n % n % n % 

Activity       

Active financially. public 

servant 

17 29.82% 17 33.33% 34 31.48% 

Active financially. 

employed 

28 49.12% 24 47.06% 52 48.15% 

Active financially. 

entrepreneur 

11 19.3% 9 17.65% 20 18.52% 

Active financially. works 

temporarily 

1 1.75% 1 1.96% 2 1.85% 

Type of work       

manual labor 13 22.81% 10 19.61% 23 21.30% 

white-collar job 15 26.32% 13 25.49% 28 25.93% 

manual and intellectual 

work 

17 29.82% 15 29.41% 32 29.63% 

sitting job 12 21.05% 12 23.52% 24 22.22% 

Type of residence       

capital city 0 0% 1 1.96% 1 0.93% 

city 22 38.6% 29 56.86% 51 47.22% 

shire-town 20 35.09% 10 19.61% 30 27.78% 

village 15 26.32% 10 19.61% 25 23.15% 

ranch 0 0% 1 1.96% 1 0.93% 
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    Table 5: Demographic characteristics (n=108) 

 

 Group Total 

 Observed group Control group   

 Mean Standard 

deviation 

Mean Standard 

deviation 

Mean Standard 

deviation 

Diagnosis       

Azoospermia 38 66.7% 37 72.5% 75 69.44% 

Oligozoospermia 13 22.8% 10 19.6% 23 21.30% 

Idiopathic 6 10.5% 4 7.8% 10 9.26% 

Age (years) 35.47 ±5.56 34.84 ±4.1 35.18 ±4.92 

Marital state (months) 7.63 ±4.19 7.14 ±4.74 7.4 ±4.45 

Date of diagnosis of 

infertility (months) 

26.14 ±24.63 14.8 ±11.83 20.78 ±20.38 

Family planning (months) 36.12 ±25.31 26.39 ±14.49 31.53 ±21.38 

 

 

More than half of the patients surveyed had obtained a higher education, nearly two-thirds were 

married, and three-quarters lived in cities. In terms of nutrition, nearly 50% were moderate 

healthy eating, with 30% paying full attention to healthy eating. Nearly 80% of patients did not 

smoke, and they had similar rates of alcohol consumption.  

In the observed group, 77% played sports on a weekly basis, compared with only 35% in the 

control group (χ2 = 22.36; DF = 2; p < 0.001). There was no significant difference in the 

frequency of playing sport between the two groups (χ2 = 4.335; DF = 2; p < 0.114); (Table 6). 
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      Table 6: Characteristics of the Study Groups 

 Observed 

Group 

(n=57) 

Control Group 

(n = 51) 

Total (n = 108) Test Value P 

Value 

Age    t = 0.675 0.501 

Mean (SD) 35.474 

(5.565) 

34.843 (4.101) 35.176 (4.916)   

Education    χ2 = 0.860 0.651 

Vocational school 10 (17.5%) 6 (11.8%) 16 (14.8%)   

High school 18 (31.6%) 19 (37.3%) 37 (34.3%)   

College/university 29 (50.9%) 26 (51.0%) 55 (50.9%)   

 57 (100%) 51 (100%) 108 (100%)   

Marital status    χ2 = 0.378 0.539 

Married 37 (71.2%) 36 (76.6%) 73 (73.7%)   

Partnership 15 (28.8%) 11 (23.4%) 26 (26.3%)   

 53 (91.2%) 47 (92.2%) 100 (92.6%)   

Importance of healthy eating    χ2 = 2.880 0.237 

Little 15 (26.3%) 10 (19.6%) 25 (23.1%)   

Moderately 22 (38.6%) 28 (54.9%) 50 (46.3%)   

Quite 20 (35.1%) 13 (25.5%) 33 (30.6%)   

 57 (100%) 51 (100%) 108 (100%)   

Sport    χ2 = 4.335 0.114 

 
Less often than monthly 27 (47.4%) 

 

25 (49.0%) 

 

52 (48.1%) 

 

  

Once a week 23 (40.4%) 

 

13 (25.5%) 

 

36 (33.3%) 

 

  

Several times a week 7 (12.3%) 13 (25.5%) 

 

20 (18.5%) 

 

  

 57 (100%) 51 (100%) 108 (100%)   

Smoking    χ2 = 0.164 0.685 

Nonsmoking 44 (77.2%) 41 (80.4%) 85 (78.7%)   

Smoking 13 (22.8%) 10 (19.6%) 23 (21.3%)   

 57 (100%) 51 (100%) 108 (100%)   

Alcohol    χ2 = 0.365 0.546 

Rarely 48 (84.2%) 45 (88.2%) 93 (86.1%)   
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 Observed 

Group 

(n=57) 

Control Group 

(n = 51) 

Total (n = 108) Test Value P 

Value 

Often 9 (15.8%) 6 (11.8%) 15 (13.9%)   

 57 (100%) 51 (100%) 108 (100%)   

Family foundation    t = 2.483, 

df = 90.89 

0.015 

0.017 

 

Mean (SD) 36.123 

(25.307) 

26.392 (14.489) 31.528 (21.380)   

Infertility    t = 3.096 

df =82.457 

0.003 

Mean (SD) 26.132 

(24.630) 

14.804 (11.829) 20.782 (20.375)   

Diagnosis    χ2 = 1.969 0.742 

Idiopathic 6 (10.5%) 4 (7.8%) 10 (9.3%)   

Azoospermia 14 (24.6%) 10 (19.6%) 24 (22.2%)   

Oligozoospermia 10 (17.5%) 9 (17.6%) 19 (17.6%)   

Oligoastenozoospermia 3 (5.3%) 1 (2.0%) 4 (3.7%)   

Oligoasthenoteratozoospermia 24 (42.1%) 27 (52.9%) 51 (47.2%)   

Total 57 (100%) 51 (100%) 108 (100%)   

 

 

6.1 Analyses of the Coping Strategies 

 

To test the hypothesis of the study, we first examined the clinical characteristics of the control 

and observed groups at the start so as to reduce bias due to potential differences (Table 7). 

According to statistics in WCQ’s problem analysis (t = 0.47; DF = 106; p = 0.64), emotionally 

motivated action (t = 0.25; DF = 106; p = 0.81), purposeful action (t = 0.18; DF = 106; p =0.86), 

adaptation (t = -1.36; DF = 106; p = 0.18), asking for help (t = -0.64; DF = 106; p = 0.52), 

seeking emotional balance (t = -0.89; DF = 106; p = 0.38), scales in the STAI result (t = -0.05; 

DF =106; p = 0.96), in the BDI result (t = -0.07; DF = 106; 0.94), in the RSES result (t = 0.14; 

DF = 7106; p = 0,89) and in the results of Holmes-Rahe test (t = 0.06; DF = 106; p = 0.95), 

there was no difference at the start.  
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The withdrawal scale of the WCQ showed a difference at the start (t = -2.26; DF = 106; p=0.03). 

According to the evaluation, the time elapsed during the examination (F = 3.2; DF = 12-93; 

p = 0.001) had a significant main effect. Furthermore, the interaction between the elapsed time 

and the intervention was also significant (F = 7.53; DF = 12-93; p < 0.001). 

 

When comparing the data of the tests at the two occasions of measurement, a significant 

change in the BDI results (F = 26.47; DF = 1-104; p = 0.002, Figure 1), in the STAI results 

(F=8.82; DF = 1-104; p = 0.004, Figure 2), in the emotionally motivated action scale of WCQ 

(F = 7.89; DF = 1-104; p = 0.006, Figure 3) was evident; all three decreased. The interaction 

capturing the effect of the intervention was significant in the withdrawal (F = 3.96; DF = 1-104; 

p = 0.049, Figure 4), purposeful action (F = 58.75; DF = 1-104; p < 0.001, Figure 5) and seeking 

emotional balance (F = 4.68; DF = 1-104; p = 0.033, Figure 6) scales of WCQ and in STAI 

results (F = 4.33; DF = 1-104; p = 0.04, Figure 7) (Table 7).  

 

The withdrawal and purposeful action results of WCQ increased in the observed group while 

they decreased in the control group. Seeking emotional balance and trait anxiety of the STAI 

results decreased in the observed group and trait anxiety of the STAI results did not change 

with time in the control group. 
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Table 7: Psychodiagnostic tests Questionnaire’s acknowledgements; WCQ; Ways of Coping 

Questionnaire, STAI; State-Trait Anxiety Inventory, BDI; Beck Depression Inventory,  

RSES; Rosenberg Self-Esteem Scale, Holmes-Rahe; Rahe Stress and Coping Inventory 

Questionnaires Observed group Control group All 

 
Mean 

Standard 

deviation 
Mean 

Standard 

deviation 
Mean 

Standard 

deviation 

WCQ Problem analysis at 

start 
1.92 ±0.62 1.98 ±0.76 1.95 ±0.69 

WCQ Problem analysis at end 2.02 ±0.56 1.97 ±0.68 1.99 ±0.62 

WCQ Emotionally motivated 

action at start 
0.6 ±0.48 0.62 ±0.43 0.61 ±0.45 

WCQ Emotionally motivated 

action at end 
0.52 ±0.4 0.51 ±0.36 0.52 ±0.38 

WCQ Purposeful action at 

start 
1.3 ±0.58 1.28 ±0.5 1.29 ±0.54 

WCQ Purposeful action at end 1.63 ±0.61 1.02 ±0.42 1.34 ±0.61 

WCQ Adaptation at start 1.27 ±0.68 1.45 ±0.64 1.35 ±0.67 

WCQ Adaptation at end 1.22 ±0.64 1.43 ±0.64 1.32 ±0.65 

WCQ Asking for help at start 1.18 ±0.76 1.26 ±0.67 1.22 ±0.72 

WCQ Asking for help at end 1.32 ±0.66 1.39 ±0.73 1.36 ±0.69 

WCQ Emotional balance at 

start 
1.29 ±1.59 1.08 ±0.61 1.19 ±1.23 

WCQ Emotional balance at 

end 
1.18 ±0.8 1.45 ±0.72 1.31 ±0.77 

WCQ Withdrawal at start 1.32 ±0.83 1.7 ±0.9 1.5 ±0.88 

WCQ Withdrawal at end 1.41 ±0.84 1.69 ±0.9 1.54 ±0.88 

STAI at start 47.95 ±3.78 47.98 ±3.54 47.96 ±3.65 

STAI at end 47.19 ±3.41 47.84 ±3.25 47.5 ±3.33 

BDI at start 3.47 ±4.17 3.53 ±3.72 3.5 ±3.94 

BDI at end 2.28 ±3.18 2.9 ±3.12 2.57 ±3.15 

RSES at start 3.39 ±0.49 3.38 ±0.4 3.39 ±0.45 

RSES at end 3.47 ±0.45 3.41 ±0.39 3.44 ±0.43 

Holmes-Rahe at start 11.25 ±2.49 11.22 ±2.68 11.23 ±2.57 

Holmes-Rahe at end 11.3 ±2.82 10.67 ±3.1 11 ±2.95 
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   Figure 1: Beck Depression Inventory (BDI) results  

    

Figure 2: State-Trait Anxiety Inventory (STAI) results  
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Figure 3: The emotionally motivated action scale of Ways of Coping Questionnaire (WCQ) 

         

 

Figure 4: The withdrawal scale of Ways of Coping Questionnaire (WCQ)  
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Figure 5: The purposeful action scale of Ways of Coping Questionnaire (WCQ) 

 

                

Figure 6: The seeking emotional balance scale of Ways of Coping Questionnaire (WCQ) 
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Figure 7: State-Trait Anxiety Inventory (STAI) 

                  

 

 

 

6.2 Patient Satisfaction 
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In terms of patient satisfaction, 97% of the respondents in the observed group reported that 

supporting therapy was important. A total of 86% of patients indicated that supportive therapy 

contributed significantly to the expansion of their knowledge of the root cause of their infertility 

(Table 11). A total of 89.4% of patients felt that they had knowledge of the course of the 

investigation, 82.4% of patients had knowledge of the therapeutic options, and 73.7% of 

patients had knowledge of health promotion (Figures 8-10). 

 

 

 

     Table 8: Impact of Patient Conducting on Patient Behavior 

 

Attitudes to the 

disease before 

Attitudes Toward the Disease After Therapy 

Total 

Adequate Potentially 

adequate 

Aversive– 

denying 

Aversive– 

trivializing 

A
tt

it
u

d
es

 t
o
 t

h
e 

d
is

e
a
se

 b
ef

o
re

  Adequate 

9 2 0 0 11 

81.8% 18.2% 0.0% 0.0% 100.0% 

Potentially 

adequate 

11 28 0 0 39 

28.2% 71.8% 0.0% 0.0% 100.0% 

Aversive – 

denying 

0 3 1 0 4 

0.0% 75.0% 25.0% 0.0% 100.0% 

Aversive– 

trivializing 

0 2 0 1 3 

0.0% 66.7% 0.0% 33.3% 100.0% 

Total 
20 35 1 1 57 

35.1% 61.4% 1.8% 1.8% 100.0% 
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    Table 9: Impact of Emotional Status 

Emotional status before 

Emotional Status After Therapy 

Energy 

mobilizing 

Feeling of 

inertia 

Low self-

esteem 
Anxiety Total 

Energy mobilizing 
11 0 2 0 13 

84.6% 0.0% 15.4% 0.0% 100.0% 

Feeling of inertia 
15 7 1 0 23 

65.2% 30.4% 4.3% 0.0% 100.0% 

Low self-esteem 
1 3 9 0 13 

7.7% 23.1% 69.2% 0.0% 100.0% 

Anxiety 
 

2 3 0 3 8 

25.0% 37.5% 0.0% 37.5% 100.0% 

Total 
29 13 12 3 57 

50.9% 22.8% 21.1% 5.3% 100.0% 

 

Table 10: Impact of Coping Strategies 

Coping strategies 

before 

Coping Strategies After Therapy 

Problem-

focused 

Tendency 

toward 

problem-

focused 

strategies 

Emotion-

focused- 

asking for 

help 

Emotion-

focused –

diversion 

Emotion-

focused – 

negative 

avoidant 

Total 

Problem-focused 
15 0 1 0 0 16 

93.8% 0.0% 6.3% 0.0% 0.0% 100.0% 

Emotion-focused – 

asking for help 

5 1 17 0 0 23 

21.7% 4.3% 73.9% 0.0% 0.0% 100.0% 

Emotion-focused –

diversion 

2 0 12 2 0 16 

12.5% 0.0% 75.0% 12.5% 0.0% 100.0% 

Emotion-focused – 

negative avoidant 

0 0 1 0 1 2 

0.0% 0.0% 50.0% 0.0% 50.0% 100.0% 

Total 
22 1 31 2 1 57 

38.6% 1.8% 54.4% 3.5% 1.8% 100.0% 
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     Table 11: Patient Satisfaction by Patient Conducting 

 

Scopes of Questions 
Overall  

(n = 108) 

I. To what extent do you consider supportive therapy important?  

  1. I don’t think it’s important 1 (1.8%) 

  2. I think it’s less important 1 (1.8%) 

  3. I think it’s important 28 (49.1%) 

  4. I think it’s very important 
27 (47.4%) 

II. To what extent has supportive therapy contributed to increasing your 

knowledge: essence of infertility, causes of infertility?  

  1. Therapy did not contribute to it 1 (1.8%) 

  2. Therapy has contributed less 7 (12.3%) 

  3. Therapy has contributed to it 16 (28.1%) 

  4. Therapy has contributed significantly 

 
33 (57.9%) 

III. To what extent has supportive therapy contributed to increasing 

your knowledge: describing the course of the required examinations for 

infertility? 

 

  1. Therapy did not contribute to it 1 (1.8%) 

  2. Therapy has contributed less 5 (8.8%) 

  3. Therapy has contributed to it 19 (33.3%) 

  4. Therapy has contributed significantly 
32 (56.1%) 

IV. How has supportive therapy contributed to the expansion of 

knowledge of therapeutic options (medication, surgical, assisted 

reproductive procedures)? 

 

 

 

 

To what extent has supportive therapy contributed to increasing your 

knowledge-possible therapeutic alternatives, surgical interventions, and 

providing further information on assisted reproductive treatment? 

 

  1. Therapy did not contribute to it 1 (1.8%) 

  2. Therapy has contributed less 9 (15.8%) 

  3. Therapy has contribute to it 13 (22.8%) 

  4. Therapy has contributed significantly 
34 (59.6%) 

V. To what extent has supportive therapy contributed to increasing your 

knowledge: providing information to improve health (diet, lifestyle, and 

physique)? 

 

  1. Therapy did not contribute to it 1 (1.8%) 

  2. Therapy has contributed less 14 (24.6%) 

  3. Therapy has contributed to it 20 (35.1%) 

  4. Therapy has contributed significantly 
22 (38.6%) 

 

  



34 
 

          Figure 8: Patient Satisfaction with Supportive Therapy 

 

 
 

 

Figure 9: Patient Satisfaction with Providing Information to Improve Health  

(diet, lifestyle, psychology) 
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Figure 10: Supportive Therapy Contributed to Increasing your Knowledge – possible Therapeutic 

Alternatives, Surgical Interventions 

 

 
 

 

7. Discussion 

7.1 Patient Conducting to Support Problem-Focused Strategies 

 

Our study highlighted how the group that received interventions had an intense awareness of 

the diagnosis and the aims and nature of the indicated treatment. This group used purposeful 

problem-solving coping strategies during the infertility treatment. As a result of the 

interventions during the fourth and fifth meeting the persons in the observed group used 

adaptive coping strategies, e. g. problem analysis and purposeful action more frequently. While 

infertility treatments can be exhaustive, the person’s sense of security was increased by the 

transparency of examinations, by the predictability of the treatment and by the thorough 

knowledge of the clinic and its staff.  

According to the cognitive model long-term adaptation is facilitated by problem analysis, since 

the person makes efforts in stressful situations with low control. Those persons who reevaluate 

childlessness experience significant decrease in stress levels when coping with infertility 

(Gameiro & Boivin, 2015; Van den Broeck, et al., 2010; Terry & Hynes, 1998).  
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The patients reported they were satisfied with the intervention. Their levels of depression and 

anxiety decreased from those observed at the start of the interventions and concurred with the 

control group’s results. 

Male infertility affects an increasing number of males in the reproductive stage of their lives. 

This challenges professional working with reproductive technologies and paramedical helpers. 

Males’ coping strategies may differ from those of females. Their attitude towards diseases and 

frequency of seeking medical assistance also differs in comparison to females (Nikoloudikis, at 

al., 2016). Previous studies have revealed that infertility as a mental problem affects both 

members of the couple. Although several studies have examined the anxiety and coping 

associated with female infertility, studies of male infertility are uncommon and usually only 

assess their knowledge (Cserepes & Bugan, 2015; Lakatos, at al., 2017). Only a few studies 

have provided a solution for the non-pharmaceutical decrease of anxiety and depression, which 

is significant during assisted reproductive treatment. 

Infertility clinics should provide their clients with more apparent and traceable treatment in 

order to enable them to apply more coping strategies during difficult times and to support both 

partners. Studies were conducted in 2010 to explore how males appreciate a supportive group 

during assisted reproductive treatment. The participants showed a positive reaction towards the 

counseling and believed they could talk about their problem in an accepting environment. It is 

noteworthy that those males who sought counseling suffered primarily from male factor 

infertility. This guided us in choosing the target group. We were curious about the patients’ 

conditions after diagnosis and how supportive therapy could help them. Decreasing depression 

and anxiety is not only important for their relationship, but clinical findings also verified that 

there is an inverse relationship between psychological stress and the parameters of the sperms 

even though its effect is mainly measurable in the group of patients with decreased fertility 

(Wdowiak, et al., 2017; Nargund, 2015) and it can also lead to leaving the treatment. Therefore, 

a non-pharmaceutical decrease in anxiety and stress and providing information and coping 

strategies may be crucial. 

Because this study was limited by the number of participants, we did not evaluate the 

characteristics of coping strategies in the different subgroups so as to apply personalised 

therapies according to their diagnosis. Consequently, this remains a goal for further studies. 

In summary, with the paramedical counseling of clients with infertility problems a more 

favourable mental well-being can be established with the active participation of professional 

helpers. Patients may receive effective, targeted and problem-specific help.  
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7.2 The Role of Patient Conducting in Patient Satisfaction 

One of the objectives of this research was to assess and improve the patient’s psychological 

condition, provide information, process and help develop resources that patients can use to 

promote the processing of the resulting effects, experiences, and knowledge, with the aim of 

increasing patients’ sense of influence and predictability. 

  However, there is very little support regarding the processing of effects, experiences, and 

knowledge during the actual treatment period. Targeted nursing interventions and programs 

could help improve the treatment possibilities arising from modifiable lifestyle variables that 

are under a person’s control. 

In the collaborative care process, a professional nurse must establish a relationship that has 

a positive effect on mobilizing patients’ internal resources and regaining a sense of competence 

in the management of their own health (Helembai, 2019a). 

Satisfaction with infertility centers and the effect of satisfaction on infertility distress was 

assessed in an international survey. Data was collected from four infertility centers. The results 

revealed that patients were satisfied with the work of the clinics. Furthermore, the information 

provided in relation to their problem and their relationship with their doctors was satisfactory.  

Nevertheless, emotional support provided by the medical team was considered to be scarce and 

not much information in connection with the mental consequences of infertility was given to 

the patients. Although the patients generally were satisfied with the patient-doctor 

communication, they perceived the information provided by the institutions and professionals’ 

willingness to be insufficient. The results of this survey supported previous experience that 

demonstrated that satisfaction indicators and infertility distress are closely related. The more 

satisfactory the medical and psychosocial information were and the more satisfied the persons 

were with the centre, the less pronounced infertility distress was (Daumler, et al., 2016; 

Hammarberg, et al., 2010; Randi, et al., 2016; Schmidt, 2003). 

The results of our study, which was performed among infertile male patients, are consistent 

with the international data. In terms of patient satisfaction, 97% of the respondents in the 

observed group reported that supporting therapy was important. The men who received 

counseling had a positive experience in counseling and received new information. The 

intervention was able to increase various aspects of men’s fertility awareness. Patients indicated 

that supportive therapy contributed significantly to the expansion of their knowledge of the root 

cause of their infertility.  
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Patients felt that they had knowledge of the course of the investigation, patients had knowledge 

of the therapeutic options, and patients had knowledge of health promotion. 

Person-centered care should be used by all clinical staff, because lack of service can have a 

negative impact on the patient’s psychological well-being. Biovin et al.’s  research results could 

be attributed to the premature interruption of assisted reproductive treatments due to an increase 

in relationship problems, the choice of a new life goal, advanced age, or many unsuccessful 

attempts (Biovin, et al., 2015). 

However, it is necessary that, in addition to the possible causes of infertility, couples should 

identify the distress that is most important. Clients have been a source of stress; the nature of 

the clinics, frequent changes in medical staff, an impersonal, non-supportive medical 

environment and, disorganized and, unpredictable treatment schedule. 

The main task of patient-focused counseling is to assure that patients understand the 

consequences of their choice of treatment, provide sufficient emotional support and cope with 

the consequences of experiencing infertility in a healthy way. 

 

8. Conclusion 

The findings suggest that it is a compelling task for professionals working in assisted 

reproductive treatment to ensure infertility center provides a holistic approach. 

Infertility centers should strive to become supportive environments where people wishing to 

have a child can cope with their temporary or permanent childlessness and be involved in the 

decision-making through professional cooperation and social acceptance. 

Overall, patients with infertility problems should be provided with better psychological well-

being with the active involvement of professionals. In addition, they should receive effective, 

targeted, and problem-specific assistance. 

The basic task of patient conducting is to ensure that patients understand the consequences 

of their treatment choices, receive sufficient emotional support, and have the tools available to 

cope with the consequences of experiencing infertility in a healthy way. It is recommended that 

paramedical counseling be organized around the guidelines described above, in an individual 

and/or couple therapy form, and be available to patients throughout the treatment duration. 

Using the patient conducting process and its relevant program points step by step can help 

patients decrease their level of anxiety while elaborating their concerns and preventing 

frustrating situations. 
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Research results suggest that (1) fewer couples are expected to interrupt their participation in 

the reproductive program.  

With the use of patient guidance, (2) fertility awareness in infertile men can be increased.  

Credible information and its processing (3) has become a little-used source of health culture 

development.  

The supportive environment effectively contributes (4) to the maintenance of a sense of 

influence and predictability, allowing the patient to get through negative events and process 

failures and losses.  

Maintaining human dignity and identity (5) can potentially reduce the vulnerability of the 

process of becoming a parent. Minimalization of unfavourable coping strategies and enhancing 

a sense of competence. 

According to the findings above, we suggest that adaptations by infertility centers to provide 

the patient conducting process using a holistic approach is a compelling task for medical and 

nursing professionals working in ART.  

 

9. Relevance to Clinical Practice 

 

Infertility clinics should provide their patients with clear and traceable treatment in order to 

enable them to apply various coping strategies during difficult periods and ensure that both the 

female and the male partner receive support. 

The patient-centered approach contributes to the development of adaptive coping strategies 

for stress and to the modification of direct or indirect changes in health behavior affecting 

reproductive health during the treatment period. Using the patient conducting process and its 

relevant programme can help people to decrease the level of their anxiety, share their concerns 

and prevent frustrating situations. The results revealed that a more favourable mental well-

being can be established by the active participation of patients with infertility problems during 

the treatment process with the help of professional helpers using paramedical counseling. The 

special scope of nursing and medicine dealing with infertile male patients should devote much 

attention to patient conducting performed by paramedical counseling as supportive 

therapy. Individual support contributes to the elaboration of information, helps in coping with 

arising effects and experiences and helps clients to preserve their own identities and human 

dignity. 
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Interprofessional teamwork, patient-centered care, patient safety, equity in treatment quality, 

patient satisfaction, job satisfactions and not least cost-effectiveness depend in great measure 

on human factors as it is well-known that “the population problem has no technical solution” 

(Garrett, 1968). 

 The implementation of the effective patient conducting process necessitates the introduction 

of paramedical counseling in nursing education as new knowledge. Furthermore, societal 

demand urges the need for a broad diversification of the interprofessional teamwork services in 

clinics. 
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