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ABSTRACT

PREDICTORS OF MATERNAL PRENATAL ATTACHMENT AND
PREGNANCY ADAPTATION IN WOMEN CONCEIVED VIA ASSISTED
REPRODUCTIVE TECHNIQUES: A MIXED METHOD STUDY

Torenli Kaya, Zulal
Ph.D., Department of Psychology

Supervisor: Prof. Dr. Ozlem Bozo Ozen

September 2018, 356 pages

The main target of present dissertation was to achieve a deeper understanding of the
psychology of pregnant women who conceived via assisted reproductive techniques
(ART). For this purpose, a mixed method study was designed and three separate
studies were conducted. In the first study, Turkish adaptation of the Parenthood
Motivation Scale was conducted with 457 pregnant women. Results revealed that
the measure was reliable and valid, and women who conceived via ART had higher
motivations in terms of overall motivation levels, and identity and social pressure
dimensions. In the second study, the effects of psychosocial factors on women’s
pregnancy adaptation and prenatal attachment were investigated for 185 ART-
conceived expectant mothers. The findings of moderation analyses emphasized that,
first, the relation between prenatal distress and pregnancy adaptation could be
buffered via perceived friend support, and intensified via anxious attachment style.
Second, in the case of higher distress, women showed higher prenatal attachment
levels. Third, prenatal distress negatively, and perceived social support from

significant other positively influenced the relation between parenthood motivation
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and pregnancy adaptation. In the third study, to provide a comprehensive
knowledge about these findings, the experiences of ART-conceived pregnant
women were investigated through focus group discussions. The results of thematic
analysis demonstrated three super-ordinate themes: (1) infertility and treatment
process: feeling like an “empty can”, (2) pregnancy process: “what if 1 have a
miscarriage”, (3) projections about motherhood: despair and hope. Based on the
literature, the findings of present dissertation were discussed with its strengths,

limitations and clinical implications.

Keywords: Infertility, Assisted Reproductive Techniques, Pregnancy, Prenatal

Attachment, Pregnancy Adaptation
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YARDIMCI UREME TEKNIKLERIYLE GEBE KALAN KADINLARIN
GEBELIK DONEMI BAGLANMASI VE GEBELIK UYUMUNU YORDAYAN
ETKENLER: BIR KARMA YONTEM ARASTIRMASI

Torenli Kaya, Zulal
Doktora, Psikoloji Boliimii

Tez Yoneticisi: Prof. Dr. Ozlem Bozo Ozen

Eyliil 2018, 356 sayfa

Bu doktora tezinin amaci, yardimci iireme teknikleriyle olusan gebeliklerde anne
adaylarinin psikolojik durumu hakkinda bilgi sahibi olmaktir. Bu amagla, ii¢
calismadan olusan karma yontemli bir arastirma yiiriitiilmiistiir. Ik calismada,
Ebeveynlik Motivasyonu Olgeginin Tiirkceye uyarlama calismasi 457 anne
adayiyla gerceklestirilmistir. Sonuglar, olgegin giivenilir ve gecerli oldugunu;
yardimci tireme teknikleriyle gebe kalan kadinlarin toplam motivasyon diizeyleri ile
kimlik ve sosyal baski alt boyutlar1 bakimindan daha yiiksek motivasyona sahip
oldugunu gostermistir. Ikinci ¢alismada, yardimci iireme teknikleriyle gebe kalmis
185 anne adaymin gebelik donemi adaptasyonlart ile gebelik donemi baglanma
diizeylerini etkileyen psiko-sosyal etkenleri incelemek i¢in bir dizi moderasyon
(bicimleyici) analizi yapilmigtir. Sonuglar, ilk olarak, gebelik stresi ve gebelik
adaptasyonu arasindaki olumsuz iligski iizerinde arkadaslar tarafindan algilanan
sosyal destegin tampon gorevi gorlirken, kaygili baglanma stilinin iliskiyi
kuvvetlendirici etkisi oldugu gdstermistir. ikinci olarak, ebeveynlik motivasyonu ile

gebelik  stresinin  yliksek oldugu durumlarda anne adaylarinin  gebelik
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baglanmalarinin “asir1 korumact” oldugu gériilmiistiir. Ugiincii olarak, ebeveynlik
motivasyonu ile gebelik adaptasyonu arasindaki iliskinin gebelik stresi tarafindan
olumsuz yonde; “6zel” bir insandan algilanan sosyal destek tarafindan ise olumlu
yonde bi¢imlendigi bulunmustur. Son ¢aligmada, edilen bilgilere kapsamli bir bakis
acis1 kazandirmak amaciyla, odak grup goriismeleri yapilmis ve bu kadinlarin
infertilite siirecinden itibaren yasadiklar1 deneyimlerin anlasilmasi hedeflenmistir.
Tematik analiz bulgulari, ii¢ ana iist anlam temasinin olustugunu gostermistir.
Bunlar, (1) infertilite ve tedavi siirecine dair “bos teneke” gibi hissetmek temast, (2)
gebelik siirecine dair “ya kaybedersem?” temasi, (3) annelik kurgularina dair ise
“hayal kirikligt ve umut” temast olarak adlandirilmistir. Tezin tiim bulgular
alanyazindaki kaynaklar 1s1¢inda incelenmis; ¢aligmanin kuvvetli yonleri,

sinirliliklart ve klinik ¢ikarimlari ele alinmistir.

Anahtar Kelimeler: Infertilite, Yardimer Ureme Teknikleri, Gebelik, Prenatal

Baglanma, Gebelik Adaptasyonu
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CHAPTER 1

GENERAL INTRODUCTION

)

“Sometimes it's hard to see the rainbow, when there's been endless days of rain.’
— Christina Greer,

Two-Week Wait: Motherhood Lost and Found

Infertility is a medical problem concerning the reproductive system. In the glossary
of International Committee for Monitoring Assisted Reproductive Technology
(ICMART) and the World Health Organization (WHO), infertility was clinically
defined as the inability to conceive more than 12 months in a consequence of
regular unprotected sexual relationship (Zegers-Hochschild et al., 2009). Studies
revealed that both male and female-based infertility have equal rates of incidence
and 20% of the cases are defined as unexplained infertility (Fisher, 2008). The
unexplained cases having no organic reasons are referred to as “psychogenic
infertility” and it was proposed that unconscious psychological factors or
personality traits could be the reasons behind them (see Greil, 1997). To explain
unexplained infertility, “stress hypothesis” indicates that stress is an important

factor leading to infertility (e.g., Wasser, 1994; Wasser, Sewall, & Soules, 1993).

Stress is not only a cause, but also a consequence of infertility while attempting
conception (Boivin et al., 1998; Cousineau & Domar, 2007). Since the process is
unpredictable and patients can experience repetitive losses (Lalos, 1999), they can
go through various states of negative emotions such as excessive anxiety,

irritability, deep sadness, guilt, depression, social isolation, and increased sensitivity



in interpersonal relationships (Berg & Wilson, 1991). Most of the time women
become the core subject of these adverse psychological consequences (Greil, 1997).
In many cultures, regardless of the basis of infertility, women are likely to feel more
pressure throughout the diagnosis and treatment process; because the process
proceeds on their body, they are exposed to social expectations concerning having
children, and the stigma of infertility imposes that motherhood is an important

representation of womanhood (Hussain, 2006).

The case of women to be destructively affected by infertility is also true within the
Turkish culture. Even though it is a male-factor infertility, they can think that
inability to naturally conceive means being “less of a woman”, which drags them to
the feeling of being incomplete and unable to satisfy the social expectations
regarding womanhood (Boz & Okumus, 2017). This notion can decrease their self-
worth and cause them to blame themselves (Sarac & Koc, 2018). To compensate
their “inadequacy”, infertile women are highly motivated for having children, even
thinking about using illegal treatment procedures (Akyuz, Sever, Karasahin,
Guvenc, & Cek, 2014). In some cases, these women can even become the victim of

domestic violence because of their infertility (Yildizhan et al., 2009).

In the last fifteen years, it was emphasized in the infertility-related Turkish studies
that women have more depressive symptoms and higher levels of anxiety during
infertility and treatment processes, but also perceive greater social support that can
decrease their higher distress levels (Aldemir, Eser, Ozturk Turhan, Dalbudak, &
Topcu, 2015; Karlhidere et al., 2007). As their age and infertility period increase,
they have higher anxiety and depression levels (Guz, Ozkan, Sarisoy, Yanik, &
Yanik, 2003), which can decrease the possibility of getting pregnant (Terzioglu et
al., 2016). It is important to note that, the focus of these studies is in general, on the

psychology of infertile women in the process of diagnosis and treatment. However,



women’s negative psychological states can persist even when they achieve

successful pregnancy, with the additional adverse effects of treatment process.

Concerning assisted reproductive techniques (ART)-conceived pregnant women’s
psychological states, the literature findings emphasized that pregnancy process,
which is expected to be a joyful time period, turns into a compelling experience for
women with infertility history (Boivin et al. 2001). They can have difficulty with
believing that they are pregnant and have consistent fears of losing their baby
(Bernstein, Lewis, & Seibel, 1994; Hammarberg, Fisher, & Wynter, 2008;
McMahon, Ungerer, Beaurepaire, Tennant, & Saunders 1997; Olshansky, 1990);
their pregnancy adjustment can be more difficult (Lepecka-Klusek & Jakiel, 2007);
and they can have either protective (Fisher, Hammarberg, & Baker, 2008) or
disinterested (Bernstein, Lewis, & Seibel 1994; McMahon, Tennant, Ungerer, &
Saunders, 1999) prenatal attachment styles. As a result of this process, their mother-
infant relations can be adversely affected, they can feel lower self-esteem and less

maternal confidence after the birth (Gibson, Ungerer, Tennant, & Saunders, 2000).

Concerning ART-conceived expectant mothers’ pregnancy experiences, a limited
number of studies exist in the Turkish literature. Among them, it was emphasized
that these women perceive pregnancy as a “miracle and meaning of life” (Ataman,
2007), and identified that motherhood obtained via assisted conception is a “sacred
motherhood” (Sar1, 2014). Since pregnancy is hard and have greater importance for
them, they feel greater social pressure and have higher fear of losing their baby
(Keskin, 2014). In terms of identification with maternal role and maternal
attachment, these women can experience difficulties (see Boz, Ozgetin, &
Teskereci, 2018); studies revealed that these negative psychological states during
pregnancy process can also affect women’s postnatal emotional state as well as the
unborn baby. Relevantly, Asc1 and Kizilkaya Beji (2012) stated that early detection

of these emotional problems can decrease the adverse effects of depression on the



mother and the unborn baby. Particularly in the Turkish literature, the findings
about this subject are scarce and require further investigations; as Boz and
colleagues (2018) emphasized, both qualitative and quantitative studies should be
conducted to reveal the life experiences and psychological requirements of

expectant mothers who conceived through ART.

The present dissertation aimed to achieve a deeper understanding of the psychology
of pregnant women who conceived via ART in Turkey. It was planned as a mixed-
method study that combines quantitative and qualitative research methods; as
Chow, Quine, and Li (2010) emphasized mixed-method studies have significant
advantages such that quantitative data find explanations from qualitative study,
which broaden the researchers’ knowledge about the topic and demonstrate more
than they think. For this purpose, this research has been conducted in three separate
studies. In the first study, the target was to explore the parenthood motivation of
ART-conceived women. Within the scope of Study 1, Turkish adaptation of
Parenthood Motivation Scale (PMS) was conducted and the motivational bases of
naturally conceived and ART conceived expectant mothers were compared. In
Study 2, by using PMS as an assessment tool, predictive effects of parenthood
motivation and prenatal distress on ART-conceived women’s pregnancy adaptation
and prenatal attachment were examined, while also considering the moderator roles
of perceived social support and women’s adult attachment style on these
associations. Lastly, in Study 3, to explore the ART-conceived pregnant women’s
experiences from the infertility diagnosis towards their pregnancy process, two
separate focus groups were assembled. Throughout these focus group discussions,

the main goal was to understand the reasons behind some of the findings in Study 2.

In the current dissertation, following this general introduction the first, second and
third studies will be presented in chapters 2, 3 and 4 respectively, including the

literature review, aims and hypotheses, method, result and discussion parts.



CHAPTER 2

STUDY I: TURKISH ADAPTATION OF PARENTHOOD
MOTIVATION SCALE

2.1. Introduction

The common notion that married couples would have children unless they had a
biological problem has begun to change in recent years. As of the second half of
20" century, the nature of human reproduction has been affected through the
progress of modern contraceptive and proceptive methods and reproductive rights.
Today, childbearing is more than a biological gift and it is a consequence of
deliberate decision making process (Bigner, 2010; Michaels, 1988; Richardson,
1993; Rotkirch, Basten, Viisdnen, & Jokela, 2011). Even in the cases of the
biological problem of fertility or involuntary childlessness, several couples
participate in a long and difficult process, and make an investment to satisfy their
wish for children through a number of fertilization techniques (Colpin, de Munter,
& Vandemeulebroecke, 1998). Despite psychological and physical difficulties
(Weaver, Clifford, Hay, & Robinson, 1997), time and money consumption during
the treatment, and low success rate, many involuntary childless couples are seeking
help for their problem with the motivation of satisfying their desire to have children
(Van Balen & Visser, 1997). Infertile couples endure a long and difficult process,
experience repetitive trials and treatment failures, but many of them do not give up
the treatment process (Colpin et al., 1998). For this reason, conceiving via assisted
reproductive techniques (ART) may have some unique characteristics in terms of

motivational factors. Thus, understanding the reasons behind the desire for having



children, and comparing the parenthood motivations of fertile and infertile groups

may shed light on their probably different motivational characteristics.

For this aim, in the present chapter, to provide a general understanding of the
motivation for having children, first Turkish adaptation of the Parenthood
Motivation Scale (PMS), which was developed by Cassidy and Sintrovani (2008),
was be conducted. The factor structure and psychometric properties of the scale was
examined with a sample of pregnant women who conceived naturally or via ART.
Then, as the second aim, the parenthood motivations of these two groups of
expectant mothers were compared to investigate whether the scale successfully

differentiates fertile and infertile groups in terms of bases of parenthood motivation.

In this respect, this chapter will first present a brief historical overview from a
number of theoretical approaches to understand the motivation for parenthood with
underlying factors. Then, studies related to psychological, social and economic
aspects of parenthood will be summarized, and parenthood motivations of mothers
who conceived naturally or through ART will be compared depending on previous

studies. Lastly, the aims and the hypotheses of the present study will be presented.
2.1.1. Theoretical Explanations for Desire to Have Children

The theoretical approaches from social, behavioral and psychological sciences
suggested number of explanations related to parenthood motivation and desire for
having children. Psychoanalytic approach made the earliest attempt to explain the
psychological basis of this desire. In psychoanalytic writings, motivation for
parenthood was discussed in relation to innate, biological, and unlearned drives.
Since females and males experience different processes during psychosexual
development, according to theory the reason behind the desire for having children
can differ across genders (Michaels, 1988). It was proposed that women had inborn

need to breed which was called “maternal instinct” (Benedek, 1959; Deutsch, 1944;



1945). According to Freud, not only the biological dispositions but also the natural
psychic needs of women had an effect on their desire for having children (Rowan,
n.d.). For instance, Freud (1914) stated that women are more narcissistic than men
and through having children they reflect their self-love towards the baby. Children
provide “revival and reproduction of their own narcissism” (p. 91). Moreover, he
proposed that the basis of women’s desire for having children was also relevant
with their oedipal attachment to father (Freud, 1914). For Freud (1965) before the
phallic stage, when girls are playing with the dolls, they identify themselves with
their mother and the doll represents themselves. However, in the phallic stage, when
their wish for a penis emerges, girls begin to fantasize about having a baby from
their father. In this stage the doll symbolizes “the baby from the father” and having
children in the future becomes a substitution for paternal phallus (Freud, 1965). In
other words, “penis envy” and women’s desire for a penis is symbolically
equivalent with their wish for a baby, especially for a son (Deutsch, 1945). The
theory suggested that having a son could serve as a penis substitution for women.
After the birth of son, “a mother is only brought unlimited satisfaction by her
relation to a son; this is altogether the most perfect, freest from ambivalence of all
human relationships.” (Freud, 1965, p.133). For this reason, according to theory
because of their penis envy women give greater importance to male children.
Therefore, from the psychoanalytic point of view, unconscious motives induce the
desire for having children, and women could achieve a great fulfillment when their
intrinsic childhood desire becomes concrete by bearing a (male) child (Markovic,

2000).

With the emergence of ego psychology, the focus of psychoanalytic explanation on
parenthood motivation changed from instinctual gratification to identification
processes. According to ego psychology, one’s wish for a child is related with his or
her internalization of the caretaking behaviors of the parents. This identification

process was explained with the individuals’ desire to recreate the past relationship



they had with their mother. In their relationship with the baby, they could replicate
the previous behaviors of their mothers (see Michaels, 1988). However, this view
was not approved by all ego psychologists. Erikson (1963), for instance, believed
that the desire for children is related with the individuals’ altruistic desire to make
something for the next generation. Erikson (1963) presented his ideas on
individuals’ need for productivity and creativity including having children, on
generativity versus stagnation stage of psychosocial development. In other words,
he suggested that when adults establish a truly intimate relationship and solve the
intimacy versus isolation crisis, instead of putting themselves first, they become
psychologically adequate for facing the more compelling responsibilities of caring
for society and next generations. The theory stated that as children need grown-ups,
the adults also depend on children; they need to be needed and they concentrate on
building and guiding the next generations which motivate them for parenthood.
Nevertheless, if they are restrained from such an enrichment, they feel pervasive
stagnation and personal impoverishment. For this reason, according to Erikson
(1963) the generativity stage is essential and successful resolution of this crisis

reveals the enrichment of psychosexual and psychosocial development of a person.

Contrary to the altruistic view of Erikson, other ego psychologists presented that the
desire for children is essentially a narcissistic need (Michaels, 1988). For Fleugel
(1947), for instance, the child symbolizes the extension of the ego or the self which
extends to the future even after the individual’s death. In parallel with this
narcissistic based explanation, the children’s function of the continuity of parents
(even after their deaths) was discussed through terror management theory (TMT) in
later years. The theory was inspired by existential, psychodynamic, and
evolutionary perspectives and it explained the wunderlying psychological
mechanisms of individuals’ death related anxiety (Arndt & Vess, 2008). TMT was
rooted in the ideas of Becker (1973) who proposed that when people became aware

of their mortality, they would experience an overwhelming anxiety due to their



fundamental desire for existence. According to TMT, being aware of mortality
leads people to experience terror and existential anxiety. In order to escape from
this anxiety and to protect themselves cognitively from the idea of mortality,
individuals use anxiety-buffering mechanisms which are more persistent than
physical existence, provide sense of meaning and symbolic immortality, have self-
preservation function, and in this way, decrease individuals’ existential anxiety
(Solomon, Greenberg, & Pyszczynski, 1991). From this perspective, the desire for
having children had an anxiety-buffering function because it was strongly
associated with people’s desire to leave “something” behind by providing a sense of
literal and symbolic immortality, increasing the individuals’ self-worth and
suppressing their death related anxiety (Fritsche et al., 2007, Wisman &
Goldenberg, 2005; Yaakobi, Mikulincer, & Shaver, 2014). Relevantly, it was
presented that after mortality salience, the number of intended children (Wisman &
Goldenberg, 2005), the desire for having offspring and child-related thoughts
(Fritsche et al., 2007) increases. In addition to this, studies about TMT revealed
that, as expected, in the case of infertility, the accessibility of death thoughts is
highly common (Yaakobi et al., 2014), but if people already have children, their
existential anxiety was eliminated by means of obtaining life satisfaction and well-
being from their children (Fritsche et al., 2007). This revealed that the availability
of having other means in life can influence the person’s attitude toward existential
anxiety and reduce the desire for having children. About this notion, Wisman and
Goldenberg (2005) also revealed that compared to men, women’s desire for having
children is inhibited by their strong career strivings and negative beliefs that
motherhood would damage their career. That was associated with the fact that both
reproduction and career strivings had an important place in women’s cultural world
view. If women achieve meaning from their careers this would inhibit their desire
for children, because compared to fathers having children is more threatening for

the career opportunities of mothers (Wisman & Goldenberg, 2005). This argument



supported the notion that having children is perceived as the responsibility of

mother, which was also criticized by feminist perspective.

Motherhood and procreation were two of the core topics of the feminist movement
and supporters of this movement had negative views toward motivation for
motherhood (Gerson, 1984). Contrary to the advocates of instinctual perspective,
feminist theoreticians proposed that the desire for having children is not an innate
drive, it occurs as a result of social pressure. For instance, Corea (1985), Hamner
(1984), and Rowland (1984) stressed that women’s decision on reproduction and
motherhood is enforced by dominant patriarchal social rules (as cited in Van Balen
& Trimbos-Kemper, 1995). They were also against the idea that motherhood is a
vocation of women (Abbott, Wallace, & Tyler, 2005). For this reason, pro-feminists
thought that to get through the subordination of women and to gain equality with
men, rejecting motherhood is a pre-requisite for women. Moreover, they argued
against the common belief that motherhood is natural, because through this view
motherhood is accepted as the “natural” responsibility of women and women are
exploited as child bearer and baby sitter. In addition, this common belief disregards
the difference between biological (i.e., bearing) and social (i.e., rearing)
motherhood. As the advocates of feminist theory argued, these two types of
motherhood include different roles and responsibilities. However, if the distinctions
between biological and social motherhood are overlooked and the responsibilities of
social motherhood are normalized as mother’s duty, this situation signifies the
exploitation of women via denying that motherhood is also a work (see Neyer &
Bernardi, 2011 for review). Apart from this, feminist theoreticians also criticized
the application of assisted reproductive techniques (ART) for conception. For
instance, Franklin (1995) stated that ART ruins and displaces the nature of
reproduction, makes women inferior across reproductive techniques. Furthermore,
some feminists believed that improvements in ART also put pressure on women. As

Hartouni (1997) presented, through ART the reproductive freedom of women is

10



ignored, the women are seen as a nurturing machine; regardless of their health, age,
and course of life, it is assumed that every woman has a wish for having children.
Therefore, feminist perspective argued against the common assumption that every
woman wants to have children and motherhood is the job of women, not of men.
This argument is also highly relevant with the notion of parental investment theory
(Trivers, 1972), which stressed that compared to men, women invest more for the

survival of their children.

As an extension of evolutionary psychology, parental investment theory (Trivers,
1972) suggested that men and women differ in terms of their time, effort and
resource investment for mating versus parenting. Although both males and females
have similar reproductive goals, paternal investment is less than maternal
investment for the survival of the offspring. Beginning from the fertilization, the
babies’ basic needs are provided by their mother, and in all cultures, compared to
fathers, mothers spend more time for caring their children (see Geary, 1998). While
planning for having children, people consider these costs and benefits for
themselves and for the infants under the conditions of social and cultural
environment (Mace, 2014). This reveals that financial costs and benefits of children
are important determinants of the decision for having children. This notion was
approved by Darwinian based evolutionary psychologist Westermarck (1894), and
MacDonald (1999) also proposed that to improve their economic success and social
status people have a tendency to delay marriage and decrease their fertility rate.
Therefore, the views on evolutionary psychology presented that environmental
conditions and social norms have an influence on the fertility decision of human
beings. Childless people think the costs and benefits of having children and try to
repeat the rewarding experiences of people having children (Rotkirch, 2008).

The costs and benefits of having children were also taken into account in the “Value

of Children (VOC)” model of Hoffman and Hoffman (1973), who conducted the
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first cross-cultural comparisons related to fertility decision. They proposed that
people had some underlying psychological needs for having children which were
influenced by cultural, social and economic factors. In other words, according to
this approach, parents attribute three types of values to children, namely,
utilitarian/economic, psychological, and social values, and on their decision about
having children they consider the importance of these values for themselves. In the
VOC model, Hoffman and Hoffman (1973) offered nine basic values representing
the functions provided by children for the fulfillment of parental needs. These
values were presented as follows: (1) Adult status and social identity represents the
fulfillment of being recognized as a responsible and mature adult; (2) Expansion of
the self represents continuity after death and adding meaning to life with the
experiences; (3) Moral values represent moral involvement and making moral
contribution to society; (4) Primary group ties and affection represents giving and
obtaining affection and intimacy from children; (5) Stimulation and fun represents
the children’s contribution for interests; (6) Achievement and creativity represents
fulfilling the feelings of accomplishment, achievement and creativity via
childrearing; (7) Power and influence represent having power over another person;
(8) Social comparison represents getting prestige and competition chance over
others through having children; and (9) Economic utility, represents gaining
economic advantage from children. In addition to these value categories, it was
suggested that people consider costs, benefits, and obstacles (e.g., health problems)
of having children, and for individuals who had fewer “alternatives sources” to
satisfy a particular need as listed above, having a child would represent a greater
value. According to Hoffman and Hoffman (1973), these aspects were crucial
determinants of fertility behavior and decision about having children. Since the
model took into account the cross-cultural, social, economic and psychological
factors while explaining the value of children for the parents, it had an important

place in the literature about motivation for having children. Moreover, related to
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these aspects, a number of studies (e.g., Kagitcibasi, 1982; Kagitcibasi & Ataca,
2005) were conducted within the framework of VOC model that will be mentioned

in the next part.

Therefore, in the light of abovementioned theoretical views, it was apparent that the
couples’ motives for parenthood have some underlying bases which are influenced
by psychological, social and economic factors, and they affect the individuals’
attitude towards childbearing in a positive or negative way. As Kagitcibasi (1982)
stated, understanding the parents’ perceived value of having children provides
foresight about the reasons behind their fertility related behaviors and how the
parents would interact with their children in future. For this reason, the effects of
these variables on desire for having children should be considered to understand the

motivational bases of the fertility-related behaviors.
2.1.2. Parenthood Motivation with Economic, Social and Psychological Aspects

The desire for having children is a natural and universal condition, when people
wish to touch, smell and carry their own baby because of their strong desire; and
this means that their “biological clock” is ringing and they may feel “baby fever”
(Rotkirch, 2008). As it was presented with numerous studies, in contemporary
developed countries, when people want to carry out their wish to have children,
they take the economic, social and psychological issues about this serious decision
into account (Hoffman & Hoffman, 1973; Kagitcibasi, 1982; Kagitcibasi & Ataca,
2005). It is important to note that although these three factors are stated as separate
dimensions, they are interrelated and decision to have children occur as a result of
their combinations (Bigner, 2010). Additionally, these dimensions were the
“salient” motives for the parents, however, people may have so many invisible

reasons of having children (Kagitcibasi & Ataca, 2005).
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2.1.2.1. Economic Aspects of Having Children

Economic aspects of having children are among the most influential determinants of
couples’ timing of childbearing (Tough, Tofflemire, Benzies, Fraser-Lee, &
Newburn-Cook, 2007). On their decision about having children, in terms of
economic aspects, people consider both costs and benefits of having children for
themselves. Economic/utilitarian values of having children stand for the material
benefits provided by the children, both in the childhood and adulthood period. For
parents, children can provide security in their old ages, support for household
chores, and may lessen the income-tax (Hoffman, Thornton, & Manis, 1978).
According to Hoffman et al. (1978) economic benefits provided by children were
associated with high fertility desires (i.e., number of children) and for people whose
economic resources were limited, the materialistic value of children was more
crucial. However, in industrialized and urban regions of United States, in which
social security system was sponsored by government, economic utility of children
was less likely to be considered by the parents (Hoffman et al., 1978). In parallel to
this, in terms of economic values of having children, Kagitcibasi (1982) emphasized
that the utilitarian and economic values of having children were more common in
rural and less developed regions where economic resources and social welfare
institutions (e.g., social security systems, unemployment insurance, free health care,
nursing homes) are limited, and economic necessities were mostly provided by the
families or adult-age children. Moreover, it was presented that people who give
greater importance to the economic/utilitarian benefits of children, have a tendency
to reveal greater son preference. This is because of the fact that in patriarchal family
systems a son can be seen as having responsibility for their elderly parents’
economic necessities and provide old age security function of them (Kagitcibasi,

1982; Kagitcibasi & Ataca, 2005).
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Although in the past children were seen as economic assets that contribute to the
family budget and provide assurance for the parents’ old ages, this notion has
changed within the last 30-year time span. Instead of materialistic value of children,
children have begun to be seen as an economic burden, and the symbolic meaning
of having children has increased its significance (Nock, 1987). In recent studies it
was also confirmed that economic utility of children has decreased in importance in
Western countries (Bigner, 2010) and also in Turkey (Kagitcibasi & Ataca, 2005).
In Turkey, in the last decade, through socioeconomic development and increased
level of education, the psychological value of -children increased while
utilitarian/economic values decreased. Also, the daughter preference took the place
of son preference which decreased from 75% to 41.1% from the years 1975 to 2003
(Kagitcibasi & Ataca, 2005). However, the results from the rural areas of Turkey
have indicated that male children preference is still valid in these regions, which
highlighted the old age security value (i.e., economic value) of having children
(Boyacioglu & Tiirkmen, 2008). According to Kagit¢ibasi (2007) rural traditional
cultures, which were characterized by collectivism, give importance to economic
and old age security value of children, and thus, in these societies male children

preference, high fertility rates, and lower female status were highly common.

Despite the fact that there are economic benefits of having children, in recent years,
this approach to having children has altered. Economically, children have become a
source of liability for the parents, and for this reason the couples may delay
childbearing until they prepare themselves financially (Bigner, 2010; Van Balen,
Verdurmen, & Ketting, 1997). In the report of United States Department of
Agriculture for expenditures on children by families, it was presented that the total
costs required for a child who was born in 2015 and reaches age 17 in 2032 was
estimated as $284,570 for a middle-income family with two children (Lino,
Kuczynski, Rodriguez, & Schap, 2017). In Turkey, when the educational and other

expenses were taken into consideration, it was presented that the middle-income
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families would spend approximately 560.000 Turkish Liras, until their children
graduated from the university (ICCPA, 2013). Apart from the expenditures, having
a child can be seen as a reason of potential loss of family income, because many
women do not want to return to work to give full-time parental supervision up to

their children attend kindergarten (Bigner, 2010).

Therefore, while making a decision about having children, couples think about
these economic benefits and costs of having children. From these results it can be
understood that economic values of having children was decreasing in importance
and today the couples’ fertility decision may be negatively affected from the
financial costs of having children. However, as mentioned before, the parents’
views on economic utility of having children can still be different depending on the
social environment where people live in. For this reason, understanding the social

aspects of having children is also essential.
2.1.2.2. Social and Structural Aspects of Having Children

In contemporary developed countries, environmental conditions and social norms
can also influence the fertility decisions of human beings (Rotkirch, 2008). The
social factors such as employment status, level of education, family size norms, and
ethnic membership are crucial determinants of the couples’ fertility decision
(Bigner, 2010). The social environment where people grow up and live in, shape the
individuals’ views on parenthood before they have children (Razina, 2014). Having
children, for example, is observed among the most important aspects of marriage
(Wu & Macneill, 2002), and in addition to social environment, as the smallest
social unit the couples’ own parents (Bigner, 2010; Cassidy & Sintrovani, 2008;
Olafsdottir, Wikland, & Mbdller, 2011) and also friends (Olafsdottir et al., 2011) can

put a pressure on their fertility decision.
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In order to gain approval from society, people try to correspond the societal
expectations related to reproductive behavior such as childbearing at the right age,
number of children, having children for improving relationship, and proving
femininity through motherhood which can also differentiate depending on the
cultural background (see Yakupova & Zakharova, 2014). For instance, as
mentioned in the previous part, social structure of societies, that is individualism
and collectivism, can affect the person’s perspectives on value of having children
(Kagitgibasi, 2007). Collectivist and traditional cultures pay greater value to
marriage, motherhood (Boyacioglu & Tiirkmen, 2008), continuity of the family
line, and having a son (Kagit¢ibasi, 1982; Kagitcibasi & Ataca, 2005). For them
“having children” means that having male children (Boyacioglu & Tiirkmen, 2008).
However, in urban, industrialized and individualistic cultures, since people have
intergenerational and intra-generational independence, they focus on psychological
value of having children, they have lower son preference and lower fertility rates
(Kagitgibas, 2007). As a cultural aspect, Razina (2014) investigated how
individuals’ religious affiliation may affect their ideas on motherhood and
childbearing. It was revealed that compared to Christian women, Muslims had more
positive images for future children, desired their first children in earlier ages, and
idealized higher number of children. Likewise, having children was found as more
noteworthy for Eastern cultures (Stobel-Richter, Beutel, Finck, & Brihler, 2005)
and in many Western developed countries women might delay their desire for
having children to their middle thirties due to educational, professional, or

economic reasons (Van Balen et al., 1997).

A person’s level of education, family income, and professional status can also have
an impact on their decision for having children and may lead them to postpone their
child decision until they feel prepared. In other words, people who desire to have
children at later ages mostly have higher levels of economical, educational, and

professional status (Van Balen et al., 1997). In recent years, women have strong
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desire to achieve independence and social and economic equality with men, which
encourage them to increase their level of education and labor force attendance. As a
result, they delay motherhood until their thirties with the confidence of medical
developments for reproduction (Wu & Macneill, 2002). It was also proved from the
studies of various countries that due to their educational and career goals numerous
women have a tendency to delay motherhood (e.g., Martin, 2000; Monstad, Proper,
& Salvanes, 2008). They postpone motherhood until they complete their studies,
and after they achieve their educational goals, they focus on the fulfillment of the
desire for having children. However, if the women were employed and career-
minded, they may decide to pursue their career goals instead of having children
after age 30 (Wu & Macneill, 2002). As Gerson (1985) presented for career-minded
women, the possibility of missing the career opportunities and changes in their
social role from career women to mother might be seen as the costs of having
children (as cited in Dingle, 2002). For this reason, women with higher level of
education tend to have fewer children if they are employed (Bigner, 2010; Wu &
Macneill, 2002). Relevantly, since highly educated women would have greater
financial resources and alternative means to improve their self-esteem, motherhood
would be less important for them (Mcquillan, Greil, Shreffler, & Tichenor, 2008).
Their motivations for career development and personal autonomy can lead them to

postpone the decision for having children to their thirties (Wu & Macneill, 2002).

As mentioned before, in terms of economic, educational and professional reasons
people delay their desire for having children. In many studies it was observed that
recently the rising percentage of women have delayed their first birth to ages close
to forties (Billari, Kohler, Andersson, & Lundstorm, 2007; Prioux, 2005). However,
it is important to note that age is also an important determinant of childbearing. In
terms of biological reasons, as revealed in the study of Dunson, Colombo, and
Baird (2002), beginning from the late 20s fertility of women was decreasing and at

the late 30s an excessive decline became obvious. To exemplify, compared to the
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ages of 35-39 years, the pregnancy rate of women is twice as high between the ages
of 19-26 years. Although for men the age is less influential, after the age of 35 their
fertility is decreasing, too (Dunson et al., 2002). After mid-thirties the probability of
women’s fertility is suddenly decreasing and infertility problems come on the scene
(Van Balen et al., 1997). For this reason, when people are getting older, they feel
like they are competing against time to fulfill their wish for having children

(Olafsdottir et al., 2011).

Mynarska (2010) stated that the childless women feel time pressure for having
children and perceive the age 30 as the deadline for childbearing. The women
believed that the age of 30 is a “biologically optimal age for having children”, as
they get older their “energy and patience for children” decreases, and older parents
might have “worse relationship with their children” (p.362). This revealed that in
addition to biological reasons, social factors can also limit the age of fertility
(Billari et al., 2007; Billari et al., 2011; Prioux, 2005). Social expectations related to
age deadline for fertility also put pressure on couples; for women these age related
rules are more rigid and they are more strongly influenced by these expectations
(Billari et al., 2011; Mynarska, 2010). For instance, in European countries it was
depicted that in terms of social limitations women and men should not have
children after age of 40 and 45, respectively (Billari et al., 2011). Moreover, as
previously mentioned, as a result of social expectations compared to Christian
cultures, Muslim women tend to have children at earlier ages (Razina, 2014), which
also reveals that the women’s ideas on having children at certain age are also
shaped through socially and culturally prescribed norms and rules (Mynarska,

2010).

As can be seen from the age related expectations, compared to men, society puts
more pressure on women in terms of having children. In other words, social and

cultural environment stress women to become mother (Russo, 1976), and

19



motherhood is accepted as a necessity of being a woman (Ussher, 1989). Although
this is not valid for men, women identify themselves through being a mother
(Glover, McLellan, & Weaver, 2009). This might be due of the fact that as a social
construct motherhood is an essential part of feminine gender identity (Gillespie,
2003). Especially in conservative cultures, which were dominated by patriarchy,
childbearing is accepted as a natural duty of women. Since becoming a mother
seems natural and normative, in the case of childlessness women may feel
inadequate and they may be criticized for being abnormal (Choi, Henshaw, Baker,
& Tree, 2005). For instance, in eastern part of Turkey women are expected to be
submissive, respect their husband, have children soon after marriage, and be a good
mother. If they are childless, they feel “worthless”, unfulfilled, and they are afraid
that their husbands would bring a second-wife into home (Boyacioglu & Tiirkmen,
2008). As Kagitcibasi (1981) mentioned, women in Turkey believed that having
children would cause them to become closer to their spouse and increase their
husbands’ commitment to family. Thus, it seems that compared to men, having
children is more important for women (Stobel-Richter et al., 2005), due to gender

roles in society.

Therefore, based on aforementioned aspects of having children, it was observed that
social environment and culture have great influence on individuals' decision and
timing of having children. Especially in traditional cultures, feminine gender
identity was associated with motherhood, and in addition to physiological
limitations, because of age women are forced by society to have children soon after
marriage. However, through the increase in industrialization, women also have a
desire to achieve social and economic independence and have begun to focus on
their education and career, which led them to delay childbearing decision. Apart
from these external sources (i.e., economic and social aspects), it is important to
note that as an internal motivation, psychological factors also significantly influence

the person's idea of having children, which was highlighted by Kagitcibasi and

20



Ataca (2005) that the psychological value of children has been increasing in recent

years.
2.1.2.3. Psychological Aspects of Having Children

In addition to economic and social determinants of having children, individuals may
have strong psychological bases that motivate them for having children.
Psychologically based motivations for becoming a parent can predict the person’s
child-rearing practices; they include different personal reasons which can be
affected by individuals’ “family of origin, social class or ethnic group”, and they are
formed long before the person has children (Bigner, 2010, p.105). As mentioned in
the part of theoretical perspectives, individuals have different psychological
motivations for having children including gratification of instinctual desires
(Benedek, 1958; Deutsch, 1944, 1945), identification with their own parents
(Michaels, 1988), altruistic wish for making something for the next generations
(Erikson, 1963), and providing continuity even after death (Fritsche et al., 2007;
Wisman & Goldenberg, 2005). In addition to them, numerous explanations were
proposed in relation to psychological aspects of having children. For instance,
according to Burnell and Norfleet (1986) the couples want to have children to make
life richer, create a new person with the beloved one, fulfill their marriage, have
someone to share things, enjoy with children, experience the raising of a child,
achieve the life’s greatest accomplishment through parenthood, give birth to
someone who loves them, feel as a real woman/man, and provide the continuation
of life (Burnell & Norfleet, 1986). These psychological aspects can be categorized
as conscious and unconscious motivations for having children, as Papaligoura,

Papadatou, and Bellali (2012) presented in their qualitative study.

According to Papaligoura et al. (2012) people have both conscious and unconscious
motivations for having children. On the one hand, -on the conscious level- women

have desire to achieve social status, acceptance and recognition, and to have
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satisfying relationship with their partner. On the other hand, they implicitly desire
children to reveal their fertility through pregnancy, repair the guilt of previous
abortions, and become like their own mothers (Papaligoura et al., 2012). Conscious
desires do also correspond to the instrumental aspects of having children.
Instrumental motives refer to the personal needs provided by parenthood including
the couples’ expectations that children would enhance family relations (e.g.,
Gormly, Gormly, & Weiss, 1987; Yakupova & Zakharova, 2014), improve marital
life, compensate their unsuccessful childhood experiences (since it is believed that
children would not make their mistake), and please their own parents via satisfying
their desire for becoming grandparent (Bigner, 2010). On the unconscious level,
individuals might have fatalistic (i.e., continuity of their family), altruistic (i.e.,
having affection for children) or narcissistic (i.e., children reveal the goodness of
person) motivations (Bigner, 2010). In addition, as previously highlighted in the
part of theoretical perspectives, and also, as Papaligoura and colleagues (2012)
confirmed, identification with their own mothers has an important place in women’s
desire for having children. That also reveals the importance of having basic trusting
relationship in human life, since the person’s perceived happiness in early family
life experiences and memories related to parental nurturance are positively

associated with the intensity of their parenthood motivations (Gerson, 1983).

Apart from these conscious and unconscious bases, parenthood is also an
emotionally rewarding experience and people idealize the joys of having children
despite its economic and social burdens for themselves (Eibach & Mock, 2011).
Among the dimensions of parenthood motivation, psychological basis “reflects the
value of a child himself” and indicates how much the parents give importance to
emotional bonding with children (Yakupova & Zakharova, 2014, p. 113). For this
reason, before having children women feel unfulfilled and empty, they perceive
baby as a gift and think that having children would evoke positive emotions such as

love, joy, and laugh (Hoffman & Hoffman, 1973; Montgomery et al., 2010).
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According to Hoffman and Hoffman (1973), psychological values of children which
refer to the fulfillment provided by having children such as joy, pride, love and
companionship, have a crucial role on people’s wanting for children. Moreover,
among Hoffman and Hoffman’s (1973) nine value categories of having children,
the values of primary group ties and affection and stimulation and fun, which were
highly relevant to psychological needs provided by children, were identified as the
most commonly expressed aspects of having children in United States (Hoffman et
al., 1978) and also in Turkey (Kagitcibasi, 1981). In addition, in terms of
psychological values of children, the results from international VOC study indicated
that in Turkey, these values influence the couples’ views on having children
especially in urban and developed regions where children are not seen as economic
assets (Kagitgibasi, 2007). This might be explained by the finding that, across three
decades, the importance of psychological values has been increasing in Turkey like
other contemporary developed countries. It was revealed that compared to 1975, in
2003 although economic/utilitarian values became the least important predictor, the
psychological values of children were found as the most important factor for desire

of having children (Kagitcibasi & Ataca, 2005).

All in all, although in contemporary world the psychological values of children are
seen as having a crucial role, the desire and decision to have children is a complex
and multidimensional issue where the couples consider the aforementioned
economic, social and psychological aspects of having children. As Stobel-Richter
and friends (2005) defined, on the one hand people consider the emotional
satisfaction (e.g., the feeling of having a real home with children, the fondness for
children) and social reputation of having children; on the other hand, they are
concerned about the financial limitations and personal handicaps of having children
that have become an obstacle especially in individualized societies. In their decision
making process, people try to make a balance between these contradictory

situations. It seems that for voluntarily childless women, especially who have
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higher education, the costs of having children outweigh and this may turn into an
involuntary childlessness within time (Stobel-Richter et al., 2005). After getting the
bad news of infertility, they reconsider their life goals and the meaning of children
for themselves and for their relationship (Glover et al., 2009). In this regard,

understanding the parenthood motivations of this special group seems essential.
2.1.3. Parenthood Motivations of Natural and ART-Mothers

Until the couples realize their biological limitations and face with infertility, the
modern birth control techniques mislead them to think that their reproduction is
under control and they can conceive whenever they want to (Glover et al., 2009;
Papaligoura et al., 2012; Olafsdottir et al., 2011). Based on this assumption, as
previously mentioned, people focus on their personal development, postpone their
desire for having children and unintentionally may jeopardize their possibility of
natural conception (Olafsdottir et al., 2011; Stobel-Richter et al., 2005) and may
cause infertility problems as a result of increasing age (Billari et al., 2007; Van
Balen et al., 1997). When their age reaches the biological limits for having children,
the women recognize their desire for motherhood and notice that fulfillment of this

desire might not be possible for them (Papaligoura et al., 2012).

In the case of infertility, although some couples stop treatment after experiencing
negative trials and treatment failures, many couples still continue to stay strongly
motivated for having children. Despite being a source of stress for the patients,
women’s motivational factors for having children should also be taken into
consideration to understand the fertility behavior in regard to infertility
(Langdridge, Connolly, & Sheeran, 2000). Compared to natural conception,
conceiving via treatment is a long and difficult process; therefore, being a parent via
ART may have some unique characteristics (Colpin et al., 1998). As Rotkirch
(2008) presented, having children after planned time could be disappointing and

may lead to some pathological consequences like depression and false pregnancies.
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Moreover, people may feel deep sorrow due to previous unsuccessful trials and
have intense feelings of longing for a baby, increased parenthood motivation
(Rotkirch et al., 2011) and idealization of parenthood (Hammarberg, Fisher, &
Wynter, 2008; Smorti & Smorti, 2012). Apart from this, compared to fertile
population, involuntarily childless couples could explicitly reflect their motivation
about having children as a result of their preoccupation about the topic (Van Balen
& Trimbos-Kemper, 1995). For this reason, to understand their motivational bases
and investigate their differences from the motivational bases of fertile couples,
many parenthood motivational scales were developed (e.g., PMS; Cassidy &
Sintrovani, 2008; The List of 24 Reasons for Wanting to Have a Child; Langdridge
et al., 2000; Parenthood Motivation List; Van Balen & Trimbos-Kemper, 1995) and
infertile couples were compared with their fertile counterparts in terms of

motivational dimensions (e.g., Cassidy & Sintrovani, 2008).

Among these assessment tools, Van Balen and Trimbos-Kemper (1995) developed
Parenthood Motivation List (PML) including six subscales, namely happiness (i.e.,
feelings of affection and happiness in the relationship with children), well-being
(i.e., positive influences of children on the family), identity (i.e., achieving
adulthood and identity- strengthening through having children), motherhood (i.e.,
feeling of life-fulfillment through parenthood), continuity (i.e., living through
children even after death), and social control (i.e., the implicit or explicit social
pressure for childbearing); and they explored the infertile couples’ parenthood
motivations. They found that “happiness” was the most frequently mentioned
motivation for both men and women. However, the intensity of the desire for
having children was greater for involuntarily childless women than men. Also, the
women’s motivation was strongly associated with motherhood, identity and well-
being motives, which were also correlated with high femininity scores. The
researchers found this result very consistent with the previous finding of Van Balen

and Trimbos-Kemper (1993), in which the infertile women felt as “fail to be a
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woman” because of their infertility. Similar results related to gender identity of
women were also obtained in the retrospective study of Colpin and colleagues
(1998). By using the same measure developed by Van Balen and Trimbos-Kemper
(1995), they found that ART-mothers had significantly higher motivations in terms
of identity and motherhood dimensions. According to researchers, these results
could have two reasons. First, “motherhood and identity, motives referring to
gender roles, are more important for ART-mothers than for naturally conceiving
mothers” even before they realize their fertility problem. That may lead them to be
urgent about the treatment process or might be the reason behind their unexplained
infertility. Second, since reproductive ability is associated with gender identity,
undergoing treatment due to their infertility might negatively affect ART-mothers’
femininity (Colpin et al., 1998, pp. 24-25). Although for having children men were
mostly motivated by the need for marital completion, having children means the
fulfillment of “gender-role requirement” for infertile women (Newton, Hearn,
Yuzpe, & Houle, 1992). Therefore, it seems that for infertile women having
children is critical for feeling like a “real woman” (Colpin et al., 1998), especially

in collectivist cultures (Cassidy & Sintrovani, 2008).

Studies from different cultures revealed that attitudes towards infertility and
involuntary childlessness took shape as a consequence of interaction between
religious beliefs and gender stereotypes which seem to display differences across
cultures (Cassidy & Sintrovani, 2008). For instance, in South India women are
responsible from the continuity and well-being of the matrilineal inheritance
through fertility. If it is violated, they are blamed for negatively affecting all the
members of lineage (Neff, 1994). In Iran, early marriages and having children soon
are the social expectations from women (Baluch, Al-Shawaf, & Craft, 1992). In
eastern Turkey childless women feel “worthless” and unfulfilled, and they are
afraid that their husbands would bring a second-wife into home (Boyacioglu &

Tiirkmen, 2008). Although these negative attitudes towards infertile women seem
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peculiar to Eastern cultures and in Western cultures having children is a free choice
on the surface level, within the same culture, even in America, childless women

could be labeled as abnormal and less than “real women” (Greil, 1991).

According to Cassidy and Sintrovani (2008), individualistic and collectivistic views
of the cultures could explain these differences. They found that in collectivist
cultures childless women feel greater pressure for having children. In their study,
Cassidy and Sintrovani (2008) stated that compared to English ART-group, Greek
ART-group revealed significantly higher scores for all the dimensions of PMS,
namely, continuity, nurturance, relationship, identity, social pressure, and
materialism. In addition, Greek ART-sample had significantly higher scores on
identity, social pressure, and materialism dimensions in comparison to English
fertile women. According to the researchers, the reason behind these differences
might be due to individualism of British culture where nuclear families are more
independent from the extended family networks. In the study, Greek ART women’s
over concern about identity, social pressure, and materialism were associated with
their strong affiliation with extended family network, which might be the reason
why they were connecting the idea of child-rearing with femininity in their mind
and feeling excessive social pressure (Cassidy & Sintrovani, 2008). From these
findings it can be concluded that especially in collectivist cultures for infertile
women the desire for having children is strongly associated with their concern
about gender identity. In addition, depending on the gender role expectations of
society, in these cultures, infertile women may feel greater social pressure on
themselves in terms of involuntary childlessness. Their friends (Olafsdottir et al.,
2011) and parents (Cassidy et al., 2008; Olafsdottir et al., 2011) might become
sources of social pressure for them and fulfillment of social expectations is among
the motives that have greater importance (Newton et al., 1992). They feel

responsible for the social expectations about having children, and in addition to
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infertility, the society also increases their motivation (Dyer, Mokoena, Maritz, &

Van der Spuy, 2008).

Relevant with the feeling of social pressure, there is a common belief that having
children would be good for spousal relationship. The couples with infertility
problems thought that having children would make their marriage even better
(Cassidy and Sintrovani, 2008; Van Balen & Trimbos-Kemper, 1995; Newton et al.,
1992). Without children individuals do not accept themselves as a family
(Langdridge et al., 2000). For this reason, after achieving stability in terms of their
social conditions (i.e., finished education, satisfactory employment) and finding the
right spouse, the couples begin to focus on establishing a whole family and feel
prepared for having children (Olafsdottir et al., 2011). The importance of this
motivation was common for both fertile and infertile groups (Langdridge et al.,
2000). Enhancing family ties is among the highly mentioned benefits of having
children (Gormly et al., 1987) and maybe due to its internal basis, this motivation

does not put a significant pressure on infertile women.

It is important to note that although as an external source of motivation, the
intensity of social demands dominate the infertile women’s desire for having
children, they are also strongly influenced by internal motivational bases (Cassidy
& Sintrovani, 2008). In addition to becoming a “complete” family, the couples are
motivated by the need to give and receive love, enjoy with children (Langdridge et
al., 2000), and achieve continuity, well-being and happiness (Colpin et al., 1998).
Studies revealed that among these emotional bases infertile women placed great
emphasis on happiness motive but the least emphasis on continuity motive (Dyer et
al., 2008; Van Balen & Trimbos-Kemper, 1995); “happiness” was the strongest
motivation for both men and women (Van Balen & Trimbos-Kemper, 1995). It is
important to note that in contrast to the previously mentioned studies from

traditional cultures, in the literature many studies from the Western industrialized
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countries indicated that these aforementioned internal motivations have become
prominent and social control was among the least frequent motivations of desire to
have children (Colpin et al., 1998; Langdridge et al., 2000; Van Balen & Trimbos-
Kemper, 1995). According to Colpin and colleagues (1998) ART-mothers’
increased feelings of social pressure might be due to their increased age, not their
conception type. However, Langdridge et al. (2000) mentioned that although having
children is a positive life event having strong internal bases, it still has social
importance. Nonetheless, to make a good impression and conceal that their
decisions were affected by others, in research studies the participants could have a
tendency to give lower scores to socially based motivations for having children
(Langdridge et al., 2000). Related to these findings, Dyer and colleagues (2008)
presented another view by indicating that the differences between the significance
of internal and external factors might be associated with industrialized and
traditional structure of the country where a person lives. Namely, for them, in
industrialized countries instead of social reasons for having children, the internal
motivations of happiness and personal fulfillment were common, and they were
equally important for both women and men (Dyer et al., 2008). These results also
highlighted the importance of considering the societal and cultural differences while

comparing the parenthood motivational bases of fertile and infertile couples.

Therefore, in the light of abovementioned information, it can be seen that women
undergoing assisted reproductive treatment feel greater influence of the
motivational factors of femininity and social pressure that were highly shaped
through the impacts of cultural and social environment. Although emotional aspects
and internal motivations for having children were also important to them, it seems
that the effects of external factors significantly differentiate them from the fertile

group in terms of parenthood motivational dimensions.
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2.2. The Aims and Hypotheses

Based on these results it can be concluded that economic, social and psychological
aspects of having children can influence individuals’ motivations for parenthood,
and for infertile couples, especially for women, desire for having children might
have unique features. For this reason, first of all, this study aimed to conduct
Turkish adaptation of the Parenthood Motivation Scale (PMS; Cassidy &
Sintrovani, 2008) including six factors (i.e., continuity, nurturance, relationship,
identity, social pressure, and materialism). Through this aim, the scale’s factor
structure and psychometric characteristics were examined in a Turkish sample. In
this respect, it was hypothesized that the Turkish version of the scale would confirm
these six-factor structure and reveal good internal consistency. As the second aim of
the present study, the parenthood motivation of fertile and infertile pregnant women
was compared in terms of the dimensions of PMS. In that respect, it was
hypothesized that after controlling the effects of the participants’ age, level of
education, income, place of living, duration of marriage, marital satisfaction and
duration of desire to have a children on parenthood motivation; first, the women
who were impregnated via ART would have significantly higher levels of
parenthood motivation, and second, they would significantly differentiate from the
fertile pregnant women in terms of identity and social pressure dimensions of PMS,

as it was previously depicted in collectivist cultures.
2.3. Method
2.3.1. Participants

This study consisted of 457 pregnant women who conceived either spontaneously
(naturally) or via assisted reproductive technologies (ART). The demographic

features of the participants will be presented separately.
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2.3.1.1. Sample 1: Spontaneously Conceived Pregnant Women

Of the 457 participants, 272 (59.5%) of them were spontaneously conceived
pregnant women from different cities of Turkey. Although 275 participants
completed the survey without missing, the answers of three of them were omitted
from the data set, because of their extreme values. During the data collection
process, the participants were informed about the study through the announcement
shared on pregnancy related websites and “Facebook™ groups. While collecting
data, an online survey program called “Qualtrics: Online Survey Software” was
used and the data collection process took place between 17th of December 2015 and

30th of August 2016.

In terms of demographic characteristics, the participants’ ages ranged between 19
and 41 years old (M = 29.39, SD = 3.93). Their duration of marriage was reported
as minimum lower than 1 year and maximum 22 years (M = 3.64, SD = 3.11). The
participants’ duration of struggle for having children ranged from 0 to 48 months
(M =4.16, SD = 6.31) and they had been pregnant for 4 to 42 weeks (M = 24.57, SD
= 10.98) when they participated in the survey. In terms of their education level,
approximately half of the participants (n = 147, 54%) were university graduates,
25% of them (n = 68) had their master's degree, 11.8% of them (n = 32) were high
school graduates, 5.1% of them (n = 14) had a Ph.D. degree, and 4% of them (n =
11) were only primary school graduates. As for the employment status of the
participants, while 66.2% of the women (n = 180) were employed, 21.3% of them
(n = 58) were unemployed, and 12.5% of them (n = 34) were taking a break during
their pregnancy. Most of the participants (n = 209, 76.8%) reported their income
level as middle, 21% of them (n = 57) as high, and only 2.2% of them (n = 6) as
low. Lastly, in terms of the place of living, nearly half of the women were living in
a city (n = 145, 53.3%), 36.4% of them (n = 99) were living in a metropolis (i.e.,

Istanbul, Ankara, Adana etc.), and a similar rate of participants were living in a
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town (n = 15, 5.5%) or a village (n = 13, 4.8%). The descriptive properties of the

sample can be seen in Table 1.
2.3.1.2. Sample 2: Via ART Conceived Pregnant Women

The participants who conceived via assisted reproductive technologies consisted of
185 (40.5%) pregnant women. Although the sample consisted of 187 women at the
beginning of data analysis, 2 cases were deleted from the sample as a result of
outlier analysis. Similar to the previous group, the data collection process started
with the online survey program “Qualtrics” and the survey was sent to in vitro
fertilization (IVF) related websites and “Facebook™ groups. Also, since obtaining
data from this special sample through online groups was much more difficult
compared to Sample 1, the participants were also attained from one of the biggest
private practice IVF Clinics in Ankara. Except for nine participants who did not use
the internet and filled the hard-copy questionnaire set, the webpage link of the
survey was shared with the patients of the clinic and they attended the study via
Qualtrics as well. Due to imbalance between the number of participants from whom
the data were gathered via paper-pencil questionnaire and via online survey
program, the results of these two administrations could not be compared in terms of
the dimensions of PMS (i.e., dependent variables). Data collection period was

between 23" February 2016 and 16™ October 2017.

In terms of demographic characteristics, the participants’ ages ranged between 21
and 42 (M = 32.04, SD = 4.49) years old. Their duration of marriage was minimum
1 year and maximum 25 years (M = 6.66, SD = 3.93). The participants’ duration of
desiring children ranged from 1 to 276 months (M = 50.92, SD = 41.80), and when
they participated in the study, they had been pregnant for 5 to 40 weeks (M = 19.34,
SD = 9.45). In terms of their level of education, nearly half of the participants (n =
95, 51.4%) were university graduates, 23.2% of them (n = 43) were high school
graduates, 13.5% of them (n = 25) graduated from primary school, 8.6% of them
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had a master’s (n = 16), and 3.2% of them had Ph.D. (n = 6) degree. In terms of
employment status, while 41.1% of the women (n = 76) were unemployed, 39.5%
of them (n = 73) were employed, and 19.5% of them (n = 36) were taking a break
during their pregnancy period. Apart from this, great majority of the participants (n
= 152, 82.2%) reported their income level as middle, 12.4% of them (n = 23) as
high, and 5.4% of them (n = 10) as low. Lastly, related to their place of living, the
participants reported that 47.6% of them were living in a city (n = 88), 40.5% of
them were living in a metropolis (n = 75), 7.6% of them were living in a town (n =
14) while 4.3% of the participants were living in a village (n = 8). The demographic

characteristics of this sample can be seen in Table 1.

Table 1. Demographic Characteristics of the Participants

Pregnant Women Pregnant Women
Conceived Spontaneously Conceived via ART
(n =272) (n =185)
Min- Min-
M SD N % Max M SD N % Max
Age 2939 393 lfi?g(; 32.04 449 2;2'?8(;
Duration of marriage (year) 3.64 3.11 22'(_)(?(; 6.65 3.93 215'(')8(;
Duration of struggle (month) 4.16 6.31 42';(_)3(; 50.91 418 2716(.)8(;
Pregnancy weeks 24.57 1098 :2'9(?(; 19.34 9.45 j (')(_)8(;
Education
Primary School 11 4.0 25 13.5
High School 32 11.8 43 232
University 147 54.0 95 51.4
Master 68 25.0 16 8.6
Ph.D. 14 5.1 6 32
Employment
Unemployed 58 21.3 76 41.1
Employed 180 66.2 73 39.5
Break (during pregnancy) 34 12.5 36 19.5
Income
Low 6 2.2 10 5.4
Middle 209 76.8 152 82.2
High 57 21.0 23 12.4
Place of Living
Village 13 4.8 8 43
Town 15 5.5 14 7.6
City 145 53.3 88 47.6
Metropolis 99 36.4 75 40.5
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2.3.2. Instruments
2.3.2.1. Demographic Information Form

The form had 37 questions for naturally conceived and 42 questions (due to
additional questions about treatment process) for ART-conceived expectant mothers
to obtain information about participants’ demographic characteristics (e.g., age,
duration of marriage, employment status, socio-economic status, education level,
residence, psychological and physical health status), families (e.g., relationship
quality with their husband), and pregnancy process (e.g., pregnancy week, number
of pregnancy, duration of struggle for having children). In the form some open-
ended (e.g., importance of having children, whether they faced with any problems
during pregnancy, expectations from their social environment) and Likert type
questions (e.g., perceived spousal support, perceptions of infertility, readiness for
motherhood) were also included. Through these questions providing a detailed
information about the participants’ perspectives on having a baby, their social
relations and attitudes towards infertility were aimed to be understood. The form is

presented in Appendix A.
2.3.2.2. Parenthood Motivation Scale (PMS)

The scale includes 24 items that were used in the study of Langdridge, Connolly,
and Sheeran (2000) to understand couples’ reasons for parenthood. Then, these
items were transformed into a scale form by Cassidy and Sintrovani (2008). They
turned the list of items into five-point Likert type scale format ranging from
strongly disagree (1) to strongly agree (5). In their study, the factor analysis of the
scale was conducted through Principal Component Analysis (PCA) using Varimax

rotation and six factors accounting for 85% of the variance were obtained.

In terms of reliability and validity of the measurement, no results were presented in

the original study of PMS and the authors recommended further analyses. Even so,
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regarding validity, it was noted that the dimensions of PMS were found to be
significantly associated with psychological distress, perceived social support, social

pressure and maladaptive coping in predictable ways.

The existing six factors of the scale and their internal consistency coefficients are as
follows. (1) “Continuity” measures women’s motivation to maintain their family
line or provide the continuity of family. The factor consists of five items and its
Cronbach’s alpha was found as .89; (2) “Nurturance” measures women’s desire for
children and their maternal urge for caring and loving children. This factor also
consists of five items and its Cronbach’s alpha was reported as .78; (3)
“Relationship” measures the motivation for pursuing a relationship, generating a
family unit, and sharing the parenthood role. This factor has four items and its
Cronbach’s alpha was found as .86; (4) “Identity” measures the women’s feelings
on female identity related with motherhood role. It has three items and Cronbach’s
alpha of the factor was .87; (5) “Social Pressure” measures the motives based on the
constraints from family and friends, and women’s perception on child-bearing as a
part of their social role. The factor has four items and its Cronbach’s alpha was
reported as .82; (6) “Materialism” measures the material worth of children and how
the mother’s needs are met from the child. This factor has three items and its
Cronbach’s alpha was .81. For Turkish adaptation of PMS, reliability and validity
findings will be mentioned in the results section of present study (see Appendix B

and C).
2.3.2.3. The Survey of Parenthood Outlook

To measure the mother or father candidates’ views on being a parent, Kunt (2011)
developed scale in Turkish within the scope of her M.D. thesis. The scale includes
48 items constituting eight factors, namely, family environment (e.g., “My
childhood was good.”), targets and ideals (e.g., “Raising a good child is an

important target of life.””), opinions about children (e.g., “I cannot tolerate the noise
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of children.” -negative item), physical sufficiency (e.g., “I am in good health.”),
opinions about marriage (e.g., “l am satisfied with my marital life.”), economic
status (e.g., “I have adequate economical resources for raising children.”), social
attitude (e.g., “I like to participate in social activities.”), personal ability (e.g., “l am
an unskilled person.” - reverse item). It is a five-point Likert type scale ranging

from 1 (strongly disagree) to 5 (strongly agree).

In the study, construct validity of the measure was not presented. However, it was
reported that “targets and ideals” was positively predicted by being male [F(1, 242)
= 6.88, p < .01] and negatively predicted by age [F(1, 242) = 6.43, p = .01].
“Opinions about marriage” was positively influenced by being informed about
parenthood [F(1, 242) = 4.34, p < .05] and negatively influenced by the number of
people living at home [F(1, 242) = 9.49, p < .01]. “Economic status” was positively
predicted by being male [F(1, 242) = 4.87, p < .05] and years of education [F(1,
242) =7.60, p < .01]. “Physical sufficiency” was negatively predicted by age [F(1,
242) =31.52, p <.001] and positively predicted by being male [F(1, 242) = 10.35, p
= .001] and years of education [F(1, 242) = 6.05, p < .05]. “Social attitude” was
positively influenced by years of education [F(1, 242) = 11.15, p = .001]. “Personal
ability” was positively affected by being informed about parenthood [F(1, 242) =
5.08, p <.05] and years of education [F(1, 242) =7.31, p <.01].

Apart from this, for the original measure the internal consistency reliability
(Cronbach's alpha) of total scale was found as .89. Quite similarly, in the present
study, the Cronbach's alpha of total scale revealed good reliability (a = .88).
Moreover, the internal consistency of the subscales for the present sample was
obtained as follows: family environment (a« = .88), targets and ideals (a = .79),
opinions about children (a = .76), physical sufficiency (a = .60), opinions about
marriage (o = .84), economic status (a = .83), social attitude (a = .66), and personal

ability (a = .65). The scale can be found in Appendix D.
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2.3.2.4. Marital Life Scale

The scale was developed by Tezer (1996) and it aims to measure the participants’
marital satisfaction. It includes 10 items and the items are rated on a five-point
Likert type scale in which the answers range from 1 (strongly disagree) to 5
(strongly agree). Test-retest reliability of the scale was reported as .85. In terms of
validity, marital satisfaction showed significant negative association with level of
tension in marital relationship (» = -.34, p <.01) indicating convergent validity, and
a non-significant correlation with social desirability (» = .21, p = n.s.) indicating
divergent validity. Internal consistency of the scale was calculated by Cronbach’s
alpha coefficient and reported as .91 and .89, in the first and second administration,
respectively. Likewise, in this study internal consistency of the scale was found as

.91. The scale is presented in Appendix E.
2.3.3. Procedure

First of all, before starting to prepare the Turkish version of Parenthood Motivation
Scale (PMS), permission was obtained from the first author of the original study.
Then, the study began with the translation of the scale by three Ph.D. candidates in
Clinical Psychology Program of Psychology Department at Middle East Technical
University. After these translations were carefully considered, one single Turkish
form was created. Then, the back translation of the scale was made by an assistant
professor in psychology department from another university. As the last step, the
back translated version was checked against the original version of the scale, and

finally the Turkish form of PMS was organized.

Before starting the study, the researcher applied to the Middle East Technical
University (METU) Human Subjects Ethics Committee, to be considered the
appropriateness of the research. When the approval was obtained, all the

instruments were installed into an online data collection system called as “Qualtrics:
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Online Survey Software”. The research was announced in pregnancy and IVF
related websites and online groups. Compared to fertile women, data gathering from
ART-group was much more difficult, because some women were keeping it like a
secret that they conceived via ART and the others did not participate to the survey
for some reasons related with their negative experiences (i.e., they thought that the
questions may evoke the previous negative trials) and anxious thoughts (i.e., they
thought that the questions may negatively influence current pregnancy). Therefore,
it was acknowledged that gaining trust with these women was the first step and
having face to face interaction could accelerate this process. For this aim, after
getting required permissions, the researcher began to attend one of the biggest
private practice IVF clinics in Ankara. She worked there voluntarily as a clinical
psychologist and collected data from the patients of the clinic in addition to online
groups. Since the owner and the head doctor of the clinic is the president of
International Society of In Vitro Fertilization (ISIVF) and due to its success rate,
the clinic has a good reputation across the country, and it has patients from different
cities of Turkey. Also, even in Ankara the doctors of some other institutions have
an agreement with the clinic and they refer their patients there for in vitro
fertilization. In this way, the clinic provided a wide range of participants from
different parts of Turkey. While collecting data from the clinic, as a clinical
psychologist the researcher made an initial interview with the expectant mothers
either face to face or via phone call. If they were suitable for the study, she gave
information about her research and provided the webpage link of the survey. For the
patients who did not use the internet, hard-copy questionnaire sets were prepared,
and the data from these patients were gathered via paper-pencil questionnaire

administration.

In the survey before the questions, an informed consent form was presented to the
participants. The participants were informed about the aims of the study, the

importance of their participation and their right to refuse or quit the survey at any
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time during the process. While placing the instruments to prevent the carryover
effect, the scales were arranged randomly. Fulfillment of the survey took
approximately 30 minutes. Upon the completion of the survey, a detailed debriefing
about the study and the researcher’s contact information were presented to the

participants.
2.3.4. Data Analysis

First of all, in the adaptation of Parenthood Motivation Scale (PMS), confirmatory
factor analysis (CFA) was conducted via EQS-Structural Equation Modeling
Software. Since the PMS and its underlying factors were based on a prior research
evidence, CFA was decided as a suitable analysis (Brown, 2006). Internal
consistency reliability of the instrument was calculated by Cronbach’s alpha
coefficients and to assess the construct validity of PMS, Pearson correlation
coefficients with other theoretically relevant constructs were taken into
consideration. After the scale adaptation, based on the preliminary analyses through
which the covariates were determined via Pearson correlation coefficients and
multivariate analysis of variance (MANOVA), to investigate whether the scale
successfully discriminates fertile and infertile pregnant women and to observe the
differences between the groups in terms of the dimensions of PMS, multivariate
analysis of covariance (MANCOVA) was conducted. Except CFA, all the other
analyses were run through IBM SPSS Statistics 20 software.

2.4. Results
2.4.1. Psychometric Features of PMS
2.4.1.1. Confirmatory Factor Analysis (CFA)

Confirmatory factor analysis was carried out with both of the samples including

fertile and infertile women. First of all, the model with 24 items and 6 factors of
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PMS was tested. Results revealed that all the items under each factor were
significant and the range of loadings was from .36 to .81 for continuity (items 1-5),
from .64 to .75 for nurture (items 6-10), from .45 to .78 for relationship (items 11-
14), from .51 to .92 for identity (items 15-17), from .42 to .87 for social pressure
(items 18-21), and from .35 to .87 for materialism (items 22-24) (see Figure 2.1 for
item loadings). Since the value of Mardia’s normalized estimate was above the cut
off score of 5, the analysis pointed out non-normality (Mardia’s Z = 39.63) and the
robust statistics were taken into consideration (Byrne, 2006). The average off-
diagonal absolute standardized residual was found as .10, which was below the cut
off score of 2.58 (Byrne, 2006). The distribution of standardized residuals depicted
that the percentage of residuals between the z scores of -0.1 and +0.1 was 62.34.
Since robust statistics were taken into consideration, the model was tested with
Satorra-Bentler scaled chi square. The results revealed that the suggested model of
PMS had mediocre fit (MacCallum, Browne, & Sugawara, 1996), S-By’ (237) =
1046.18, p = 0.00, ’/df = 4.41, CFI = 0.76, RMSEA = .08, 90% CI [.08, .09]. Please
see Figure 1 for Model 1.

To improve the model, the suggestions of multivariate Lagrange multiplier (LM)
test was taken into consideration. Since adding a covariance between E21-E20
propounded a largest decrement in y°, the model was modified by including a path
between the error covariance between items 20 and 21. After this modification, the
model revealed that the average off-diagonal absolute standardized residual was
.09; the percentage of residuals between the z scores of -0.1 and +0.1 was 65.34;
and compared to the first model the second model revealed improvement, S-B y°
(236) = 897.97, p = 0.00, 5°/df = 3.80, CFI = 0.80, RMSEA = .08, 90% CI [.07, .08].
The significance of this improvement was determined through Satorra-Bentler chi
square difference calculation. Then, it was observed that Model 2 revealed a

significant improvement over Model 1, S-B deiﬁference (462, 1) = 208.50, p <.001.
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After the first modification, based on the suggestions of LM test the second
modification was applied and error covariance parameters between E14-E13, E7-
E6, and E10-E6 were included in the model. The results of Model 3 revealed that
the average off-diagonal absolute standardized residual was .09 and the percentage
of residuals between the z scores of -0.1 and +0.1 was 66.34. When it is compared
to the second model, the third model had a better fit and in terms of fit indices the
model was acceptable, S-B 4 (233) = 817.23, p = 0.00, y’/df = 3.51, CFI = 0.83,
RMSEA = .07, 90% CI [.07, .08]. Also, via the Satorra-Bentler chi square
difference, it was observed that the improvement of the third model was also
significant, S-B x Zdifference (462, 3) = 41.09, p < .001. Since, the model had an
acceptable fit and neither of the modifications suggested by LM test was
meaningful, the third model was decided as the final model (see Figure 2 for Model

3).
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Figure 1. Hypothesized CFA Model for Parenthood Motivation Scale
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2.4.1.2. Intercorrelations among the Subscales of PMS

The correlations among the six factors of PMS depicted that all the dimensions had
significant and positive associations with each other. The correlations ranged
between .15 (continuity and materialism) and .58 (relationship and identity). The

results can be seen in Table 2.

Table 2. Pearson Intercorrelations among the Factors of PMS (N = 457)

Continuity Nurturance Relationship Identity Social Pressure Materialism

Continuity (.74)

Nurturance A49%* (.82)

Relationship .39% 56% (.71)

Identity 32% A46* 58* (.78)

Social Pressure 18% 24% .36%* 53%* (.75)

Materialism 5% 18%* 33%* A41% S53%* (.55)

Note 1. *Correlation is significant at 0.01 level (2-tailed).
Note 2. Scores shown within the parentheses on the diagonal indicate the Cronbach’s alpha
coefficient of the variables.

2.4.1.3. Reliability Analysis

Internal consistency reliability of Turkish adaptation of PMS was assessed through
Cronbach’s alpha coefficient. The analyses revealed that internal consistency
reliability of the scale was good (a = .88). In terms of subscales, Cronbach’s alpha
of nurturance (a = .82) was good; continuity (a = .74), relationship (a = .71),
identity (a = .78), and social pressure (a = .75) were acceptable; but materialism (a
= .55) was poor (see Table 2.2). The results were interpreted based on the rule of
thumb proposed by George and Mallery (2003). In addition, the reliability analysis
revealed that item-total correlations were acceptable and it is not necessary to delete

an item to increase Cronbach’s alpha level (see Table 3 for the results).
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Table 3. Reliabilities of PMS (N = 457)

ltems with Mean SD Item—Fotal a ifitemdeleted
relevant subscale correlation (r)
Continuity
PMS 1 3.23 1.15 224 .886
PMS 2 3.16 1.16 430 .880
PMS 3 3.95 0.94 407 .880
PMS 4 3.68 1.04 439 .880
PMS 5 4.00 0.88 464 .879
Nurturance
PMS 6 4.48 0.78 421 .880
PMS 7 4.14 0.84 488 .879
PMS 8 3.67 1.18 592 .875
PMS 9 3.81 1.13 .560 .876
PMS 10 4.33 0.82 494 .879
Relationship
PMS 11 443 0.84 470 .879
PMS 12 4.16 1.04 587 .876
PMS 13 3.05 1.27 .570 .876
PMS 14 2.87 1.24 423 .880
Identity
PMS 15 4.14 0.98 .548 877
PMS 16 3.19 1.24 .640 .874
PMS 17 2.82 1.25 .596 .875
Social Pressure
PMS 18 2.75 1.25 .550 .876
PMS 19 2.95 1.25 .548 877
PMS 20 2.00 1.04 290 .883
PMS 21 1.88 0.94 295 .883
Materialism
PMS 22 1.69 0.88 337 .882
PMS 23 1.39 0.62 206 .884
PMS 24 3.05 1.27 438 .880
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2.4.1.4. Construct Validity

Construct validity (Cronbach & Meehl, 1955) of PMS was assessed by examining
the association of the scale with other theoretically related constructs. With this aim
in mind, the correlations of PMS with the Survey of Parenthood Outlook (SPO) and
Marital Life Scale were investigated. In this context, positive and negative
correlations between the scales were taken into consideration in terms of convergent
validity (see Table 4). Results revealed that PMS had positive correlation with SPO
(r=.19, p <.01) and its dimensions of targets and ideals (» = .54, p < .01), opinions
about children (» = .10, p <.05) and social attitude (» = .19, p <.01). As expected, it
was found that PMS measures similar tendencies with SPO; increase in parenthood
motivation was associated with an increase in positive views on parenthood, targets
and ideals for life and having children, and opinions about children and person’s

social attitudes.

Among the subscales of PMS, continuity motivation showed positive relation with
all the other scales and subscales, namely, SPO (r = .36, p < .01), family
environment (r = .27, p < .01), targets and ideals (» = .31, p < .01), opinions about
children (r = .16, p < .01), physical sufficiency (» = .17, p < .01), opinions about
marriage (r = .16, p < .01), economic status (» = .18, p < .01), social attitude (» =
.32, p <.01), personal abilities (» = .13, p <.01), and marital satisfaction (» = .20, p
< .01). Thus, as the pregnant women’s views on parenthood increased in terms of

all the factors, their motives for continuity also increased.

Nurturance factor revealed positive correlations with SPO (» = .25, p < .01), targets
and ideals (» = .43, p < .01), opinions about children (r = .22, p < .01), physical
sufficiency (r = .15, p < .01), economic status (» = .17, p < .01), and social attitude
(r = .19, p < .01). When women had higher levels of parenthood outlook, targets

and ideals for having children, opinions about having children, feeling physically
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sufficient, economic sources, and social attitude, their desire for having children

due to nurturance motivation increased, as well.

Relationship factor indicated positive correlations with SPO (r = .11, p < .05) and
targets and ideals (r = .44, p < .01), indicating that as the women’s views on
parenthood and targets and ideals for having children are gained importance, they
became more likely to desire children to enhance their relationship with their

spouse.

Identity factor revealed positive correlations with targets and ideals (» = .47, p <
.01), and negative correlations with opinions about marriage (» = -.10, p < .05) and
personal abilities (» = -.10, p < .05). This means that women’s positive attitudes on
targets and ideals for having children, and negative attitudes on marriage and
personal abilities, were associated with higher parenthood motives in terms of

identity factor.

Similarly, social pressure factor showed positive relation with targets and ideals ( =
.30, p <.01) and negative relation with opinions about marriage (» = -.13, p <.01),
personal abilities (» = -.15, p <.01), and marital satisfaction (» = -.13, p <.05). That
is to say as the women have higher levels of targets and ideals for having children,
they tend to feel higher levels of social pressure; as these women have negative
views on marriage and on their abilities or less satisfied in their marital life, they are

more likely to feel higher levels of social pressure for having children.

Lastly, materialism dimension indicated positive correlations with targets and ideals
(r=.27, p <.01), and negative correlations with physical sufficiency (r = -.14, p <
.01) and personal abilities (» = -.13, p < .01). This indicated that increase in
women’s targets and ideals for having children, and decrease in their feelings of

physical or personal sufficiency are associated with increased parenthood
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motivations in terms of material value of having children. The correlation

coefficients among the scales can be seen in Table 4.

Table 4. The Correlations of PMS and Its Subscales with Theoretically Relevant

Constructs
. . . . Social -
PMS Continuity ~ Nurturance Relationship  Identity Materialism
Pressure

SPO 19k 36%* 25%* A1 .05 -.04 -.05
Family

. .06 27F* .07 .02 -.05 -.06 -.05
Environment
Targets & 54k 31 435 A4 A7 30%* 27
Ideals
Opinions ab. * o o
Children .10 .16 22 .04 .04 -.04 -.06
Physical 07 A7 5% 08 02 -.07 - 140
Sufficiency
Opinions ab. - _ 6% 02 -.02 - 10% S 13% -.08
Marriage
Economic 09 18%* 17 03 -.00 -.02 -.06
Status
Social

. 9% 2% 19%* .08 .07 .05 .00
Attitude
Personal

o -.06 13 .04 -.09 -.10* - 150k - 13k
Abilities
Marital Life/ 20% 04 01 -.09 13% -.05

Satisfaction

Note. *Correlation is significant at 0.05 level (2-tailed), **Correlation is significant at 0.01 level (2-
tailed).

2.4.2. Group Comparison and Criterion-Related Validity

To investigate the group differences in terms of parenthood motivation and to
determine the covariates that would be controlled in the main analyses, at first some

preliminary analyses were conducted.
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2.4.2.1. Preliminary Analysis

As mentioned in the literature review, it was predicted that the participants’ age,
educational level, income, place of living, duration of marriage, marital satisfaction,
and duration of struggle for having children may have an impact on their
parenthood motivation. For this reason, as a preliminary analysis, the influences of
these variables on the dimensions of parenthood motivation were investigated. In
this part, the continuous variables (i.e., age, duration of marriage, level of marital
satisfaction, and duration struggle for having children) were analyzed through
Pearson correlation analysis, and categorical variables (i.e., education level, income,
and place of living) were analyzed with multivariate analysis of variance

(MANOVA).

Pearson correlation analyses indicated that age had a significant negative
correlation only with relationship motivation (r = -.20, p < .01), which suggested
that as the age of the participants’ increased, their motivation for having children in
terms of relational factors decreased. Second, the participants’ duration of marriage
revealed significant positive association with identity (r = .10, p < .05), social
pressure ( = .15, p < .01), and materialism (» = .18, p <.01) aspects of parenthood
motivation. Pregnant women’s marital satisfaction levels were positively correlated
with continuity (» = .20, p <.01), and negatively correlated with social pressure (» =
-.13, p < .01) dimensions of parenthood motivation. Last, in terms of the women’s
duration of struggle for having children, it was observed that it had a significant
positive relation with all the dimensions of PMS, except continuity. In other words,
duration of desire for having children had significantly positive relationship with
nurturance (r = .18, p < .01), relationship (r = .15, p < .01), identity (» = .16, p <
.01), social pressure (» = .25, p < .01) and materialism (r = .25, p < .01) dimensions

of PMS (see Table 5 for the results).
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Table 5. Correlations between the Dimensions of PMS and Participants’

Continuous Demographic Characteristics

Continuity Nurturance Relationship Identity Social Pressure Materialism

Age -.06 -.08 _20%* -03 08 01
Duration of

uraton o -.06 06 06 10* 15 18%
Marriage

Marital

arttal 20%* 04 01 -.08 13 -05
Satisfaction

Duration of 04 185 15% 167 255 255
Struggle

Nolte(.i)*Correlation is significant at 0.05 level (2-tailed), **Correlation is significant at 0.01 level (2-
tailed).

MANOVA results showed that the women’s overall parenthood motivation was
significantly differentiated based on the level of education [Multivariate F(24,
1560) = 2.64, p = .000, Wilk's A = .87, partial 772 = .03]. However, their income
[Multivariate F(12, 898) = 1.05, p = .40, Wilk's A = 97, partial 5’ = .01] and place
of living [Multivariate F(18, 1267) = .85, p = .64, Wilk's A = .97, partial ° = .01]

did not reveal any significant effects.

According to univariate statistics, the participants’ level of education significantly
influenced their parenthood motivation based on the dimensions of relationship
[F(4, 452) = 5.70, p < .001, partial 5 = .05], identity [F(4, 452) = 4.92, p < .01,
partial #° = .04] and materialism [F(4, 452) = 7.98, p < .001, partial #° = .06]. First,
for relationship factor of PMS, the post-hoc results showed that while desiring for
having children women who are primary school graduates (m = 3.92, sd = .90) had

significantly higher relationship motivation, compared to university (m = 3.63, sd =

50



.74), master’s (m = 3.38, sd = .81) and doctoral (m = 3.25, sd = .89) graduates.
Second, relationship motivation of the high school graduates (m = 3.84, sd = .87)
was significantly higher as compared to women who have master’s (m = 3.38, sd =
.81) and doctoral (m= 3.25, sd = .89) degrees. Third, relationship motivation of the
women who have bachelor (m = 3.63, sd = .74) degree was significantly higher as
compared to master’s (m = 3.38, sd = .81) and doctoral (m = 3.25, sd = .89)
graduates. However, for relationship factor there were no significant differences
among primary school and high school graduates, and among the women who have

master’s and Ph.D. degrees.

Apart from this, the results revealed that in terms of identity dimension, primary
school (m = 3.64, sd = .93), high school (m = 3.63, sd = .90), and university (m =
3.40, sd = .94) graduates had significantly higher motivations compared to women
who have master’s (m = 3.12, sd = 1.01) and doctoral (m = 2.87, sd = 1.11) degree.
However, concerning identity factor, there were no significant differences between
the women having master’s and Ph.D. degree; and between the women who were

primary school, high school and university graduates.

Lastly, in terms of materialism dimension of PMS it was found that compared to
primary school (m = 2.25, sd = .81), high school (m = 2.30, sd = .65) and university
(m = 2.03, sd = .69) graduates; women having master’s (m = 1.86, sd = .61) and
doctoral (m = 1.53, sd = .51) degree revealed significantly less materialism
motivation. Moreover, the women having bachelor degree (m = 2.03, sd = .69) had
significantly less materialism based parenthood motivation compared to high school
graduates (m = 2.30, sd = .65). However, university graduates did not differ from
primary school graduates (m = 2.25, sd = .81) in terms of materialism dimension.
Lastly, high school and university graduates did not reveal any significant

differences from the primary school graduates, in terms of materialism factor of
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parenthood motivation. The results of the effects of educational level on parenthood

motivation were summarized in Table 6.

Therefore, based on these results revealing significant associations of age,
education level, duration of marriage, marital satisfaction and duration of struggle
for having children with the factors of parenthood motivation, these variables were

determined as the covariates while investigating group differences.
2.4.2.2. Multivariate Analysis of Covariance (MANCOVA)

In the light of the information provided by preliminary analyses, a multivariate
analysis of covariance (MANCOVA) was conducted to investigate whether the
dimensions of parenthood motivation successfully differentiate the women with
different conception types (i.e., spontaneous and assisted) after controlling for the
effects of age, education level, length of marriage, marital satisfaction and duration
of struggle for having children. In the analysis the conception type (i.e.,
spontaneous and assisted) was assigned as the independent variable (IV), 6 factors
of parenthood motivation (i.e., continuity, nurturance, relationship, identity, social
pressure, and materialism) were assigned as the dependent variables (DV), and the
variables which were found to be associated with the dimensions parenthood
motivation (i.e., age, education level, duration of marriage, level of marital
satisfaction, and duration of struggle for having children) were assigned as
covariates. Before the analysis, the assumptions of MANCOVA were tested and
five outliers were removed from the data based on the criterion of p < .001. In the
analysis, non-significant results of Box's M test proved that the assumption of
homogeneity of covariance matrices was met, F(21,574679) = 1.52, p = .060. Also,
Levene’s test for homogeneity of variance revealed that the assumption of
homogeneity of variance was met for five of DVs (i.e., nurturance, relationship,

identity, social pressure, and materialism) but not for social pressure (p = .03).
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Table 6. The Effects of Level of Education on Dimensions of PMS

Educational Levels

Primary  High  University/

School  School  Bachelor Master  Ph.D. One-way OVA
M M M M M
df F n’ P
SD SD SD SD SD
3.38 3.63 3.62 3.61 3.65
Continuity 1,452 .95 .01 432
.79 .70 75 .70 .58
4.16 4.20 4.10 3.95 3.94
Nurturance 1,452 1.57 .01 182
.92 .83 72 .61 1
3.92 3.84 3.64 3.38 3.25
Relationship 1,452 5.70 .05 .000
.90 .87 74 .81 .89
3.64 3.63 3.41 3.12 2.87
Identity 1,452 4.92 .04 .001
93 .90 .94 1.01 1.11
2.41 2.57 2.39 2.33 2.05
Social 1,452 176 02 .136
Pressure
92 .81 .85 .84 .80
2.25 2.30 2.04 1.86 1.53
Materialism 1,452 7.98 .06 .000
.81 .65 .69 .61 51

Note. Multivariate F(24, 1560) = 2.64, p = .000, Wilk's A = .87, partial 5’ = .03
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According to multivariate statistics, covariates of age [Multivariate F(6, 445) =
5.13, p=.000, Wilk's A = .94, partial 112 = .07], education level [Multivariate F(6,
445) = 4.38, p= .000, Wilk's A = .94, partial 772 = .06], and marital satisfaction
[Multivariate F(6, 445) = 5.56, p= .000, Wilk's A = .93, partial n° = .07] had
significant contributions to the combined parenthood motivation. However, the
participants’ duration of marriage [Multivariate F(6, 445) = .60, p= .73] and
duration of struggle for having children [ Multivariate F (6, 445) = 1.43, p = .20] did
not depict any significant association with the combined DVs. Thus, the results
showed that age had significant effect on the parenthood motivation in terms of
nurturance [F(1, 450) = 9.11, p < .05, partial #° = .02] and relationship [F(1, 450) =
27.05, p < .001, partial #° = .06] dimensions. Level of education had significant
effect on identity [F(1, 450) = 4.07, p < .05, partial ° = .01] and materialism [F(1,
450) = 8.42, p < .05, partial #° = .02] dimensions of parenthood motivation. As the
last significant covariate, the participants’ marital satisfaction levels had significant
impact on continuity [F(1, 450) = 14.84, p < .001, partial 4°= .03] and social
pressure [F(1, 450) = 9.13, p < .05, partial ° = .02] factors.

After controlling for the effect of these covariates, the findings depicted that there is
a significant difference between the women conceiving naturally (i.e., fertile
women) and via ART (i.e., infertile women) in terms of their overall parenthood
motivation, Multivariate F(6, 445) = 3.86, p = .001, Wilk's A = .95, partial 172 =.05.
It is important to note that for the interpretation of univariate findings, Bonferroni
adjustment was made by dividing the alpha level into 6 for each dependent variable,
and the result was .008. The results revealed that fertile and infertile pregnant
women were significantly different from each other in terms of overall parenthood
motivation [F(1, 450) = 14.59, p < .008, partial #° = .03], and identity [F(1, 450) =
8.09, p < .008, partial #° = .02] and social pressure [F(1, 450) = 19.72, p < .008,

partial #° = .04] dimensions of parenthood motivation. The post-hoc comparisons
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revealed that ART-conceived women’s overall parenthood motivation (m.q = 3.44,
sd = .60) was significantly higher than women who conceived naturally (m.q =
3.18, sd = .48). Moreover, the participants who were impregnated via ART had
significantly higher motivations for identity (m.q = 3.59, sd = .98) and social
pressure (mqq; = 2.67, sd = .89) as compared to naturally impregnated women (m,q;
= 3.25, sd = .92 and m,q = 2.21, sd = .75, respectively). In Table 7 the results of
MANCOVA after controlling for the effect of covariates were presented with mean

scores and standard deviations.

However, related to these findings it is important to note that if the covariate of the
duration of struggle for having children was removed from the analysis and it was
conducted with the rest of the covariates (i.e., age, education, duration of marriage
and marital satisfaction level), except from the continuity factor, pregnant women
with different conception types significantly differentiated on all remaining
dimensions of parenthood motivation. In other words, in addition to overall
parenthood motivation [F(1, 451) = 32.98, p < .008, partial #° = .07], and identity
[F(1, 451) = 14.44, p < . 008, partial n° = .03] and social pressure [F(1, 451) =
37.99, p < .008, partial n° = .08] dimensions, there was a significant difference
between fertile and infertile expectant mothers in terms of their level of nurturance
[F(1, 451) = 17.96, p < .008, partial 5° = .04], relationship [F(1, 451) = 12.95, p <
008, partial n° = .03], and materialism [F(1, 451) = 9.64, p < .008, partial ° = .02]
dimensions of PMS. For all of these factors, the parenthood motivation of women
who conceived via ART was higher as compared to expectant mothers who
conceived naturally. However, as mentioned before, for continuity factor there was
no significant difference between the groups, F(1, 451) = 6.82, p = .009, partial #° =

.01. Mean scores and standard deviations can be seen in Table 8.
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Table 7. Multivariate Analysis of Covariance for the Effects of Conception Method
on Parenthood Motivation after Adjustment for Age, Educational Level, Duration of

Marriage, Marital Satisfaction and Duration of Struggle for Having Children

Pregnant Women

Conceived Spontaneously  Conceived via ART One-way MANCOVA

(n =272) (n =185)
My SD My SD df F n’ p
Continuity 3.54a 1 3.70a .75 1,450 3.31 .01 .069
Nurturance 3.99a .68 4.22a .78 1,450 6.39 .01 .012
Relationship 3.53a .76 3.76a .86 1,450 5.36 .01 .021
Identity 3.25a .92 3.60b 98 1,450 8.09 .02 .005
Social Pressure 2.21a 75 2.67b .89 1,450 19.72 .04 .000
Materialism 1.99a .66 2.12a .70 1,450 2.29 .01 131
PMS 3.18a 48 3.44b .60 1,450 14.59 .03 .000

Note 1. Multivariate F(6, 445) = 3.86, p = .001, Wilk's A = 95, partial ° = .05

Note 2. The mean scores were adjusted for covariates.

Note 3. The mean scores having different subscripts on the same row are significantly different from
each other

Note 4. PMS: Parenthood Motivation Scale

56



Table 8. Multivariate Analysis of Covariance for the Effects of Conception Method
on Parenthood Motivation after Adjustment for Age, Educational Level, Duration of
Marriage and Marital Satisfaction (After Excluding Duration of Struggle for

Having Children as a Covariate)

Pregnant Women

Conceived Spontaneously  Conceived via ART One-way MANCOVA

(n =272) (n =185)
My SD My SD df F n’ p
Continuity 3.52a 71 3.72a 75 1,451 6.82 .02 .009
Nurturance 3.95a .68 4.28b .78 1,451 17.96 .04 .000
Relationship 3.50a .76 3.80b .86 1,451 12.95 .03 .000
Identity 3.23a .92 3.61b 98 1,451 14.44 .03 .000
Social Pressure 2.18a 75 2.71b .89 1,451 37.99 .08 .000
Materialism 1.95a .66 2.17b .70 1,451 9.64 .02 .002
PMS 3.15a A48 3.48b .60 1,451 32.98 .07 .000

Note 1. Multivariate F(6, 446) = 7.84, p = .000, Wilk's A = 91, partial n° = .10

Note 2. The mean scores were adjusted for covariates.

Note 3. The mean scores having different subscripts on the same row are statistically different from
each other

Note 4. PMS: Parenthood Motivation Scale
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Therefore, from the distinction between two aforementioned MANCOVA results, it
can be seen that most of the motivational differences between spontaneous and
ART-conceived expectant mothers can be explained with the differences between
the groups in terms of how much time they spend for having children. In other
words, since ART-women spent more years for having children, their parenthood
motivation was significantly higher for all dimensions except continuity. Moreover,
the results revealed that the differences between nurturance, relationship and
materialism factors can be observed only if the duration of the participants’ efforts
for having children was not controlled. This finding means that the motivational
differences between the group in terms of nurturance, relationship and materialism
dimensions occurred because of the differences between duration of time they spent
for getting pregnant. However, even after controlling the effects of duration of their
struggle, overall parenthood motivation, and identity and social pressure factors
remained significantly higher for the ART-conceived expectant mothers. These
results highlighted the most important motivational distinctions between fertile and
infertile women after adjusting the effects of age, education, duration of marriage,
level of marital satisfaction and the time they spent for having children. Thus, it can
be suggested that overall PMS and identity and social pressure dimensions of PMS
can successfully differentiate the groups of pregnant women who were impregnated

either naturally or via ART.
2.5. Discussion

The present study, first of all, aimed to make Turkish adaptation of Parental
Motivation Scale (PMS) and examine its psychometric features in a sample of
naturally and ART-impregnated Turkish women. Then, as the second aim, to
investigate PMS’s criterion related validity and examine if the scale successfully
differentiates fertile and infertile women, these two groups of expectant mothers

were compared in terms of dimensions of PMS.
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2.5.1. Psychometric Features of PMS

In the study, with the first aim in mind, the original six-factor model of PMS was
examined via CFA and the model revealed an acceptable fit. In terms of internal
consistency, Cronbach’s alpha coefficients showed that PMS is a reliable measure.
Except for the materialism factor, the reliability of total scale and other five
dimensions had good and acceptable values similar to the original study of Cassidy
and Sintrovani (2008). However, contrary to their study, in present study
materialism factor presented lower internal consistency. The results indicated that
item 24 (i.e., “Want love and support in old age”) revealed lower correlations with
items 22 (i.e., “Child could help at home or work™”) and 23 (“Material benefits a
child could bring”), which decreased the internal consistency of materialism
dimension. Although item 24 was associated with the old age security value of
children, which was discussed as an economic function of having children
(Kagitcibasi, 1982; Kagitcibasi & Ataca, 2005), the participants of present study
might have attributed more emotional values to this item. In addition, even though
the mean scores of items 22 and 23 were quite similar and low, it was observed that
the mean score of item 24 was higher. That is to say, the participants of the study
were inclined to give higher scores to item 24 compared to other two items. This
situation might have two reasons. First, as Kagitcibasi and Ataca (2005)
highlighted, in recent years the economic value of children has been losing its
importance for the parents while the psychological values have been increasing.
Nowadays, instead of observing children as economic assets, the financial costs of
having children are considered, and the emotional and psychological value of
having children has been increasing (Bigner, 2010; Kagitcibasi & Ataca, 2005;
Nock, 1987). Second, while answering the questions about materialism factor, even
if they considered the economic value of having children, the participants might
have been unwilling to represent their true opinions; thus, they might have given

socially desirable answer to this question.
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When intercorrelations among the factors of PMS were taken into consideration, it
was observed that all the factors indicated significantly positive relations with each
other. In other words, the results indicated that PMS included six positively
associated motivational dimensions. However, it is important to note that the factors
of continuity and nurturance revealed weak associations with both materialism and
social pressure factors. These lower correlations between these factors were
thought as relevant with the intrinsic and extrinsic motivational bases of these
factors. Intrinsic bases of desire for having children were relevant with the desire
for personal fulfillment, but the extrinsic bases were associated with the social
influences related to individual’s fertility decisions as Cassidy and Sintrovani
(2008) presented. Similarly, for Miller (2009), even though intrinsic motivations of
desire for children refer to inherent contentment, extrinsic motivations are related to
rewards from external bases such as fulfilling societal expectations. From these
perspectives, the factors of continuity and nurturance, which also revealed
significantly moderate positive correlations with each other, can be categorized as
intrinsic motivations; while the factors of social pressure and materialism, which
also had significant and moderate positive relation with each other, can be
categorized as extrinsic motivations. In terms of significant higher correlations
between continuity and nurturance factors, it is also important to note that the items
concerning these factors are related with emotional aspects of having children. As
implied in the literature, providing continuance of family line can decrease
individuals’ existential anxiety (Solomon et al., 1991) and increase their self-worth
(Wisman & Goldenberg, 2005). Nurturing and building up next generations can
also provide personal enrichment (Erikson, 1963). Apart from this, for significant
higher relation between social pressure and materialism factors it is important to
note that, as presented in the literature, old age security value of children is under
the roof of economic utility of having children (Kagitcibasi, 1982; Kagitcibasi &

Ataca, 2005), and economic aspects of having children can vary depending on the
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social environment and existing culture where people live in (Bigner, 2010;

Boyacioglu & Tiirkmen, 2008; Kagit¢ibas1 2007).

The correlations among the factors also indicated that identity factor demonstrated
higher positive correlation with social pressure and materialism dimensions. This
finding was consistent with the fact that socio-cultural environment can also
influence the women’s identity and gender-role requirements (e.g., Boyacioglu &
Tiirkmen, 2008; Cassidy & Sintrovani, 2008; Choi et al., 2005), and direct women
to describe their identity depending on motherhood (Glover et al., 2009). Moreover,
identity factor revealed higher associations with nurturance and relationship, and in
the analysis it was observed that the strongest positive correlation occurred among
relationship and identity factors. These results are also meaningful when the
cultural background of Turkey is taken into consideration. As presented in the
literature, motherhood and nurturance are identified as duties of women in Turkey
due to dominant conservative and patriarchal views, as criticized by profeminists
(e.g., Abbott et al., 2005). It is believed that there is a hierarchy between genders in
which women have lower value and power compared to men (Kagitcibasi, 1982), so
they are expected to be submissive and dependent on their husbands (Boyacioglu &
Tiirkmen, 2008), and thus they believe that after having children they can maintain
their husbands’ fidelity (Kagitcibasi, 1981).

In addition to reliability measurements, to assess the psychometric properties of
PMS, construct validity of the scale was examined through its correlations with the
Survey of Parenthood Outlook (SPO; Kunt, 2011), and marital life scale (Tezer,
1996) which also measure similar or theoretically related constructs. Convergent
validity of the scale was determined through significantly positive and negative
correlations. It was found that as expected, PMS had significant positive relation
with SPO, because the scales measure similar constructs. Moreover, PMS indicated

significant positive association with three subscales of SPO, namely, targets and
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ideals, opinions about children, and social attitude. This might be due to the fact
that PMS also measures ideals and desires for having children, and have similar
focuses with the factors of targets and ideals, and opinions about children (Kunt,
2011). Moreover, about positive correlation with social attitude it can be said that
since Turkey has pronatalist characteristics, social motives have greater importance
on women’s desire for having children (van Rooij, Van Balen, & Hermanns, 2007).
SPO also indicated significant positive association with three subscales of PMS
which are continuity, nurturance and relationship, and presented that the scale is

mostly relevant with emotional and intrinsic dimensions of PMS.

In terms of subscales of PMS, first, it was observed that continuity was positively
correlated with all dimensions (i.e., family environment, targets and ideals, opinions
about children, physical sufficiency, opinions about marriage, economic status,
social attitude, personal abilities) of SPO and level of marital satisfaction. The
continuity factor had significantly positive association with family environment,
which can be regarded as a proof that people have a desire to recreate their
childhood experiences while desiring for children as ego psychologists suggested
(see Michaels, 1988), and it seems that they have a desire to provide the continuity
of their family line in a similar direction. In terms of targets and ideals, it was
observed that the subscale revealed significant and positive correlation not only
with continuity but also with all the other factors (i.e., nurturance, relationship,
identity, social pressure, materialism) of PMS. It is therefore apparent that all the
motives of PMS are relevant with individuals’ targets and ideals for having
children. Apart from this, consistently with the literature findings, it was revealed
that individuals’ desire to carry on their family lines (i.e., continuity motive) can
increase if people have positive opinions about children (e.g., Gerson, 1983;
Razina, 2014); feel sufficient in terms of physical features and personal abilities
(e.g., Olafsdottir et al., 2011); be satisfied in their marriage and have positive

opinions about marriage (e.g., Olafsdottir et al., 2011); have enough economic
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resources (e.g., Van Balen et al., 1997), and have positive social attitudes (e.g.,

Kagitcibasi & Ataca, 2005; Van Rooij et al., 2007).

Second, in addition to its positive relation with SPO and targets and ideals,
nurturance also indicated positive association with opinions about children,
physical sufficiency, economic status, and social attitude. These positive
correlations demonstrated that if women have positive opinions about children, feel
physically sufficient that they have “enough energy and patience” (Mynarska,
2010), have adequate economic resources (Bigner, 2010; Van Balen et al., 1997)
and have positive social attitudes due to social importance of having children
(Kagitcibasi & Ataca, 2005), their motives for nurturance become higher. As can
be seen, personal, economic and social aspects of parenthood were associated with
maternal desire for caring and loving children. These associations also seemed to be
relevant with Cassidy and Sintrovani’s (2008) explanations for collectivist cultures
in which due to influences of extended family networks on personal decisions,

women’s idea on child-rearing and femininity can differentiate.

Third, as mentioned before, relationship revealed significantly positive correlation
with SPO and the subscale of targets and ideals which are highly relevant
constructs. Fourth, identity was positively related only with targets and ideals, and
negatively related with opinions about marriage and personal abilities. In terms of
these results it can be thought that if a woman has positive views about her marriage
and personal resources, she would be negatively motivated for having children to
fulfill her femininity, since her marital and personal experiences can enhance her
identity. The findings confirm the idea that if women feel valuable, achieve
fulfillment from their marriages (e.g., Boyacioglu & Tiirkmen, 2008) and their
personal development (Wu & Macneill, 2002), they would not be obsessed with
having children to increase their feminine identity. For similar reasons, social

pressure presented positive correlation again with fargets and ideals, and negative
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correlations with opinions about marriage and personal abilities, and level of
marital satisfaction. The findings indicated that if women have higher feminine
identity relevant with their positive opinions about marriage, higher levels of
personal abilities, and higher levels of marital satisfaction, they would feel lower
pressure from society (e.g., Colpin et al., 1998; Newton et al., 1992). Lastly,
materialism factor was positively related only with targets and ideals, and
negatively related with physical sufficiency and personal abilities, which revealed
that if individuals feel sufficient for physical and personal abilities they place
significantly lower importance to material values of children since they have
alternative means and greater financial resources (Mcquillan et al., 2008).
Therefore, these significant correlations demonstrated convergent validity of the

scale with theoretically related constructs.
2.5.2. Group Comparison and Criterion-Related Validity
2.5.2.1. Preliminary Analysis

After testing the psychometric properties of PMS, regarding the second aim, the
criterion related validity of the scale was examined among the expectant mothers.
Similar to previous studies (e.g., Cassidy & Sintrovani, 2008; Langdridge et al.,
2000) this study included two different samples as fertile and infertile women.
However, compared to these studies, in present study both fertile and infertile
women were pregnant. Therefore, in the study, the parenthood motivation of
women impregnated via ART was compared with naturally conceived pregnant
women. With this aim in mind, some preliminary analyses were conducted based on

the information provided by literature related to parenthood motivation.

First of all, when the relation between age and dimensions of PMS was considered
it was found that age had significantly negative correlation only with relationship.

This means that when people are getting older, their motivation for having children
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to create a whole family and improve their relationship is decreasing. This result
was found consistent with the findings that age and marital satisfaction were
negatively associated (e.g., Lee & Shehan, 1989). It is possible to say that since
women may feel unsatisfied in their marriage, they do not want to have children for
their relationship. Regarding this finding, Olafsdottir and colleagues (2011) also
mentioned that if the couples are satisfied in their relationship they think about
having children with the motivation of making their relationship much better. Apart
from relationship, in present study, age did not reveal any significant correlation
with other dimensions of PMS (i.e., continuity, nurturance, identity, social
pressure, materialism). Since the data included both fertile and infertile women's
responses, and the age of infertile women was higher, these non-significant findings
make sense when the results of Van Balen (2005) were taken into consideration. In
his study, although for fertile group younger women had higher parenthood
motivation, for infertile group no significant differences were observed. The
researcher argued that instead of group differences like age, infertility and
involuntary childlessness create higher effects on parenthood motivation (Van

Balen, 2005).

In terms of the relations between the factors of PMS and the women’s duration of
marriage, the results indicated that the longer they are married, the higher
motivations they have in terms of identity, social pressure, and materialism
dimensions. As mentioned before, these three motivational factors of PMS are
strongly associated with socio-cultural environment. In many cultures, having
children is accepted as an essential aspect of being married (Wu & Macneill, 2002).
As highlighted by numerous Turkish studies (e.g., Boyacioglu & Tiirkmen, 2008;
Kagitcibasi, 2007), societal expectations related to having children create pressure
on couples soon after marriage and if a delay occurs for childbearing women are
held responsible (Ayaz & Yaman Efe, 2010). Relevantly, the findings from other

studies also emphasized that as the childless marriage years passes by social and
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psychological pressures can increase (e.g., Ozkan & Baysal, 2006), since social
motives of parenthood were highly dominant as implied by different studies (e.g.,
Kagitcibasi & Ataca, 2005; Van Rooij et al., 2007). Apart from this, there was no
significant association between duration of marriage and continuity, nurturance,
and relationship factors. Since continuity and nurturance are intrinsic motivations
(Cassidy & Sintrovani, 2008; Miller, 2009) and relationship motive is relevant with
the participants’ desire to generate a whole family and share the role of parenthood
(Cassidy & Sintrovani, 2008), these non-significant findings are meaningful
concerning that rather than length of marriage, the quality of marriage is influential
for emotional aspects of parenthood motivation. Relevantly, in the literature the
results for the association between marriage duration and marital satisfaction are
also controversial. Although for some studies there was a negative relation between
length of marriage and marital satisfaction (e.g., Karney & Bradbury, 1995), as
Xiaohe and Whyte (1990) presented, for instance, especially for arranged
marriages, marital satisfaction could also increase with the increase in length of
marriage. According to Gallimore, Hughes, and Geldhauser (2006), however, the
length of marriage and marital satisfaction did not reveal any significant

association.

When the participants’ marital satisfaction levels were considered, it was found that
the higher levels of marital satisfaction are associated with higher motivational
bases for continuity and lower motivational bases in terms of social pressure. It
seems that if women are satisfied in their marital life, they are motivated to provide
continuation of their family line. Parallel with this finding, Olafsdottir and
colleagues (2011) presented that if couples have stable relationship and believed
that they have found the right partner, as the next step they wanted to have children
to establish a whole family. Relevantly, studies revealed that there is a positive
relation between marital satisfaction and desire for having children, and the effects

of marital satisfaction was stronger than socioeconomic variables in explaining
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fertility behavior (Beaujot & Tong, 1985). In addition, in the analyses marital
satisfaction and social pressure were found to be negatively correlated, which
means that lower level of marital satisfaction was linked to higher level of social
pressure motives for parenthood. This finding indicated that although social and
cultural environment create pressure on women to become mother (e.g., Russo,
1976) and motherhood is essential for social status of women (e.g., Ayaz & Yaman
Efe, 2010), it was understood that if women were highly satisfied in their marital
life, they feel lower levels of social pressure from friends or families to become
mother. Apart from this, there was no significant relations between marital
satisfaction and nurturance, identity, relationship and materialism motives for
parenthood. Although these motives have both internal and external bases, relevant
with the pronatalist and patriarchal nature of Turkish culture (see van Rooij et al.,
2007), it was thought that they are strongly embedded in personal desires for
parenthood. As mentioned before, in Turkey social motives are highly influential
for couples’ fertility decisions (e.g., Kagitcibasi & Ataca, 2005; van Rooij et al.,
2007).

The participants’ duration of struggle for having children was depicted as having
positive correlations with all the factors of PMS except for continuity. This results
bring to mind Rotkirch’s (2011) proposal that longer unsuccessful trials create
intense desire for having children and increase motivation for parenthood. Within
this time, women’s self-worth can decrease and perceived social pressure can
increase (Newton et al., 1992). Also, their relationship can be negatively affected
(Langdridge et al., 2000) and they can idealize parenthood (Hammarberg et al.,
2008; Smorti & Smorti, 2012). For these reasons, parenthood and having children
may have a function to compensate these necessities. Apart from this, as mentioned
before, there was not any significant relation between continuity and duration of
struggle for having children. This reveals that in spite of the time they spent for

having children, women want to provide the continuation of family line. Like
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Erikson (1963) stated, the result emphasized that when adults establish a truly
intimate relationship, they focus on their responsibilities for next generations.
Moreover, similar with the suggestion of Terror Management Theory (TMT;
Solomon, Greenberg, & Psyszynski, 1991), children provide the continuity and
symbolic immortality for their parents. All the people unconsciously have this
desire to decrease their death related anxiety (Fritsche et al., 2007). This finding is
also associated with the evidence that in Turkish culture people give greater

emphasis on continuity of their family line (Van Rooij et al., 2007).

In addition to these correlations, under the scope of preliminary analyses, the effects
of other demographical features namely, level of education, income, and place of
living on women’s motivations for parenthood were examined. The results
presented that the level of education had significant influences, however level of
income and place of living did not show any significant effects. In the literature,
although the couples’ parenthood motivation was influenced by their economic
resources and the regions where they live (see Kagit¢ibasi, 2007), the findings of
present study were inconsistent with these results. On the other hand, it is important
to note that the results of present study were consistent with the findings that
irrespective of the participants’ place of living, Turkish women’s fertility related
motivations remain similar (e.g., Ayaz & Yaman Efe, 2010; Van Rooij et al., 2007).
From these non-significant findings, it was thought that regardless of income and
place of living, Turkish women’s parenthood motivations do not differentiate which
may be due to pronatalist (e.g., van Rooij et al., 2006) and collectivistic (see

Kagitcibasi, 2007) nature of Turkish culture.

In terms of level of education, it was found that participants’ education significantly
influenced their motivations on relationship, identity and materialism dimensions.
For relationship dimension, it was apparent that lower education levels were

associated with stronger desire for having children to fulfill their relationship with
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spouse. The women who were primary school graduates indicated significantly
higher relationship motivation as compared to bachelor, master’s and doctoral
graduates, and the women who were high school or university graduates revealed
significantly higher relationship motives as compared to master’s and doctoral
graduates. Similarly, in terms of identity dimension the results showed that for
women who are primary school, high school or university graduates, the feminine
basis of desire for having children was significantly higher as compared to women
having master’s or Ph.D. degree. Likewise, in materialism dimension, the material
value of having children is significantly more important for primary school, high
school, and university graduates as compared to women who have master’s or Ph.D.

degree.

From all these results it was apparent that lower level of education was associated
with higher relationship, identity, and materialism bases of parenthood motivation.
As an overall evaluation it seemed that the relations between these three factors and
the participants’ education level is highly relevant with the participants’ socio-
cultural worldview. In other words, the individuals who have lower education levels
generally have more traditional cultural values, give importance to economic and
old age security value of children, and place lower emphasis on female status (see
Kagitcibasi, 2007). In addition, lower educated women, become more submissive,
identify themselves mostly as a mother and wife, feel worthy via having children
(Boyacioglu & Tiirkmen, 2008), and believe that children can improve their
relationship, and increase their husbands’ commitment to family (Kagitcibasi,
1981). In terms of identity, Newton and friends (1992) presented that if people have
lower educational and career status they attach greater importance on having
children as a sense of personal accomplishment. Moreover, as presented in the
literature through increase in education women could feel more independent, and
they could find alternative means to improve their self-esteem, instead of

motherhood (Mcquillan et al., 2008). In addition to higher education level, Gerson
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(1985) indicated that the career-minded women also consider the costs of having
children, such as missing the career opportunities and social role changes from
‘career women’ to ‘mother’ (as cited in Dingle, 2002). In a similar way, for
materialism, although for lower-educated people children’s “help with household
chores” and “material help” have greater values, increase in level of education is
strongly associated with decreased utilitarian (see Kagitgibasi, 2007, p.131) and
increased psychological value of children (Kagitcibasi & Ataca, 2005).

Regarding the participants’ level of education and parenthood motivations, it is also
important to note that the degree of the relationship, identity, and materialism
motives significantly decreased for the women who have master’s or Ph.D. degree.
This might be related to the fact that women who are master’s or doctoral graduates
delay childbearing until they feel prepared financially (e.g., Van Balen et al., 1997),
feel independent from their husband, have some other descriptions for their identity
before motherhood (Mcquillan et al., 2008), and realize the psychological value of
having children (Kagitcibasi & Ataca, 2005). Moreover, as Wu and Macneill (2002)
presented, this result also suggested that not only educational levels but also
(academic) careers of women influence their motivations about having children.
Apart from this, it is also important to note that there were no significant differences
between master’s and doctoral graduates, and primary school, high school and
university graduates also did not differentiate in terms of relationship and identity
factors. These results can be explained by Kagit¢ibasi (2007), who stated that
traditional views related to women’s role can decrease with education. However,
this decrement occurs only after graduate school which might be because of the
reason that graduate school provides career for women, and as Mcquillan and
colleagues (2008) highlighted these women can have alternative means to enhance
their self-esteem, instead of motherhood. Additionally, in parallel with previous
studies (e.g., Kagitcibasi & Ataca, 2005; Kagitcibasi, 2007), in terms of materialism

dimension, high school graduates showed significantly higher material bases of
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parenthood motivation, compared to women having bachelor’ degree. However,
inconsistent with previous findings, both high school and university graduates did
not reveal any significant differences from primary school graduates, and among
these three groups high school graduates revealed the highest materialism motives.
Concerning this result, it was thought that since materialism value can be evaluated
as making profit from having children, to create a good impression and present
themselves in a socially desirable manner, primary school graduates might have

given lower values to materialism dimension.

Lastly, based on level of education, the women’s parenthood motivations of
continuity and nurturance did not differentiate significantly. That was consistent
with the Fawcett’s (1983) suggestion that children’s psychological values for the
parents remain same (as cited in Kagit¢ibasi, 2007). Also, the participants did not
demonstrate any significant differences in terms of social pressure motives. This
might be because of the reason that regardless of women’s education level, due to
pronatalist nature of Turkish culture, they were feeling similar social pressure.
Besides, the non-significant finding for social pressure might also be related to
Langdridge and colleagues’ (2000) suggestion that to make a good impression
people may conceal that their parenthood motivations are influenced by external

pressures.
2.5.2.2. Multivariate Analysis of Covariance (MANCOVA)

In the light of the information given above, age, education level, duration of
marriage, marital satisfaction and duration of struggle for having children were
decided as the covariates while examining criterion related validity of the scale and
investigating the group differences among fertile and infertile expectant mothers.
After the effects of significant demographical features were controlled, it was found
that the parenthood motivational bases of identity and social pressure can

significantly differentiate pregnant women conceiving naturally and via ART. In
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other words, in line with our hypothesis, the groups were significantly differentiated
in terms of their overall parenthood motivational levels, and as expected, the
women who were impregnated via ART presented significantly higher motivations
for identity and social pressure factors. These findings were consistent with the
results of Cassidy and Sintrovani (2008) who presented that in collectivist cultures
(e.g., Greek culture in their study) where the extended family networks were more
dominant, infertile women had significantly higher motives in terms of identity and
social pressure dimensions. Since Turkish culture also has collectivist structure
(e.g., Kagitcibasi, 2007), infertile women’s higher identity and social pressure

motives seemed reasonable.

In terms of infertile expectant mother’s higher parenthood motivations for identity
factor, it can be suggested that for them the desire for having children was highly
related to their motives for improving feminine gender identity. This finding is
highly associated with the previous findings of Van Balen and Trimbos-Kemper
(1993) in which due to their childlessness the infertile women felt as “fail to be a
woman”’; Newton and his friends (1992) in which having children was observed as
the fulfillment of feminine role; Van Balen and Trimbos-Kemper (1995) in which
the women undergoing IVF treatment revealed higher motivations concerning high
femininity; and Colpin and friends (1998) in which IVF-mothers’ higher
motivations in terms of identity and motherhood dimensions were evaluated as the
desire to be like a “real woman” through having children. In addition, as it was
presented by Johansson and Berg (2005), having children might be a central issue,
and being infertile negatively influences their feminine identity. Childbearing can
become the core focus of infertile women and their other features like career or
level of education can lose their significance for them (Johansson & Berg, 2005).
This might be because of the fact that in many cultures motherhood is seen as a
reflection of being a woman (Ussher, 1989) and many women identify themselves

through motherhood (Glover et al., 2009). As criticized by feminist theory,
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motherhood is accepted as the natural responsibility of women (see Neyer &
Bernardi, 2011 for review), especially in conservative cultures dominated by
patriarchy. For this reason, childless women may feel inadequate and abnormal
(Choi, Henshaw, Baker, & Tree, 2005). As a traditional conservative culture, in
Turkey having children has social value (Kagitcibasi & Ataca, 2005) and the
childless women may feel useless, incomplete and anxious about losing their
husbands (e.g., Boyacioglu & Tiirkmen, 2008; Kagitcibasi, 1981). Therefore, when
the effects of other significant variables were controlled, it seems reasonable that
differently from fertile women, infertile women have a desire to fulfill their

“decreased” feminine identity through having children.

Relevantly, in addition to higher basis of identity motive, in present study infertile
pregnant women also presented higher parenthood motivation concerning social
pressure factor. In the literature, although in many Western industrialized countries
social pressure was found among the least important reasons for wanting children
(Colpin et al., 1998; Langdridge et al., 2000; Van Balen & Trimbos-Kemper, 1995),
which may be due to their individualistic structure; the studies conducted in
collectivistic cultures (e.g., Dyer et al., 2008) revealed that social pressure is an
important predictor that strengthen parenthood motivation. Although in the study of
Colpin and colleagues (1998), social pressure was discussed as relevant with
participants’ higher age, not conception type; in present study it was associated with
being infertile. In collectivistic cultures, the childless women could feel greater
social pressure to become a mother as Cassidy and Sintrovani (2008) mentioned.
Similar findings were also demonstrated by studies conducted in Turkey which
were consistent with present study (e.g., Boyacioglu & Tiirkmen, 2008; Kagit¢ibasi,
2007).

As mentioned before, in the analysis when the effects of age, education level,

duration of marriage, marital satisfaction, and duration of struggle for having
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children were controlled, the groups significantly differentiated in terms of identity
and social pressure, but did not differentiate in terms of continuity, nurturance,
relationship, and materialism dimensions. However, if the effects of the duration of
struggle for having children was not controlled and the analysis was conducted by
controlling the influences of age, education, duration of marriage and marital
satisfaction level, the expectant mothers who were conceived via ART showed
significantly higher motivations in terms of nurturance, relationship, identity,
social pressure and materialism but not for continuity. In this case, continuity
remained as the only non-significant motive confirming the findings of Colpin et al.
(1998) and proving that individuals have unconscious desire to provide symbolic
immortality via having offspring (e.g., Fritsche, et al., 2007). In this analysis, it was
revealed that the differences between fertile and infertile expectant mothers in terms
of nurturance, relationship and materialism motives were associated with how
many years they spent for having children, not the conception type. Since ART-
mothers spent more years for having children, in addition to identity and social
pressure motives, they showed significantly higher motivations in terms of
nurturance, relationship and materialism. From these results it can be stated that
within this period infertile women may experience countless unsuccessful trials and
this may increase their parenthood motivation (Rotkirch, 2011), decrease their self-
worth (e.g., Newton et al., 1992) and relationship quality with their husbands (e.g.,
Langdridge et al., 2000), and the trials may cause excessive money consumption
(Van Balen & Visser, 1997). For these reasons, the bases of their parenthood
motivations may function as compensation of these unfulfilled needs. Lastly, it is
also important to note that although in the study of Cassidy and Sintrovani (2008)
the group differences in terms of materialism was explained with cultural
differences, in the present study ART-mothers’ significantly higher scores in terms
of materialism was found to be relevant with how long they have struggled for

having children. The longer they have struggled for having children, the higher
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motivations they had in terms of materialism dimension, which indicates the

utilitarian value of having children.
2.5.3. Conclusion

In summary, in present study Turkish adaptation of PMS was conducted. The
findings proved that Turkish version of the scale also is a reliable and valid
assessment tool. Based on the results, it can be concluded that parenthood
motivation can vary depending on person’s age, education, duration of marriage,
marital satisfaction and how many years they have spent for having children. When
the effects of all these variables were controlled, it was observed that ART-
conceived expectant mothers presented significantly higher motives in terms of

their overall parenthood motivation, and identity and social pressure dimensions.

Among these covariates, if the effects of duration of struggle for having children is
not controlled, the findings showed that except for continuity, ART-conceived
expectant mothers had significantly higher motivation levels in all other dimensions
(i.e., nurturance, relationship, identity, social pressure, and materialism). This
means that significant differences in terms of nurturance, relationship and
materialism dimensions can be explained mostly with infertile women’s longer

struggle for having children.

All in all, the findings of present study emphasized that Turkish version of PMS
have good internal consistency reliability, convergent validity, and criterion related
validity. The scale can successfully differentiate spontaneously and via ART
conceived expectant mothers, in terms of total scores of PMS and all the

dimensions expect for continuity.
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2.5.4. Strengths of the Study

The current study has some strengths and important contributions to Turkish
literature. First of all, this was the first study examining the Turkish adaptation of
PMS which measures the participants’ motivational bases for desiring parenthood.
This was valid and reliable measure, and in terms of psychometric properties,
overall scale revealed good internal consistency. For this reason, the use of this
measure for research purposes can make contribution to Turkish literature

concerning parenthood related studies.

As another important strength of the study, present study included clinical sample
(i.e., ART-conceived women) and compared them with control group (i.e., naturally
conceived women). For this reason, the scale can be practical in obstetrics and
gynecology clinics both for fertile and infertile individuals. In addition to
understand these groups’ different motivational bases, studying with two different
samples can provide generalizability of Turkish version of PMS. Moreover, the
study included higher sample sizes, and participants have different age range, and
various income and education levels. These factors can also increase the strengths

of present study, and make it more generalizable.
2.5.5. Clinical Implications

The findings of present study suggested important points that might have some
clinical implications. Consistent with previous studies (e.g., Cassidy & Sintrovani,
2008; Van Balen & Trimbos-Kemper, 1995; Langdridge et al., 2000), the results
revealed that parenthood motivation of ART-conceived women was higher. Since
these women’s increased motivations can create stress and unrealistic expectations
regarding motherhood and having children; working on infertile women’s
unrealistic expectations about having children can be beneficial for these group.

Through individual or group-based therapies, providing awareness about the
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patients’ underlying motives for parenthood can be helpful for them. In this way,
they can realize whether they are influenced by internal or external motives, the role
of these motives on themselves throughout this process and reduce the pressure on

themselves for having children.

In the study it was observed that when the effects of possible variables were
controlled, ART-conceived expectant mothers’ parenthood motivation was higher
in terms of identity and social pressure dimensions. Since for infertile women
parenthood means the fulfillment of “gender-role requirement” (Newton et al.,
1992) and being a “real women” (Greil, 1991), in therapeutic interventions making
a new definition of womanhood and finding alternative means for “ideal woman”
can reduce these women’s stress levels and increase their self-esteem even they do

not have children.

In addition, the results revealed that social pressure is another important
motivational basis for previously infertile women. However, it was also observed
that marital satisfaction has significant negative association with social pressure.
From these findings it can be thought that enhancing women’s relationship with
their husbands could reduce the effects of social pressure. For this reason, arranging
couple-based therapies for these patients, and informing men about the importance
of their role for their wife’s psychological well-being throughout this process, can
improve their marital relationship and be supportive for ART-conceived pregnant

women.

Lastly, as emphasized by Brenning, Soenens, and Vansteenkiste (2015), intensity
and basis of parenthood motivation can influence pregnant women’s psychological
well-being. For this reason, working on these external bases of parenthood
motivations (i.e., identity and social pressure) can reduce patients’ stress and

positively influence their pregnancy and maternal adjustment.

71



2.5.6. Limitations and Directions for Future Studies

There are some limitations of the present study that should be noted. First, this was
a survey based research and additional open-ended questions and qualitative studies
might be supportive to understand the women’s underlying reasons of parenthood

and having children.

Second, present study focused only on pregnancy process and compared infertile
and fertile women in terms of intensity of their motivations and their motivational
bases. In further studies, investigating the parenthood motivation of men or both
partners’ interaction could provide information on the men’s side and men’s effects
on women in terms of motivational bases of having children. Moreover,
investigating the role of motivational bases in women’s pregnancy and maternal
adjustment can also provide broader knowledge about the topic. How the intensity
of parenthood motives influences pregnant women’s well-being and mother-infant
relations; and whether these motivational bases create differences in postnatal

process are suggested to be examined with longitudinal research design.
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CHAPTER 3

STUDY II: THE EFFECTS OF PSYCHOSOCIAL FACTORS ON
PREGNANCY ADAPTATION AND PRENATAL ATTACHMENT FOR
PREGNANT WOMEN WHO CONCEIVED VIA ART

3.1. Introduction

Pregnancy is considered as a period of happiness and well-being. However,
emotional complications such as depression, anxiety and stress can be highly
prevalent within this process (Carter, 2005; Dunkel Schetter & Tanner, 2012). Most
commonly, expectant mothers worry about issues that are related to giving birth and
the health of their babies as well as adapting to the social and economic aspects of
life with children (Green, Kafetsios, Statham, & Snowdown, 2003). Throughout this
period, women’s past emotional conflicts and psychological experiences can be
reactivated and influence their psychological state (Dornelles, MacCallum, Lopes,
Piccinini, & Passos, 2014). Studies revealed that how these pregnancy-related
difficulties are handled has significant importance in one’s life, because, as Della
Vedova, Dabrassi, and Imbasciati (2008) mentioned, children’s healthy
psychological development depends highly on women’s attachment towards their

babies beginning from their pregnancy period.

In the case of conception via assisted reproductive techniques (ART), the effect of
past experiences might be more noticeable and pregnancy process can be more
difficult compared to natural conception (Harf-Kashdaei & Kaitz, 2007). These
women are highly motivated for having children (Cassidy & Sintrovani, 2008), and

until they get pregnant, they experience numerous failing trials, serious medical
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problems and reproductive losses. Since these life events are likely to have negative
impact on their mental health, psychology of women after assisted reproduction
might have some unique characteristics (Colpin, De Munte, & Vandemeulebroecke,

1998; Yakupova, Zakharova, & Abubakirov, 2015).

Pregnancy via ART can be more emotionally demanding (Hjelmstedt, Widstrom, &
Collins, 2006) and throughout their pregnancy, expectant mothers still feel like
patients, make frequent doctor visits and are exposed to various medical techniques
(Lepecka-Klusek & Jakiel, 2009). They cannot get rid of the psychology of being
“infertile” regardless of the successful outcome of the treatment (Hjelmstedt,
Widstrom, Wramsby, & Collins, 2004; Olhansky, 1990). For this reason, they
cannot help feeling anxious and having no control over the process (Harris &
Daniluk, 2010) and in order to prepare themselves for any potential losses, ART-
conceived pregnant women can have pregnancy adjustment problems and show

lower prenatal attachment towards the fetus (Hjelmstedt et al., 2006).

Understanding the factors influencing ART-expectant mothers’ mental state can be
helpful in terms of preventing their negative impact on women and babies, and their
interactions. Based on this information, factors influencing ART-women’s

pregnancy adaptation and prenatal attachment are investigated in this chapter.
3.1.1. Pregnancy Related Stress

For previously infertile women, achieving pregnancy via ART does not mean that
the stressful times are left behind. Since this is a long-awaited pregnancy, patients’
negative psychological states concerning the treatment process can adversely
influence the course and outcome of their pregnancy (Zakharova & Chuvaeva,
2011). The influence of previous investments such as time devoted to the treatment
or financial costs can persist during the pregnancy process (Lepecka-Klusek &

Jakiel, 2009). Understanding the dynamics of women’s pregnancy-related-stress is
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essential, because, as numerous studies revealed, women’s prenatal distress can be
a risk factor for adverse delivery outcomes such as preterm delivery, prematurity
and lower birth weight (e.g., Copper et al., 1996; Dunkel-Schetter & Tanner, 2012;
Hedegaard, Henriksen, Sabroe, & Secher, 1993; Rondo¢ et al., 2003), and long-term
developmental problems such as cognitive, behavioral and temperament problems

(see Dunkel-Schetter & Tanner, 2012 for review).

In many studies, there were no significant differences between pregnant women
who conceived naturally versus via ART in terms of general anxiety levels.
However, regarding pregnancy related stress, ART-women’s anxiety for losing their
babies was significantly higher (McMahon, Ungerer, Beaurepaire, Tennant, &
Saunders, 1997; Hjelmstedt, Widstrom, Wramsby, & Collins, 2004). Even after the
successful treatment, previously infertile women’s anxiety and depression
symptoms and emotional problems could persist during pregnancy and also the
postpartum process (Hjelmstedt, Widstrom, Wramsby, Matthiesen, & Collins,
2003). They demonstrate higher pregnancy related stress (Hjelmstedt, Widstrom, &
Collins, 2006), become emotionally vulnerable, and feel anxious and fearful about
the health and survival of the fetus (Hjelmstedt et al., 2003; McMahon et al., 1997).
Hjelmstedt et al. (2003) stated that throughout their pregnancy these women could
show perpetual and strong fear of losing their baby. In fact, their fear is not entirely
irrelevant. For instance, as indicated by numerous studies, the probability of
multiple births, mortality, miscarriage, prematurity and low birth weight is higher
among the pregnancies after assisted reproduction (Doyle, Beral, & Maconochie,

1992).

According to Yakupova, Zakharova, and Abubakirov (2015), having a history of
reproductive losses is an important factor increasing women’s anxiety levels. Due
to long and challenging life experiences prior to the pregnancy, women have intense

fear of losing their babies, and to be able to cope with these feelings and thoughts
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they conceal the news of achieving pregnancy. As the number of their losses/trials
and the intensity of negative experiences increase, women'’s sense of control over
the process decrease and this can increase their stress (Litt, Tennen, Affleck, &
Klock, 1992) and anxiety levels (McMahon et al., 1997). Women who experience
longer infertility periods tend to have higher pregnancy-related stress and birth fear
(Poikkeus et al., 2006). They can demonstrate compulsive checking for vaginal
bleeding, have stressful dreams, behave avoidant towards the fetus (Bernstein,
Lewis, & Seibel, 1994), and have muscular tensions and irritability (Hjelmstedt et
al., 2003). Due to their excessive anxiety about losing their baby, they try to
postpone bonding with the fetus (Bernstein, 1990).

Women’s adjustment problems and higher anxiety levels can also be observable in
postpartum period (Tendais & Figueiredo, 2016). When they become a mother, they
have lower self-efficacy and self-esteem in terms of parental competence (Gibson,
Ungerer, Tennant, & Saunders, 2000). They show hypervigilant and overprotective
attitudes and have greater expectations in terms of parenting abilities (Bernstein,
1990). It seems that ART-women’s prenatal distress may cause various adverse
outcomes during both pregnancy and postpartum periods. Understanding the effects
of prenatal distress with its protective factors can be useful to reduce the negative
consequences of stress and improve emotional well-being of pregnant women who

conceived via ART.
3.1.2. Pregnancy Adaptation

Pregnancy adaptation, which refers to the acceptance of pregnancy-related changes
and having positive attitudes towards the process (Lepecka-Klusek & Jakiel, 2009)
is one of the pregnancy related aspects that can be negatively influenced by
women’s prenatal distress (Kuo, Wang, Tseng, Jian, & Chou, 2007). During
pregnancy, expectant mothers experience a transition from being childless women

to mothers and they mentally prepare themselves for motherhood. During this
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preparation phase, in case they get into trouble and have difficulties for adapting to
the certain aspects of pregnancy, they can experience excessive anxiety and
physiological problems concerning pregnancy, birth, or postpartum (Lederman,
1990). However, if they live through this period without any major problems, this
can be an indicator of a good relationship between the mothers and their infants
(Beck, 1999). According to Lederman (1984) women’s psychological adaptation in
pregnancy should be taken into consideration based on seven psycho-social
dimensions, which are; gaining pregnancy acceptance, identifying motherhood role,
reviewing women’s relationship with her mother, examining her relationship with
her husband, getting ready for labor, coping with fear of pain and loss of control in
birth, and concerning the well-being of baby and self. Depending on women’s level
of adaptation for these aspects, their physiological well-being can also show
alterations. For instance, Kuo and colleagues (2007) showed in their study that if
expectant mothers have higher “acceptance to pregnancy”, their nausea and
vomiting symptoms could be lower; if their “fear of helplessness and loss of control

in labor” was higher, on the other hand, their symptoms could be more severe.

Studies revealed that stress and social support are important predictors of women’s
pregnancy adaptation (Kuo et al., 2007). While stress can reduce women’s maternal
adaptation (Reece, 1995), social support can increase it (Jesse, Walcott-McQuigg,
Mariella, & Swanson, 2005), and as expected, the combination of higher stress and
lower spousal support was correlated with lower maternal pregnancy adaptation
(Norbeck & Anderson, 1989). Related to their higher levels of prenatal distress,
after assisted reproduction, expectant mothers can experience difficulties in
pregnancy adaptation (Lepecka-Klusek & Jakiel, 2009). As Lepecka-Klusek and
Jakiel (2009) emphasized, these women could feel ambivalence; on one hand they
become very happy for getting pregnant, and on the other hand, they feel worse
about being conceived via ART and this situation could negatively influence their

emotional adaptation.
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On the contrary, it was emphasized in many studies about ART-conceived pregnant
women’s pregnancy adaptation that, regardless of their higher anxiety concerning
the health of their babies, these women demonstrated more idealized and positive
psychological states during pregnancy (McMahon, Tennant, Ungerer, & Saunders,
1999; Hjelmstedst et al., 2003). According to Golombok, MacCallum, and Goodman
(2001), since they had higher motivations and invested more to have children,
ART-conceived pregnant women could disregard the difficulties of pregnancy. If
they complain after a long-awaited involuntary childlessness, they could feel guilty
about it. Compared to women who conceived spontaneously, women who
conceived via ART seemed more gratified to be pregnant and had fewer fears about
the losses of independence (Klock & Greenfeld, 2000). They showed greater
satisfaction and fewer complaints about their pregnancy (Ulrich, Gagel,
Hemmerling, Pastor, & Kentenich, 2004), felt satisfied and became less
uncomfortable towards pregnancy related problems (McMahon et al., 1999). From
these findings it can be assumed that although conception via ART is a stressful
process and requires more investment, women may benefit from the protective
factors that can compensate the negative effects of their pregnancy-related distress

during their pregnancy.
3.1.3. Social Support

Social support is one of the protector factors that can reduce the negative influence
of stress, and increase individuals’ adaptation to stressful situations such as
infertility (e.g., Martins, Peterson, Almeida, Mesquita-Guimaraes, & Costa, 2014).
Typically, social support refers to individuals’ perception of having a confidant and
being taken care of by certain individuals (Cohen & Wills, 1985); family, friends
and significant others can be regarded as the main sources of emotional social
support (Helgeson, 2003). According to stress buffer hypothesis, receiving social

support from these sources can buffer the negative influences of stress (Cohen &
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Wills, 1985). The effects of social support on psychological adjustment have been
studied for numerous life-stressors (see Uchino, 2006 for review). As De Ridder
and Schreurs (1996) emphasized, especially for disease related stress, social support

could be a safeguard for the patients.

Infertility-related stress is among these stressors and became the subject of many
studies examining the effects of social support. In terms of overcoming infertility-
related stress, social support can hold a moderator position (Verhaak et al., 2005).
Literature findings demonstrated that when they perceived higher social support,
infertile patients had lower levels of anxiety, depression, and infertility-related
stress (Karlidere et al., 2007; Lechner, Bolman, & van Dalen, 2007; Martins et al.,
2003; Verhaak et al., 2005). Perceiving sufficient social support can relieve the
patients’ psychological pressure (Abbey, Halman, & Andrews, 1992). Infertile
patients who had higher perceived social support reported fewer distress and greater
sense of well-being (Amir, Horesh, & Lin-Stein, 1999). However, lower perceived
social support was related to higher levels of psychological distress (Cassidy &
Sintrovani, 2008). Lechner and colleagues (2007) emphasized that if they were
more dissatisfied with the experienced social support, the negative influence of
passive coping on health complaints could be intensified. This means that lack of
social support could increase the possibility of negative health outcomes (Lechner
et al., 2007). When the dimensions of perceived social support were investigated for
infertile patients, it was found that all the dimensions, namely, perceived social
support from partners (Gibson & Myers, 2002; Martins et al., 2011; Mindes,
Ingram, & Covington, 2005), family (Gibson & Myers, 2002; Martins et al., 2011;
Verhaak et al., 2005) and friends (Martins et al., 2011) could significantly reduce
women’s infertility-related stress levels. Health-care providers did also become an
important source of psychosocial support (Brucker & McKenry, 2004). However,

rather than professional support, social support from spouse and family was
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perceived as more relieving for infertile patients (Boivin, Scanlan, & Walker,

1999).

When these women become pregnant via infertility treatment, the buffering role of
social support can be seen for women’s pregnancy and maternal adaptation process.
In the literature, studies investigating previously infertile women’s pregnancy and
motherhood experiences demonstrated that perceiving social support could improve
their maternal prenatal attachment (Hjelmstedt et al., 2006; Kuo, Bowers, Chen,
Chen, Tzeng, & Lee, 2013), social functioning and physical well-being in
pregnancy (De Pascalis et al., 2012), decrease maternal stress and facilitate
emotional well-being (Baor & Soskolne, 2012). Although limited number of studies
exist in the literature about ART-conceived pregnant women, the findings from
naturally conceived expectant mothers also emphasized that social support could
increase women’s psychological adjustment to stressful situations (Glazier, Elgar,
Goel, & Holzapfel, 2004) and pregnancy adaptation (Chou, Avant, Kuo, & Fetzer,
2008), intensify women’s prenatal attachment (Metin, 2014), provide better
neurological development for the baby, and decrease the possibility of experiencing
postpartum depression (Collins, Dunkel-Schetter, Lobel, & Scrimshaw, 1993).
Since emotional problems during pregnancy increase the possibility of negative
outcomes for both expectant mothers (e.g., postpartum depression) and their babies
(e.g., birth complications, poor neonatal development), understanding the role of

social support in this relation can be protective (Glazier et al., 2004).
3.1.4. Attachment Styles

Similar to the buffering-effect of perceived social support, negative influence of
stress could also be buffered by (secure) attachment styles. Attachment style is one
of the factors that create individual differences and determine people’s way of
coping with a stressful situation (Bowlby, 1969). The “father” of attachment theory,
Bowlby (1958) described that attachment is a system of evolutionary behaviors that
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were originated from early years of life based on the children’s relationship with
their caregivers and shape people’s thoughts, feelings and behaviors throughout
their lives. According to this theory, depending on parental responsiveness and
sensitivity, children develop “internal working models” and understand the world
based on these early-developed inner structures (Bowlby, 1969, 1973). Ainsworth,
Blehar, Waters, and Wall (1978) suggested three types of attachment styles,
namely, secure, anxious/ambivalent, and avoidant. If the attachment figure is
sensitive and responsive to infants’ needs, children can develop a stable sense of
security (i.e., secure attachment style) in their relations. However, if not, it means
that their proximity seeking is failed, and in order to relieve their stress and provide
emotional regulation, children explore the world in more insecure ways, by using
anxious or avoidant attachment styles. In the anxious attachment style, people
worry that an attachment figure will not be available and supportive in case it is
sought. And in the avoidant attachment style, the infants do not trust the attachment
figures and regulate their emotions by keeping themselves emotionally distant

(Shaver & Mikulincer, 2008).

According to Hazan and Shaver (1987) through the effect of “internal working
models”, these childhood attachment patterns persist in adulthood and can be
observable in one’s romantic relationships and parenthood practices. Regarding
this suggestion, it was demonstrated that individuals’ adulthood attachment patterns
towards their romantic partners are associated with their parenting (Rholes,
Simpson, Blakely, Lanigan, & Allen, 1997) and parent-child relations (Priel &
Besser, 2000). For Bowlby (1979), if a person has avoidant attachment style, s/he
does not want to have children and may reject to be a caregiver. Studies revealed
that parents who had avoidant romantic attachment pattern demonstrated more
emotional detachment (Rholes, Simpson, & Blakely, 1995) and could be more
stressful and dissatisfied in their relationships with children (Rholes, Simpson, &

Friedman, 2006). In terms of anxious attachment style, Trillingsgaard, Elklit,
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Shevlin, and Maimburg (2011) found that expectant mothers’ anxious and avoidant
attachment styles were significantly and positively associated with their pregnancy-
related worries, and compared to avoidance, influences of anxious attachment

pattern were stronger.

As a people’s stress levels increase, the importance of attachment style and
personality become visible. In other words, the effect of inner factors is less
influential until people have problems in their lives (Amir, Horesh, & Lin-Stein,
1999). In many studies it was emphasized that people with secure attachment styles
showed lower stress (Mikulincer & Florian, 1995) and were less worried during the
prenatal period (Mikulincer & Florian, 1998). However, having an insecure
attachment style can become a risk factor that can intensify the negative influences
of psychological distress. For instance, Mikulincer and Florian (1995) stated that
anxious-ambivalent individuals may use maladaptive coping styles and consider
themselves as incapable of problem solving. For this reason, anxious-ambivalent
attachment style is a factor that can increase individuals’ stress and anxiety levels in
the presence of problematic situations (Mikulincer & Florian, 1995; Mikulincer,

Florian, & Weller, 1993).

Infertility is an important stressor that can activate a person’s attachment styles
(Van den Broeck, D’Hooghe, Enzlin, & Demyttenaere, 2010). The studies
investigating the effects of attachment style on the psychology of infertile
individuals demonstrated that secure attachment style could be a buffer against
infertility-related stress (Amir et al., 1999), increase patients’ well-being (Lowyck
et al., 2009), and dyadic adjustment compared to avoidant and anxious ambivalent
individuals (Mikulincer, Horesh, Levy-Shiff, Manovich, & Shalev, 1998).
Conversely, insecure attachment styles had adverse effects by intensifying negative
influences of stress and decreasing person’s psychological adjustment to infertility

(Amir et al., 1999). People with anxious (Bayley, Slade, & Lashen, 2009; Van den
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Broeck et al., 2010) or avoidant (Schmidt, Holstein, Christensen, & Boivin, 2005)
attachment styles, experienced severe infertility-related distress and had more
negative outcomes in terms of psychological well-being. In many studies, both
types of insecure attachment styles (i.e., anxious and avoidant) were found to be
associated with lower well-being, higher levels of stress (Mikulincer et al., 1998),
and more sexual and relationship concerns (Donarelli et al., 2012) for women who

were undergoing infertility treatment.

Studies showed that the same tendency continues even after having a successful
treatment outcome and achieving pregnancy. For instance, according to Hjelmstedt
et al. (2004) previously infertile women showed resistance against their anxiety and
as a way of coping with that, they avoided the fact that they were infertile.
Numerous studies emphasized that ART-conceived pregnant women frequently
used avoidant coping styles, showed denial and suppression of their high levels of
anxiety, and appeared to have low anxiety levels as a consequence (e.g., Boivin,
Takefman, Tulandi, & Brender, 1995; McMahon et al., 1997). However, as
mentioned before, insecure attachment styles can only provide temporary solutions,
and using avoidant coping creates low emotional adjustment in the long run

(Mahajan et al., 2009).
3.1.5. Prenatal Attachment

Around the same years while Bowlby was developing his theory about human
attachment, in order to describe the prenatal basis of mother—child relations, the
psychoanalytical authors Benedek (1959), Bibring (1959), and Deutch (1945)
emphasized that women make emotional investment towards the fetus during
pregnancy, which was called as prenatal attachment. As the pregnancy progresses,
this emotional tie could also be intensified, and expectant mothers would begin to
personalize the fetus and perceive her/him as a separate individual (Deutsch, 1945).

The expectant mothers’ special psychological state was also implied by Winnicott’s

&9



(1956) concept of “primary maternal preoccupation” through which he emphasized
the women’s initial emotional connection with the unborn baby. Based on the
observation that postpartum mother and neonate could establish a bond immediately
after the birth, Rubin (1975) suggested that this relationship could be a result of the
pregnancy process, and women’s attachment to the baby and acquisition of the
maternal role could start from the prenatal period. She realized that even before the
childbirth, expectant mothers make self-sacrifices for the baby, think baby as a

separate unit and develop “we-feeling” (Rubin, 1975).

After these leading explanations for prenatal attachment, Muller (1992, 1993)
suggested a new definition concerning adult attachment theory. She stated that
pregnant women’s relationship with their own mothers could also influence their
emotional connection with their unborn babies (i.e., prenatal attachment) and
pregnancy adaptation (Muller, 1992, 1993). Lastly, in a more recent study, Doan
and Zimerman (2003) included behavioral, cognitive and emotional aspects of
prenatal attachment and stated that, in order to create attachment with the fetus,
women should conceptualize the unborn baby in their mind by using emotional and
cognitive abilities. Through ultrasound imaging (Lumley, 1980) and observing the
movements of the fetus (Brandon, Pitts, Denton, Stringer, & Evans, 2009; Mikhail
et al., 1991), women can establish a reciprocal relationship with the baby, and this
can increase their prenatal attachment. As the pregnancy progresses, movements of
the fetus can increase, which in turn intensifies women’s level of prenatal

attachment (Della Vedova et al., 2008).

Maternal prenatal attachment is a fundamental developmental task in terms of
pregnancy and childbirth. In many studies it was demonstrated that mother’s care-
giving capacity develops during the pregnancy period (Brandon et al., 2009).
Lindgren (2001) found out that there was a positive correlation between prenatal

attachment level and pregnancy health behaviors such as non-consumption of
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tobacco, alcohol and illegal drugs; engaging in healthy eating, sleeping and fitness
habits; receiving prenatal care and trying to teach themselves about pregnancy,
childbirth, and infant care related subjects. Moreover, it was highlighted that
women’s prenatal representations of the unborn babies were stable and could affect
mother-infant relationships after the birth (Fonagy, Steele, & Steele, 1991).
Therefore, prenatal attachment and role of this bond on the mother-infant
interaction also became the subject of neonatal studies. In terms of mothers’ mental
states, the findings highlighted that women’s prenatal attachment has significantly
positive effect on their postnatal attachment (Muller, 1996), motherhood attitudes
(Condon & Corkindale, 1997), postnatal maternal sensitivity (Fuller, 1990; Ward &
Carlson, 1995), good mother-child relations, and higher maternal involvement

(Siddiqui & Hagglsf, 2000).

During pregnancy, women with more emotional intimacy towards the fetus and
who dream about the unborn babies become more concerned about the babies after
the birth. As a result of this positive interaction, baby’s attentive behaviors are also
positively affected (Siddiqui & Hiagglof, 2000). For instance, if expectant mothers
were talking to the fetus twice or three times a day, the babies could show higher
language comprehension (Della Vedova, Tomasoni, & Imbasciati, 2006). These
results showed babies’ uterus-based learning capabilities (De Casper & Spence,
1986) and emphasized that maternal antenatal attachment have an essential
transitional role for maternal well-being and the development of emotional ties
between the mothers and the infants (Priel & Besser, 2000). These findings also
give rise to the thought that, beyond the measurement techniques, some fetal
mechanisms are taking place at the background of maternal-prenatal attachment.
However, since babies’ contribution was invisible during pregnancy, the effect of
prenatal period on postpartum might be purely related to maternal factors such as
women’s characteristics, style of attachment and mental representations (Brandon et

al., 2009). Regarding women’s personal features, it was noted that lower prenatal
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attachment was found to be associated with higher depression and anxiety levels
(Condon & Corkindale, 1997; Lindgren, 2001), lower support from their social
environment, and higher control from the partner (Condon & Corkindale, 1997).
Furthermore, in case expectant mothers were ambivalent about pregnancy or had
higher detachment, their prenatal attachment could decrease (Hjelmstedt et al.,
2006). Similarly, as Mikulincer and Florian (1999) emphasized, compared to
securely attached women, avoidant and anxious-ambivalent individuals could

display weak prenatal attachment towards the babies.

In many scientific studies it was highlighted that there were no significant
differences between women who conceived naturally and via ART (Hjelmstedt et
al., 2006; McMahon et al., 1997; Stanton & Golombok, 1993). However, due to
their consistent fear of losing their baby, ART-conceived women can show lower
prenatal attachment, delay sharing the news of being pregnant (Armstrong & Hutti,
1998; McMahon et al., 1997), make fewer talks with the fetus (McMahon et al.,
1999), and postpone room preparation for the baby (Bernstein et al., 1994;
McMahon et al.,1999). ART-conceived women’s such behaviors can also be
evaluated as having lower emotional connection with the fetus. On the contrary,
some other studies proposed that ART-conceived women might have intense
protective attachment towards the fetus, as a consequence of their greater
investment during the treatment process (Fisher, Hammarberg, & Baker, 2008). In
these studies, it was emphasized that, because these women made more investment
and experienced long-standing infertility process, the baby could be like a special
gift for them (Levy, 1970). It seems that since ART-conceived women are highly
motivated for having children and make a great effort for this desire, they can reveal
more emotional involvement towards the fetus through the influence of their mental

representations during pregnancy (Agostini et al., 2009).
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3.1.6. Parenthood Motivation

Parenthood motivation is an important factor that can determine a person’s
intentions and behaviors regarding reproduction (Miller, 1994). These motivational
bases have an impact on person’s psychosocial adjustment to various reproductive
events like pregnancy, transition to parenthood (Miller, Severy, & Pasta, 2004) and
assisted conception (Cassidy & Sintrovani, 2008). In terms of women’s
psychological states during pregnancy, Raphael-Leff (1991) mentioned that
expectant mothers’ prenatal attachment had strong correlations with their
motivations for having children and having room for these children within their
family systems (as cited in Pajulo, Savonlahti, Sourander, Helenius, & Piha, 2001).
Relevantly, Brenning, Soenens, and Vansteenkiste (2015) emphasized that women
with greater internal motivations demonstrated higher psychological well-being and
relationship quality during the pregnancy period. Moreover, having higher
parenthood motivation can also be predictive for postpartum period. If women are
strongly motivated for having children, they perceive parenthood as a more
substantial and fulfilling experience (Rholes, Simpson, & Friedman, 2006). They
can establish a more secure and stronger bond with their newborn babies and
demonstrate greater maternal well-being (Brenning, Soenens, & Vansteenkiste,

2015).

It is important to note that parenthood motivation and desire for having children are
not independent from a person’s attachment pattern. Rholes, Simpson, Blakely,
Lanigan, and Allen (1997) emphasized that individuals with more insecure
attachment styles in their close adult relationships tend to have more negative
attitudes towards parenthood and parent-child interactions. It was revealed in their
study that both avoidant and anxious-ambivalent individuals have negative attitudes

for having children, while only avoidant people were less interested in having
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children. Anxious-ambivalent individuals were still more enthusiastic about having

children (Rholes et al., 1997).

As mentioned in the previous chapter, compared to spontaneously conceived
women, ART-conceived women have significantly higher motivation levels
(Cassidy & Sintrovani, 2008). Their motivational basis could be more overt because
they could actively think about the importance of having children when they were
childless (Van Balen & Trimbos-Kemper, 1995). Both internal (e.g., feeling
fulfilled) and external (e.g., social expectations) factors create the basis of desire for
having children, and for infertile individuals, these factors can be other sources of
stress (Langdridge et al., 2000). For instance, Cassidy and Sintrovani (2008)
showed that people who were motivated by social pressure while desiring for
children, demonstrated higher stress levels about having children. Because of their
inability to conceive naturally, ART-conceived women feel like outsiders in their
social environments (Amir, Horesh, & Lin-Stein, 1999), thinking that they cannot
satisfy the social expectations with having children (Daniels, 1993), and get stressed
as a result of these social interactions. In addition, depending on the basis of
parenthood motivations, individuals’ perceptions about social environments can
also be affected. While people who had higher identity motives perceived lower
social support, people who were motivated by continuity and nurturance perceived

higher support from their social environments (Cassidy & Sintrovani, 2008).
3.2. The Aims and Hypotheses

3.2.1. The Aims of Present Study

Based on abovementioned literature findings it can be concluded that ART-
conceived expectant mothers can have increased prenatal distress and parenthood
motivation both of which can negatively influence their pregnancy adaptation and

prenatal attachment in pregnancy period. Moreover, for these relations while
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perceived social support buffer the negative influences of stress, insecure
attachment style can intensify its adverse effects. Within this framework, in present
study the predictive role of prenatal distress and parenthood motivation on
pregnancy adaptation and prenatal attachment was aimed to be investigated. It was
also aimed to examine the moderator roles of perceived social support, insecure
attachment styles, and prenatal distress (only when parenthood motivation is

independent variable) in these associations.

For these purposes, in the first set of moderation analyses for the relation between
prenatal distress (IV) and pregnancy adaptation (DV), the moderator roles of
perceived social support with its three dimensions (i.e., family, friends and
significant other), and adult attachment styles (i.e., anxious and avoidant) were

investigated separately based on each of the moderator. The proposed model
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(Model 1) was presented in Figure 3.
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Figure 3. Proposed Model for Moderation Analyses (Model 1)
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In the second set of moderation analyses, for the relation between prenatal distress
(IV) and prenatal attachment (DV), the moderator roles of perceived social support
with its three dimensions (i.e., family, friends and significant other), and adult
attachment styles (i.e., anxious and avoidant) were examined separately, based on

each of the moderator. The proposed model (Model 2) was presented in Figure 4.
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Figure 4. Proposed Model for Moderation Analyses (Model 2)

In the third set of moderation analyses, for the relation between parenthood
motivation (IV) and prenatal attachment (DV), the moderator roles of prenatal
distress, perceived social support with three dimensions (i.e., family, friends and
significant other), and adult attachment styles (i.e., anxious and avoidant) were
examined separately, based on each of the moderator. The proposed model (Model

3) was presented in Figure 5.
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Figure 5. Proposed Model for Moderation Analyses (Model 3)

In the last set of moderation analyses, for the relation between parenthood
motivation (IV) and pregnancy adaptation (DV), the moderator roles of prenatal
distress, perceived social support with three dimensions (i.e., family, friends and
significant other), and adult attachment styles (i.e., anxious and avoidant) were
investigated separately, based on each of the moderator. The proposed model

(Model 4) was presented in Figure 6.
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Figure 6. Proposed Model for Moderation Analysis (Model 4)

3.2.2. The Hypotheses of Present Study

In line with the aims mentioned above, the hypotheses of present study are as

follows:

1) Interms of the relation between prenatal distress and pregnancy adaptation it

was hypothesized that:

a. Perceived social support would moderate the relation between ART-
conceived expectant mothers’ prenatal distress and pregnancy
adaptation. If women perceived higher social support, their prenatal
distress would be buffered and they have better pregnancy

adaptation.

i. Perceived social support from family would moderate the

relation between ART-conceived expectant mothers’ prenatal

98



distress and pregnancy adaptation. Perceiving higher social
support from family, would buffer the effects of prenatal

distress and lead better pregnancy adaptation.

ii. Perceived social support from friends would moderate the
relation between ART-conceived expectant mothers’ prenatal
distress and pregnancy adaptation. Perceiving higher social
support from friends, would buffer the effects of prenatal

distress and lead better pregnancy adaptation.

iii. Perceived social support from significant other would
moderate the relation between ART-conceived expectant
mothers’ prenatal distress and pregnancy adaptation.
Perceiving higher social support from significant other,
would buffer the effects of prenatal distress and lead better

pregnancy adaptation.

b. Anxious adult attachment style would moderate the relation between
prenatal distress and pregnancy adaptation. Higher anxious adult
attachment styles can intensify the negative influences of prenatal
distress and decrease ART-conceived expectant mothers’ pregnancy

adaptation.

c. Avoidant adult attachment style would moderate the relation between
prenatal distress and pregnancy adaptation. Higher avoidant adult
attachment styles can intensify the negative influences of prenatal
distress and decrease ART-conceived expectant mothers’ pregnancy

adaptation.

2) In terms of the relation between prenatal distress and prenatal attachment it

was hypothesized that:
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a. Perceived social support would moderate the relation between ART-
conceived expectant mothers’ prenatal distress and prenatal
attachment. If women perceived higher social support, their prenatal
distress would be buffered and their prenatal attachment would

increase.

i. Perceived social support from family would moderate the
relation between ART-conceived expectant mothers’ prenatal
distress and prenatal attachment. Perceiving higher social
support from family, would buffer the effects of prenatal

distress and lead increased prenatal attachment.

ii. Perceived social support from friends would moderate the
relation between ART-conceived expectant mothers’ prenatal
distress and prenatal attachment. Perceiving higher social
support from friends, would buffer the effects of prenatal

distress and lead increased prenatal attachment.

iii. Perceived social support from significant other would
moderate the relation between ART-conceived expectant
mothers’ prenatal distress and prenatal attachment.
Perceiving higher social support from significant other,
would buffer the effects of prenatal distress and lead

increased prenatal attachment.

b. Anxious adult attachment style would moderate the relation between
prenatal distress and prenatal attachment. Higher anxious adult
attachment styles would intensify the negative influences of prenatal
distress and increase ART-conceived expectant mothers’ prenatal

attachment.
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c. Avoidant adult attachment style would moderate the relation between

prenatal distress and prenatal attachment. Higher avoidant adult
attachment styles would intensify the negative influences of prenatal
distress and decrease ART-conceived expectant mothers’ prenatal

attachment.

3) In terms of relation between parenthood motivation and prenatal attachment

it was hypothesized that:

a.

b.

Prenatal distress would moderate the relation between parenthood
motivation and prenatal attachment in a negative way. Higher
prenatal distress would intensify the negative influences of
parenthood motivation and decrease ART-conceived expectant
mothers’ prenatal attachment. However, when people have higher
parenthood motivation and higher distress levels, their prenatal

attachment can have overprotective features.

Perceived social support would moderate the relation between ART-
conceived expectant mothers’ parenthood motivation and prenatal
attachment. If women perceived higher social support, the stress
resulted from parenthood motivation would be buffered and their

prenatal attachment would increase.

i. Perceived social support from family would moderate the
relation between ART-conceived expectant mothers’
parenthood motivation and prenatal attachment. Perceiving
higher social support from family, would buffer the negative
influences of parenthood motivation and lead increased

prenatal attachment.

ii. Perceived social support from friends would moderate the
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relation between ART-conceived expectant mothers’
parenthood motivation and prenatal attachment. Perceiving
higher social support from friends, would buffer the negative
influences of parenthood motivation and lead increased

prenatal attachment.

iii. Perceived social support from significant other would
moderate the relation between ART-conceived expectant
mothers’ parenthood motivation and prenatal attachment.
Perceiving higher social support from significant other,
would buffer the negative influences of parenthood

motivation and lead increased prenatal attachment.

c. Anxious adult attachment style would moderate the relation between
parenthood motivation and prenatal attachment. Higher anxious
adult attachment styles would intensify the negative influences of
parenthood motivation and increase ART-conceived expectant

mothers’ prenatal attachment.

d. Avoidant adult attachment style would moderate the relation between
parenthood motivation and prenatal attachment. Higher avoidant
adult attachment styles would intensify the negative influences of
parenthood motivation and decrease ART-conceived expectant

mothers’ prenatal attachment.

4) In terms of relation between parenthood motivation and pregnancy

adaptation it was hypothesized that:

a. Prenatal distress would moderate the relation between parenthood
motivation and prenatal attachment in a negative way. Higher

prenatal distress would intensify the negative influences of
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b.

parenthood motivation and decrease ART-conceived expectant

mothers’ pregnancy adaptation.

Perceived social support would moderate the relation between ART-
conceived expectant mothers’ parenthood motivation and pregnancy
adaptation. If women perceived higher social support, the stress
resulted from parenthood motivation would be buffered and their

pregnancy adaptation would increase.

i. Perceived social support from family would moderate the

relation between ART-conceived expectant mothers’
parenthood motivation and pregnancy adaptation. Perceiving
higher social support from family, would buffer the negative
influences of parenthood motivation and lead increased

pregnancy adaptation.

ii. Perceived social support from friends would moderate the

relation between ART-conceived expectant mothers’
parenthood motivation and pregnancy adaptation. Perceiving
higher social support from friends, would buffer the negative
influences of parenthood motivation and lead increased

pregnancy adaptation.

iii. Perceived social support from significant other would

moderate the relation between ART-conceived expectant
mothers’ parenthood motivation and pregnancy adaptation.
Perceiving higher social support from significant other,
would buffer the negative influences of parenthood

motivation and lead increased pregnancy adaptation.

c. Anxious adult attachment style would moderate the relation between
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parenthood motivation and pregnancy adaptation. Higher anxious
adult attachment styles would intensify the negative influences of
parenthood motivation and decrease ART-conceived expectant

mothers’ pregnancy adaptation.

d. Avoidant adult attachment style would moderate the relation between
parenthood motivation and pregnancy adaptation. Higher avoidant
adult attachment styles would intensify the negative influences of
parenthood motivation and decrease ART-conceived expectant

mothers’ pregnancy adaptation.
3.3. Method
3.3.1. Participants

The study consisted of 185 pregnant women who conceived via assisted
reproductive technology (ART). The participants were the same women who were
described as the second sample of Study 1. As mentioned previously, except for 9
participants who did not use the internet and filled the hard-copy questionnaire set,
the data was collected via online survey program “Qualtrics”. Data collection

period took place between 23™ February 2016 and 16™ October 2017.

In addition to participants’ aforementioned characteristics, regarding infertility and
ART-specific features, it is important to note that 42.2% of participants (n = 78)
were diagnosed with unexplained infertility, 25.4% of them (n = 47) had female
factor infertility, 20.5% of them (n = 38) had male factor infertility, and 11.9% of
them (n = 22) had both female and male related infertility. In terms of conception
techniques, most of the participants (n = 169, 91.4%) conceived through in vitro
fertilization, 6.5% of them (n = 12) conceived via microinjection techniques, 1.6%
of them (n = 3) conceived through vaccination, and only one participant conceived

through egg donation. Among these women, 74.1% of them (n = 137) had
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singleton, and 25.9% of them (» = 48) had multiple pregnancy. The participants
stated that they became pregnant at their first (n = 70, 37.8%), second (n = 48,
25.9%), third (n = 25, 13.5%), fourth (n = 17, 9.2%), and fifth (n = 15, 8.1%) trials.
Among the rest of them (n = 10, 5.5%), the highest number of trial was 11 (n = 1).
Apart from this, 133 women (71.9%) reported that they did not get pregnant before,
while the other 52 of them experienced early pregnancy losses for one time (n = 32,
17.3%), two times (n = 10, 5.4%) or more (n = 10, 5.4%). The demographic

characteristics of the sample were presented in Table 9.
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Table 9. Demographic Characteristics of Pregnant Women Conceived via ART (N

~ 185)
M SD N % Min-Max

Age 32.04 4.49 21.00- 42.00
Duration of marriage 6.65 3.03 1.00- 25.00
(year)
Duration of struggle for children 5091 41.80 1.00- 276.00
(month)
Pregnancy weeks 19.34 9.45 5.00- 40.00
Education

Primary Education 25 13.5

High School 43 23.2

University 95 51.4

Master 16 8.6

PhD 6 32
Employment status

Unemployed 76 41.1

Break during pregnancy 36 19.5

Employed 73 39.5
Income

Low 10 5.4

Middle 152 82.2

High 23 12.4
Place of Living

Village 8 4.3

Town 14 7.6

City 88 47.6

Metropolis 75 40.5
Cause of Infertility

Unexplained 78 42.2

Female factor 47 25.4

Male factor 38 20.5

Both Female and Male Factor 22 11.9
Type of ART

IVF 169 91.4

Microinjection 12 6.5

Vaccination 3 1.6

Egg Donation 1 5
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Table 9 (continued). Demographic Characteristics of Pregnant Women Conceived

via ART (N = 185)

M SD N % Min-Max

Number of Trials

One 70 37.8

Two 48 25.9

Three 25 13.5

Four 17 9.2

Five 15 8.1

Six or more 10 5.5
Prior Pregnancy Experiences

First Pregnancy 133 71.9

Having Losses (one time) 32 17.3

Having Losses (two times) 10 5.4

Having Losses (more) 10 5.4
Pregnancy Types

Singleton 137 74.1

Multiple 48 25.9

3.3.2. Instruments
3.3.2.1. Demographic Information Form

The form had two parts including 42 questions in total. In the first part, the
questions aimed to get some basic personal information in terms of participants’
demographic characteristics (e.g., age, duration of marriage, employment status,
socio-economic status, education level, residence, psychological and physical health
status) and family relations (e.g., relationship quality with their husband). In the
second part, the questions concentrated on pregnancy and treatment process (e.g.,
pregnancy week, cause of infertility, type of ART, type of pregnancy- singleton or

twin, number of pregnancy, duration of struggle for having children, feelings about
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treatment process, number of trials and number of prior losses, if any). In this part,
the form also included some open-ended (e.g., importance of having children,
whether they faced with any problems during pregnancy, expectations from their
social environment) and Likert type (e.g., perceived spousal support, perceptions of
infertility, readiness for motherhood) questions. Through these questions providing
detailed information about the participants’ perspectives on having a baby, their
social relations and attitudes toward infertility and motherhood were aimed to be

understood (see Appendix A).
3.3.2.2. Revised Prenatal Distress Questionnaire (NUPDQ 17-Item Version)

To measure the participants’ prenatal distress concerning medical problems,
physical symptoms, emotional symptoms, relations, maternity, body image and
pregnancy, the scale was developed by Yali and Lobel (1999), and then revised by
Lobel et al. (2008). The scale includes 17 items and participants are asked to
respond how much they are feeling bothered, upset or worried about pregnancy
specific situations. It is a 3-point Likert type scale ranging from 0 (not at all) to 2
(very much), and higher scores represent higher pregnancy-specific prenatal
distress. It was reported that for three different time points the Cronbach’s alpha of
the scale were .59, .71, and .79, respectively. In terms of validity, it was found that
the scale revealed positive correlations with perceived stress (» = .51, p < .01), state
anxiety (» = .47, p <.01), prenatal life events (» = .33, p <.01), life event distress (»
= .24, p <.01), cigarette (» = .20, p < .01) and caffeine (» = .18, p <.01) usage, and
unhealthy eating (» = .27, p <.01). Moreover, it demonstrated negative correlations
with healthy eating ( = -.13, p <.05), vitamin use (» = -.15, p <.05), exercise (r = -
13, p <.05), and pregnancy week (» = -.15, p <.05). Turkish adaptation of the scale
was conducted by Yiksel, Akin and Durna (2011), and internal consistency
reliability of the scale was found as .85. Moreover, test—retest reliability of Turkish

version of the scale was .79 and item-total correlation coefficients were reported
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between .20 and .78 (p = .001). In this study, the Cronbach’s alpha of the scale was
found as .80. The scale is presented in Appendix F.

3.3.2.3. Prenatal Self Evaluation Questionnaire

The scale was developed by Lederman (1979) to measure maternal adjustment of
pregnant women. It consists of 79 items answered on a 4-point Likert type scale
ranging from 1 (not at all) to 4 (very much so). Since in the scale higher scores
represent lack of adaption, to interpret the findings parallel with other measures, in
this study scoring was changed as “1” (very much so) to “4” (not at all). In
Lederman’s (1979) study the internal consistency of the scale was found as .92. In
terms of seven domains of the scale strong internal consistency reliabilities were
reported, namely, concern for the well-being of self and baby (a = .82), acceptance
of pregnancy (a = .88), identification of a motherhood role (a = .89), preparation for
labor (a = .79), fear of helplessness and loss of control in labor (a = .76),
relationship with her mother (a = .77), and relationship with her husband (a = .82).
Turkish adaptation of the scale was conducted by Beydag and Mete (2008). In their
study the internal consistency of the scale was also good (a = .81) and test-retest
reliability was found as .84. In present study, internal consistency of the whole scale
was excellent (e« = .91) and in terms of subscales the scores were found as follows:
concern for the well-being of self and baby (a = .84), acceptance of pregnancy (a =
.79), identification of a motherhood role (a = .73), preparation for labor (a = .67),
fear of helplessness and loss of control in labor (a = .70), relationship with her
mother (o = .88) and relationship with her husband (a = .77). The scale is presented
in Appendix G.
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3.3.2.4. The Prenatal Attachment Inventory

The scale was developed and then revised by Muller (1993, 1996) to identify the
expectant mothers’ thoughts, feelings and experiences during pregnancy period and
to measure their level of attachment to the fetus. The scale includes 21 items and
scoring is based on 4-point Likert type scale ranging from 1 (almost never) to 4
(almost always). Higher scores on the scale represent higher prenatal attachment
levels. Although Muller (1993) proposed a single-factor solution, in later studies a
five-factor solution (fantasy, interaction, sharing, attributing traits, and affection)
was suggested (Bielawska-Batorowicz & Siddiqui, 2008; Siddiqui & Hagglof,
2000). Turkish adaptation of the scale was conducted by Yilmaz and Beji (2013)
and in their study, as a single-factor solution, the scale revealed good internal
consistency (o =.84). In the present research Cronbach’s alpha of the scale was

found as .90. The scale is presented in Appendix H.

3.3.2.5. Multidimensional Scale of Perceived Social Support-Revised (MSPSS-
R)

The scale was developed by Zimet, Dahlem, Zimet and Farley (1988) to measure
individuals’ perceived social support in three dimensions namely, supports from
family, friends, and significant other. It is a 12-item, 7-point Likert-type scale
ranging from 1 (strongly disagree) to 7 (strongly agree). Higher total scores on this
scale represent higher levels of perceived social support. Turkish adaptation of the
scale and revised version of the scale were performed by Eker and Arkar (1995) and
Eker, Arkar, and Yaldiz (2001), respectively. Since the term “significant other”
created confusion for Turkish population, in the latest version its definition was
specified with examples such as fiancé, relative, neighbor, and doctor. Moreover, in
this version the term “family” was also explained as mother, father, spouse, and
sibling. The scale revealed high internal consistency reliability for the total scale (o

= .89) and subscales, namely, family (a = .85), friends (o = .88) and significant
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other (o = .92). Moreover, total scale showed positive correlations with perceived
social support from family (» = .61, p <.001) and friends (» = .59, p < .001), and
negative correlation with hopelessness (» = -.45, p <.001), loneliness (r = -.63, p <
.001), negative social interaction (» = -.56, p <.001) and symptom check list (» = -
58, p < .001). In terms of the three subscales, similar associations were also
reported (Eker et al., 2001). In present study, total scale also revealed excellent
internal consistency reliability (« = .90) and for the subscales the results were as
follows: family (a = .93), friends (a = .91), and significant other (a = .86). The scale
is presented in Appendix .

3.3.2.6. Parenthood Motivation Scale (PMS)

The scale was developed by Cassidy and Sintrovani (2008) to measure individuals’
motivational basis of desire for having children. PMS included 24 items measured
on a 5-point Likert type scale ranging from strongly disagree (1) to strongly agree
(5). In the original version, internal consistency reliability results of the six
subscales were found as .89 for continuity, .78 for nurturance, .86 for relationship,
.87 for identity, .82 for social pressure, and .81 for materialism. Turkish adaptation
of the scale was conducted within the scope of present dissertation, as mentioned in
the first study. For the Turkish version of the scale, Cronbach’s alpha of the total
scale was .88 and for the subscales the results were as follows: continuity (a =.74),
nurturance (o =.82), relationship (a =.71), identity (a =.78), social pressure (a =.75),

and materialism (a =.55). In terms of the scale’s validity, it was found that the scale

had positive association with views on parenthood (r = .19, p < .01), targets and

ideals (r = .54, p < .01), opinions about children (» = .10, p < .05), and social
attitudes regarding having children (» = .19, p < .01). In this part of the study,
Cronbach’s alpha of the scale was excellent (¢ =.90) and in terms of the six
subscales Cronbach’s alpha values were as follows: continuity (o =.78), nurturance

(a =.87), relationship (o =.74), identity (o =.79), social pressure (a =.75) and
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materialism (a =.52). Adapted version of PMS is presented in Appendix C.
3.3.2.7. Experiences in Close Relationships-Revised (ECR-R)

The scale was developed by Fraley, Waller, and Brennan (2000) and Turkish
adaptation study of it was conducted by Selguk, Giinaydin, Siimer, and Uysal
(2005). It consists of 36 items measuring adult attachment styles in which 18 items
are used for anxiety dimension and the other 18 items are used for avoidance
dimension. The participants rated their responses on a 5-point Likert type scale
ranging from 1 (strongly disagree) to 5 (strongly agree). Internal consistency and
test-retest reliabilities of the Turkish version were found as .86 and .82 for anxiety
dimension and .90 and .81 for avoidance dimension, respectively. Moreover, in
terms of validity of the scale, anxiety factor revealed significant negative
associations with self-esteem (r = -.32, p < .01) and relationship satisfaction (» = -
.23, p < .05) and significant positive associations with concern over approval (r =
.55, p <.01), separation anxiety ( = .34, p <.01), and concern over acceptance (» =
44, p < .01). Similarly, avoidance factor also showed significant negative relations
with self-esteem (» = -.19, p < .01) and relationship satisfaction (» = -.49, p < .01),
while it had significant positive association with concern over approval (r =.17, p <
.01) and concern over loneliness (» = .15, p < .05). In the current study, internal
consistency reliabilities of anxiety and avoidance dimensions were .84 and .89,

respectively. The scale is presented in Appendix J.
3.3.3. Procedure

In this study same procedures were applied with the first study of the present
dissertation. Data collections of Study 1 (for via ART conceived pregnant women)

and Study 2 were performed at the same time.
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3.3.4. Data Analysis

After examining the correlations among the study variables through Pearson
correlation coefficients, to test the hypotheses of present study series of moderation
analyses were conducted. While performing moderation analyses, Process macro of
Hayes and Matthes (2009) was used. Before the analyses, independent and
moderator variables were mean-centered, and analyses were performed separately
for each moderator variable. All the analyses were performed via IBM SPSS

Statistics 20 software.
3.4. Results
3.4.1. Correlational Analyses

Correlations among the measures of present study with their subscales were
examined through Pearson correlation coefficients. The findings revealed that
prenatal distress, which was one of the independent variables, is negatively
correlated with pregnancy adaptation (» = -.58, p <.01) and perceived social
support (r =-.31, p <.01), and positively correlated with insecure attachment styles,
namely, anxious ( = .39, p <.01) and avoidant (» = .19, p <.05) attachment styles.
Parenthood motivation, the second independent variable, had significant
associations with anxious attachment styles (» = .17, p <.05) and pregnancy
adaptation measure in terms of acceptance of pregnancy (r = .18, p <.05), identity
of motherhood role ( = .20, p < .01), and relationship with husband (» =-.15, p <
.05). Perceived social support had significant negative relations with anxious (» = -
44, p <.01) and avoidant (r = -.49, p <.01) attachment styles, and positive
relations with pregnancy adaptation (» = .43, p < .01). Lastly, pregnancy adaptation
had negative correlations with anxious (» =-.40, p <.01) and avoidant (r =-.45, p <
.01) attachment styles, and positive correlations with the other dependent variable,

prenatal attachment (» = .27, p < .01). For detailed results please see Table 10.
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3.4.2. Moderation Analyses

3.4.2.1. Moderation Analyses Examining the Association between Prenatal

Distress and Pregnancy Adaptation

In the first model, the moderator roles of perceived social support with its three
dimensions (i.e., family, friends and significant other) and adult attachment styles
(i.e., anxious and avoidant) were investigated for the relation between prenatal
distress (IV) and pregnancy adaptation (DV). In order to test this model, a series of
moderation analyses were performed for each of the moderator variable. According
to the results, only two of the models were significant and only these significant
findings were reported. These significant results were evaluated based on the
critical value obtained via Johnson and Neyman (1936) technique and pick-a-point

approach (Bauer & Curran, 2005). The summary of results can be seen in Table 11.

Table 11. Summary of the Results for the First Moderation Model

Independent Variable Moderator Dependent Variable Moderation Confidence Interval
Prenatal Distress Perceived Social Support Pregnan.cy No Not Significant
Adaptation
Prenatal Distress Perceived SOClal. Support Pregnan.cy No Not Significant
from Family Adaptation
Prenatal Distress Perceived Soc.l al Support Pregnan.cy Yes Significant
from Friends Adaptation
Prenatal Distress Percelvefl Spmal Support Pregnan.cy No Not Significant
from Significant Other Adaptation
. . P Lo
Prenatal Distress Anxious Attachment regnancy Yes Significant
Adaptation
. . P .
Prenatal Distress Avoidant Attachment regnar{cy No Not Significant
Adaptation
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3.4.2.1.1. Moderator Roles of Perceived Social Support

3.4.2.1.1.1. Moderator Role of Perceived Social Support from Friends on the

Relation between Prenatal Distress and Pregnancy Adaptation

A moderation analysis was conducted to examine the moderator role of perceived
social support on the association of pregnancy-specific prenatal distress and
pregnancy adaptation. As the first analysis, the effect of perceived social support
was tested based on full scale. The findings revealed that although overall model
was significant (R’=.41, F(3, 181) = 42.22, p < .001), the interaction was not
significant (B = -.10, SE = .06, p = .097) for the whole scale of perceived social
support. Then, based on three dimensions (i.e., family, friends, and significant
other) of MSPSS further analyses were conducted. The results revealed that both
overall model (R?=.36, F(3, 181) = 33.82, p <.001) and interaction effect (B = -.09,
SE = .04, p < .05) were significant only for the dimension of perceived social
support from friends. After this significant finding, Johnson and Neyman (1936)
method was used to examine the relation between prenatal distress (IV) and
pregnancy adaptation (DV) for different scores of perceived social support from
friends (M). From the results it was observed that if the scores of perceived social
support from friends become lower than the critical value (-3.1537), the relation
between prenatal distress and pregnancy adaptation is non-significant. When the
scores of perceived social support from friends became higher than critical value (-
3.1537), the relation between prenatal distress and pregnancy adaptation was
significant and negative (B = -.2771, SE = .1405, p =.050, 95% CI [-.5543, 0]). It
was demonstrated that as the participants’ perceived friend support increases,
negative influences of prenatal distress on pregnancy adaptation decreases and
participants' adaptation level increases. In other words, higher levels of perceived
social support from friends buffered the negative effects of prenatal distress on

pregnancy adaptation (see Figure 7).
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Figure 7. The relation between Prenatal Distress and Pregnancy Adaptation for

Different Values of Perceived Social Support from Friends

Note 1. Critical point: -3.1537

Note 2. CI: Confidence interval

A similar trend can be seen in Figure 8 which was created based on pick-a-point
approach (Bauer & Curran, 2005). It was demonstrated that there is a negative
association between prenatal distress and pregnancy adaptation, and as the level of
perceived friend support increases, the negative influences of prenatal distress are
buffered and participants' level of pregnancy adaptation increases. However, if
participants had higher levels of prenatal distress, perceived friend support did not

provide any significant buffering effect in terms of women’s pregnancy adaptation

(see Figure 8).
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Figure 8. The relation between Prenatal Distress and Pregnancy Adaptation for

Different Levels of Perceived Social Support from Friends

Note. PSSF: Perceived Social Support from Friends

When the moderator role of perceived social support was investigated for all the
dimensions of pregnancy adaptation scale, it was observed that the model and
interaction were significant only for “concern for the well-being of self and baby”
and “fear of helplessness and loss of control in labor” subscales. In the following
part, only these significant ones were reported. The summary of results can be seen

in Table 12.
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Table 12. Summary of the Results for the Moderator Role of Perceived Social

Support on the Relation between Prenatal Distress and Dimensions of Pregnancy

Adaptation

Independent Variable Moderator Dependent Variable Moderation Confidence Interval
Prenatal Distress Perceived Social Support l():e (i):gci)r;sfeol?ifd“ézl;;/ Yes Significant
i e G s
Prenatal Distress Perceived S;;i:llliupport from bCe ?S;eor;lsi)lrf:lrf d“};:g;’ Yes Significant
Prenatal Distress F:;;T;j\l;i?erslgs/ie;li;;zzgt/fé(ihmer Acceptance of Pregnancy No Not Significant
s S oot tan
Prenatal Distress F:;;T;\I;er(iieig:/iasli;li%i Z:t/f(r)(frhmer Preparation for Labor No Not Significant
e (i -t s
Prenatal Distress Perceived S;:ii:lssup port from EZ: Zigzﬁlrzsls?:;sai]:s Yes Significant
Prenatal Distress F:i?;jgﬁeigjiiigig::fgir Relatiorll\ilggl:;ith own No Not Significant
s S S i atan
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3.4.2.1.1.1. Moderator Role of Perceived Social Support on the Relation
between Prenatal Distress and Concern for the Well-being of Self and Baby

After the previous moderation analyses, the effect of perceived social support on the
relation between prenatal distress and concern for the well-being of self and baby,
which is one of the dimension of pregnancy adaptation, was examined through
moderation analysis. The findings demonstrated that overall model (R*=.43, F(3,
181) =46.28, p <.001) and also the interaction are significant (B = -.26, SE = .12, p
<.05) for the whole scale of perceived social support. The critical value was found
as -2.5282 (B = -.68, SE = .34, p = .05, 95% CI [-1.3579,0]), and it was observed
that when the scores of perceived social support (M) were above the critical value,
the association between prenatal distress (IV) and concern for the well-being of self
and baby (DV) is significant. Specifically, if the participants perceived higher social
support, negative influences of prenatal distress on their concern for the well-being
of self and baby decreased. In other words, high perceived social support buffered
the negative effects of prenatal distress on participants' baby and self related
concerns. As a result, women's pregnancy adaptation in terms of concern for the

well-being of self and baby can increase. The relations can be seen in Figure 9 and
10.
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Figure 9. The relation between Prenatal Distress and Pregnancy Adaptation in terms

of Concern for Self and Baby for Different Values of Perceived Social Support

Note 1. Critical point: -2.5282
Note 2. CI: Confidence interval
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Figure 10. The relation between Prenatal Distress and Pregnancy Adaptation in
terms of Concern for Self and Baby for Different Levels of Perceived Social

Support

Note. PSS: Perceived Social Support
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3.4.2.1.1.1.2. Moderator Role of Perceived Social Support from Friends on the
Relation between Prenatal Distress and Concern for the Well-being of Self and

Baby

When the association of prenatal distress and concern for the well-being of self and
baby was examined based on effect of three dimensions (i.e., family, friends,
significant other) of MSPSS, friend support was found as a significant moderator
(overall model: R°=.44, F(3, 181) = 46.74, p < .001; interaction effect: B = -.21, SE
= .08, p < .05). Results demonstrated that as the scores of perceived social support
from friends become higher than the critical value (- 3.6645), the negative effect of
prenatal distress on women's concern for the well-being of self and baby becomes
lower and significant (B = -.64, SE = .32, p = .05, 95% CI [-1.2788,0]). This finding
emphasized that higher level of perceived friend support buffers the negative effect
of prenatal distress on participants’ concern for the well-being of self and baby and

increases participants' pregnancy adaptation (see Figure 11 and 12).
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Conditional Effect of Prenatal Distress on Pregnancy
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Figure 11. The relation between Prenatal Distress and Pregnancy Adaptation in
terms of Concern for Self and Baby for Different Values of Perceived Social

Support from Friends

Note 1. Critical point: -3.6645
Note 2. CI: Confidence interval
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Figure 12. The relation between Prenatal Distress and Pregnancy Adaptation in
terms of Concern for Self and Baby for Different Levels of Perceived Social

Support from Friends

Note. PSS: Perceived Social Support from Friends

3.4.2.1.1.2. Moderator Role of Perceived Social Support from Friends on the
Relation between Prenatal Distress and Fear of Helplessness and Loss of

Control in Labor

Another moderation analysis was performed to examine the effect of perceived
friend support on the association of prenatal distress with fear of helplessness and
loss of control in labor, which is another dimension of pregnancy adaptation. It was
shown that the overall model (R?=.30, F(3, 181) = 26.22, p <.001) and interaction
(B = -.16, SE = .07, p < .05) were significant. The conditional effect of prenatal
distress on fear of labor was significant above the critical point of -2.8722 (B = -.43,
SE = .34, p = .05, 95% CI [-.8670,0]). That is, as the participants’ perceived social
support from friends became higher than the critical value, the negative effect of
prenatal distress on fear of labor decreased. In other words, if women perceived

greater support from their friends, the negative effects of stress were buffered and
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participants’ pregnancy adaptation regarding fear of labor tended to increase despite

their higher levels of prenatal distress (see Figures 13 and 14).
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Figure 13. The relation between Prenatal Distress and Pregnancy Adaptation in
terms of Fear of Helplessness and Loss of Control in Labor for Different Values of

Perceived Social Support from Friends

Note 1. Critical point: -2.5282
Note 2. CI: Confidence interval
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Figure 14. The relation between Prenatal Distress and Pregnancy Adaptation in
terms of Fear of Helplessness and Loss of Control in Labor for Different Levels of

Perceived Social Support from Friends

Note. PSS: Perceived Social Support from Friends
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3.4.2.1.2. Moderator Roles of Anxious Attachment Style

3.4.2.1.2.1. Moderator Role of Anxious Attachment Style on the Relation

between Prenatal Distress and Pregnancy Adaptation

As the second moderator, the role of adult attachment styles was investigated for
the relation between pregnancy-specific prenatal distress and pregnancy adaptation.
Results demonstrated that moderator role of anxious attachment style is significant
for this relation (R?=.38, F(3, 181) = 37.13, p < .001). The interaction was also
significant (B = .21, SE = .10, p < .05). When the conditional effect of prenatal
distress (IV) on pregnancy adaptation (DV) was investigated for different scores of
anxious attachment style (M), it was observed that the critical point is 1.2005 (B = -
.26, SE = .13, p = .05, 95% CI [-.5259,0]). If anxious attachment scores were below
this critical value, the association between prenatal distress and pregnancy
adaptation was negative and significant. That is, as the participants' anxious
attachment levels became lower, the negative effect of prenatal distress on
pregnancy adaptation also decreased and women's level of pregnancy adaptation

tended to increase (see Figure 15).

This trend can be also seen from Figure 16. As the participants’ prenatal distress
levels and the degree of anxious attachment style decrease, their pregnancy
adaptation tended to increase. Depending on the degree of participants’ anxious
attachment pattern, the negative influences of prenatal distress on pregnancy

adaptation can be more disruptive (see Figures 15 and 16).
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Figure 15. The relation between Prenatal Distress and Pregnancy Adaptation for

Different Values of Anxious Attachment Style

Note 1. Critical point: 1.2005
Note 2. CI: Confidence interval
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Figure 16. Relationship between Prenatal Distress and Pregnancy Adaptation for

Different Levels of Anxious Attachment Style
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After finding the significant moderator role of anxious attachment style, the same
analyses were conducted for the dimensions of pregnancy adaptation scale. Results
revealed that for the dimensions of “concern for the well-being of self and baby”
and “fear of helplessness and loss of control in labor” the model and interaction
were significant. In the following section, only these significant findings were

presented. The summary of results can be seen in Table 13.

Table 13. Summary of the Results for Moderator Role of Anxious Attachment Style

on the Relation between Prenatal Distress and Dimensions of Pregnancy

Adaptation
Independent Variable Moderator Dependent Variable Moderation Confidence Interval
Concern for the Well-
Prenatal Distr Anxious Attachment . Y ignificant
renatal Distress xious Attachmen being of Self and Baby es Significan
. . Acceptance of .
Prenatal Distress Anxious Attachment No Not Significant
Pregnancy
Identification with
Prenatal Dist Anxious Attachment N Not Significant
renatal Distress xious Attachmen Motherhood Role 0 ot Significan!
Prenatal Distress Anxious Attachment Preparation for Labor No Not Significant
. . Fear of Helplessness and .
Prenatal Distress Anxious Attachment Loss of Control in Labor Yes Significant
Prenatal Distress Anxious Attachment Relationship with own No Not Significant
Mother
. . Relationship with L
Prenatal Distress Anxious Attachment clationship Wit No Not Significant
Husband
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3.4.2.1.2.2. Moderator Role of Anxious Attachment Style on the Relation
between Prenatal Distress and Concern for the Well-being of Self and Baby

In terms of dimensions of pregnancy adaptation, moderator role of anxious
attachment style was significant specifically for the relation between prenatal
distress and women’s concern for the well-being of self and baby. Results showed
that overall model (R?=.47, F(3, 181) = 53.08, p < .001) and interaction (B = .60,
SE = .20, p < .01) were significant. In the analysis, the critical value was 1.2352 (B
=-.54, SE = .27, p = .05, 95% CI [-.1.0804,0]) and it was observed that below this
critical value, the association between prenatal distress and concern for the well-
being of self and baby is negative and significant. Results demonstrated that as the
participants’ anxious attachment scores decrease, the negative effect of prenatal
distress also decreases and women's adaptation in terms of concern for self and

baby tend to be higher (see Figures 17 and 18).
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Figure 17. The relation between Prenatal Distress and Pregnancy Adaptation in
terms of Concern for Self and Baby for Different Values of Anxious Attachment

Style

Note 1. Critical point: 1.2352
Note 2. CI: Confidence interval
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Figure 18. Relationship between Prenatal Distress and Pregnancy Adaptation in
terms of Concern for Self and Baby for Different Levels of Anxious Attachment

Style

3.4.2.1.2.3. Moderator Role of Anxious Attachment Style on the Relation
between Prenatal Distress and Fear of Helplessness and Loss of Control in

Labor

Moderator role of anxious attachment style was investigated also for the relation
between prenatal distress and pregnancy adaptation in terms of fear of helplessness
and loss of control in labor. The whole model (R?=.33, F(3, 181) = 30.08, p <.001)
and interaction (B = .39, SE = .17, p < .05) were significant. The critical value was
9987 (B = -39, SE = .20, p = .05, 95% CI [-.7702,0]) and at this point the
association between prenatal distress and psychological adaptation concerning fear
of helplessness and loss of control in labor was negative and significant. Similar
with previous patterns, as the anxious attachment scores become lower than critical
value, the negative effect of prenatal distress tend to decrease, which in turn
increases women's pregnancy adaptation for the dimension of fear of helplessness

and loss of control in labor (see Figures 19 and 20).
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Figure 19. The relation between Prenatal Distress and Pregnancy Adaptation in
terms of Fear of Helplessness and Loss of Control in Labor for Different Values of

Anxious Attachment Style

Note 1. Critical point: 1.2352
Note 2. CI: Confidence interval
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Figure 20. Relationship between Prenatal Distress and Pregnancy Adaptation in
terms of Fear of Helplessness and Loss of Control in Labor for Different Levels of

Anxious Attachment Style
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3.4.2.2. Moderation Analyses to Examine the Relation between Prenatal

Distress and Prenatal Attachment

In the second set of moderation analyses, the moderator roles of perceived social
support with its three dimensions (i.e., family, friends and significant other) and
adult attachment styles (i.e., anxious and avoidant) were investigated for the

relation between prenatal distress (IV) and prenatal attachment (DV).

In this model, neither main effects nor interaction were found statistically
significant. This means that prenatal distress did not have any influence on
women’s prenatal attachment levels; and for the relation between prenatal distress
and prenatal attachment, perceived social support and insecure attachment styles did

not create any moderator effect. The summary of analyses can be seen in Table 14.

Table 14. Summary of the Results for the Second Moderation Model

Independent Variable Moderator Dependent Variable Moderation Confidence Interval
Prenatal Distress Perceived Social Support Prenatal Attachment No Not Significant
. Perceived Social Support -
Prenatal Distress ) PP Prenatal Attachment No Not Significant
from Family
. Perceived Social Support .
Prenatal Distress . PP Prenatal Attachment No Not Significant
from Friends
. Perceived Social Support .
Prenatal Distress R PP Prenatal Attachment No Not Significant
from Significant Other
Prenatal Distress Anxious Attachment Prenatal Attachment No Not Significant
Prenatal Distress Avoidant Attachment Prenatal Attachment No Not Significant
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3.4.2.3. Moderation Analyses Examining the Relation between Parenthood

Motivation and Prenatal Attachment

In the third set of moderation analyses, the moderator roles of prenatal distress,
perceived social support with three dimensions (i.e., family, friends and significant
other) and adult attachment styles (i.e., anxious and avoidant) were examined for
the relation between parenthood motivation (IV) and prenatal attachment (DV). For
this aim, separate analyses were conducted for each of the moderator. Among these
analyses two of them were found to be significant and only these significant
findings were reported. The significant findings were evaluated based on the critical
value obtained via Johnson and Neyman (1936) technique and pick-a-point

approach (Bauer & Curran, 2005). The summary of results can be seen in Table 15.

Table 15. Summary of the Results for Third Moderation Model

Independent Variable Moderator Dependent Variable Moderation Confidence Interval
Parepthf)od Prenatal Distress Prenatal Attachment Yes Significant
Motivation
Parepthf)od Perceived Social Support Prenatal Attachment No Not Significant
Motivation
Pareptthd Perceived Somal‘Support from Prenatal Attachment No Not Significant
Motivation Family
Pare-nthf)od Perceived SOC} al Support from Prenatal Attachment No Not Significant
Motivation Friends
P h Percei ial fi
are-nt 90d CFCCIVC.d Soma Support from Prenatal Attachment No Not Significant
Motivation Significant Other
P h Lo
are-nt 90d Anxious Attachment Prenatal Attachment No Not Significant
Motivation
P h . o
are.nt 90d Avoidant Attachment Prenatal Attachment Yes Significant
Motivation
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3.4.2.3.1. Moderator Role of Prenatal Distress on the Relation between

Parenthood Motivation and Prenatal Attachment

In the second proposed model, the analysis investigating the moderator role of
prenatal distress on parenthood motivation and prenatal attachment association
turned out to be significant (R?=.05, F(3, 181) = 3.19, p < .05). The interaction was
also significant (B = .43, SE = .17, p = .01). When the conditional effect of
parenthood motivation (IV) on prenatal attachment (DV) was investigated for
different levels of prenatal distress (M), it was observed that the critical point was
.0649 (B = .13, SE = .07, p = .05, 95% CI [0, .2578]). It was revealed that at this
critical value the association between parenthood motivation and prenatal
attachment was positive and significant (see Figure 21). Results showed that if
participants’ prenatal distress level is higher than critical value, the effect of

parenthood motivation on prenatal attachment tend to increase.

Moreover, as can be seen in Figure 22, if women had lower level of prenatal
distress, their prenatal attachment was less influenced by their parenthood
motivation level. In that case, regardless of their parenthood motivation level,
women’s prenatal attachment level was quite similar and high. However, moderator
roles of moderate and high level of prenatal distress were more influential based on
participants’ parenthood motivation levels. In terms of participants’ level of
parenthood motivation, it was observed that if women had low or moderate
parenthood motivation, having less prenatal distress led to more prenatal
attachment. Nevertheless, if women’s parenthood motivation was high, increased
level of prenatal distress gave rise to more prenatal attachment that can be evaluated

as preoccupied form of prenatal attachment (see Figure 21 and 22).
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Figure 21. The Relation between Parenthood Motivation and Prenatal Attachment
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Note 1. Critical point: .0649
Note 2. CI: Confidence interval
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3.4.2.3.2. Moderator Role of Avoidant Attachment Style on the Relation

between Parenthood Motivation and Prenatal Attachment

The moderator role of avoidant attachment style was inspected on the association of
parenthood motivation and prenatal attachment. Overall model was found to be
significant (R?=.05, F(3, 181) = 2.87, p < .05). The interaction was also significant
(B =-25,SE=.10, p =.01). The conditional effect of parenthood motivation (IV)
on prenatal attachment (DV) for different levels of prenatal distress (M) revealed
two critical points, which were -.1924 (B = .13, SE = .07, p = .05, 95% CI [0,
.2636]) and 1.7898 (B = -.36, SE = .18, p = .05, 95% CI [-.7184, 0]). From the
results it was observed that when the participants’ scores of avoidant attachment are
-.1924, the relation between parenthood motivation and prenatal attachment is
positive and significant. Moreover, if their avoidant attachment scores were below
this critical value (-.1924), the effect of parenthood motivation on prenatal
attachment tended to increase. On the other hand, when the participants’ scores of
avoidant attachment were 1.7898, the association of parenthood motivation and
prenatal attachment was also significant but at this time this relation was negative.
As the participants’ avoidant attachment scores became higher than this critical
value (1.7898), the effect of parenthood motivation on prenatal attachment tended

to decrease (see Figure 23).

Moreover, as can be seen in Figure 24, when women had low or moderate levels of
avoidant attachment scores, their prenatal attachment levels tended to increase as
their parenthood motivation increased. However, when they had high avoidant
attachment scores, their prenatal attachment levels tended to decrease as their

parenthood motivation increased (see Figure 23 and 24).
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Figure 23. The relation between Parenthood Motivation and Prenatal Attachment

for Different Values of Avoidant Attachment Style

Note 1. Critical points: -.1924, 1.7898
Note 2. CI: Confidence interval
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Figure 24. Relationship between Parenthood Motivation and Prenatal Attachment
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3.4.2.4. Moderation Analyses Examining the Relation between Parenthood

Motivation and Pregnancy Adaptation

The last set of moderation analyses were conducted to investigate the moderator
roles of prenatal distress, perceived social support with three dimensions (i.e.,
family, friends and significant other) and adult attachment styles (i.e., anxious and
avoidant) on the relation between parenthood motivation (IV) and pregnancy
adaptation (DV). For this aim, separate analyses were conducted for each of the

moderator.

The results demonstrated that neither of the interaction effects were found
significant in terms of overall pregnancy adaptation scale. However, when these
moderator effects were tested based on the dimensions of pregnancy adaptation,
among all these analyses two of them were found to be significant. These
significant findings were evaluated based on the critical value obtained via Johnson
and Neyman (1936) method and pick-a-point approach (Bauer & Curran, 2005),
and in the following part only these significant results were presented. The

summary of all results concerning this model can be seen in Table 16.
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Table 16. Summary of Moderation Analyses for the Relation between Parenthood

Motivation and Dimensions of Pregnancy Adaptation

Independent Variable Moderator Dependent Variable Moderation Confidence Interval
Parenthood . Concern for the Well- L
Motivation Prenalal Distress being of Self and Baby ves Significant
Faihood B S
Motivation y gt being of Self and Baby et
Other

Parenthood . . Concern for the Well- i
Motivation Anxious/Avoidant Attachment being of Self and Baby No Not Significant
Pare.nth(.)od All moderator variables Acceptance of No Not Significant
Motivation Pregnancy
Parenthood Perceived Social Support from Identification with Yes Sienificant
Motivation Significant Other Motherhood Role &t
Parenthood Prenatal D1stres§/ AMChment Identification with L

o Styles/ Perceived Social No Not Significant
Motivation I Motherhood Role

Support/from Family/Friends

Pare'nth(.)od All moderator variables Preparation for Labor No Not Significant
Motivation
Parenthood . Fear of Helplessness and .
Motivation All moderator variables Loss of Control in Labor No Not Significant
Parep th90d All moderator variables Relationship wih own No Not Significant
Motivation Mother
Parenthood . Relationship with .
Mofivation All moderator variables Husband No Not Significant

138



3.4.2.4.1. Moderator Role of Prenatal Distress on the Relation between
Parenthood Motivation and Concern for the Well-being of Self and Baby

When the analyses were conducted based on dimensions of pregnancy adaptation,
the moderator role of prenatal distress on the relation between parenthood
motivation and women’s concern for the well-being of self and baby was found
significant (R?=.44, F(3, 181) =46.99, p <.001). In the analysis, the interaction was
also significant (B = -.44, SE = .17, p = .01) and critical value was -.0174 (B = -.12,
SE = .06, p = .05, 95% CI [-.2489,0]). The results revealed that when the scores of
prenatal distress (M) were above this critical point, the relation between parenthood
motivation (IV) and concern for the well-being of self and baby (DV) is significant.
This means that increased prenatal distress levels can intensify the negative
influences of parenthood motivation on pregnancy adaptation in terms of concern

for self and baby (see Figure 25).

Similar trend can be also observed from Figure 26. When women had medium or
high levels of parenthood motivation, experiencing higher prenatal distress
decreased their pregnancy adaptation in terms of concern for well-being of self and
baby. However, if they had lower motivation for parenting, the level of prenatal
distress did not create any significant difference in terms of their pregnancy

adaptation (see Figure 25 and 26).
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Figure 25. The relation between Parenthood Motivation and Pregnancy Adaptation
in terms of Concern for Self and Baby for Different Values of Prenatal Distress
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Note 1. Critical point: -.0174
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Figure 26. The relation between Parenthood Motivation and Pregnancy Adaptation

in terms of Concern for Self and Baby for Different Levels of Prenatal Distress
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3.4.2.4.2. Moderator Role of Perceived Social Support from Significant Other
on the Relation between Parenthood Motivation and Identification with

Motherhood Role

Lastly, the moderator role of perceived social support from significant other on the
relation between parenthood motivation and identification with motherhood role
which is another dimension of pregnancy adaptation, was investigated. Overall
model (R?=.14, F(3, 181) = 9.74, p <.001) and interaction (B = -.07, SE = .03, p <
.05) were found significant. In the analysis, when the conditional effect of
parenthood motivation (IV) on identification with motherhood role (DV) was
investigated for different levels of perceived social support from significant other
(M), the critical point was .5584 (B = .09, SE = .04, p = .05, 95% CI [0, .1719]).
When the scores of social support from significant other is below this critical value,
the conditional effect of parenthood motivation on pregnancy adaptation of

identification with motherhood role increased significantly (see Figure 27).

In addition, as can be seen in Figure 28, for all the levels of parenthood motivation,
as women’s perceived social support from significant other increased, their
pregnancy adaptation in terms of identification with motherhood role also tended to
increase. In this relation, women’s parenthood motivation levels revealed positive
association with their pregnancy adaptation, and perceiving greater social support
from significant other led to increased pregnancy adaptation in terms of

identification with motherhood role.
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Table 17. The Summary of all Significant Results

Independent Variable Moderator Dependent Variable Moderation Confidence Interval
. Perceived Social Support . .
Prenatal Distress from Friends Pregnancy Adaptation Yes Significant
Prenatal Distress Anxious Attachment Pregnancy Adaptation Yes Significant
. . . Concern for the Well- -
Prenatal Distress Perceived Social Support being of Self and Baby Yes Significant
. Perceived Social Support Concern for the Well- -
Prenatal Distress from Friends being of Self and Baby Yes Significant
. Perceived Social Support Fear of Helplessness and L
Prenatal Distress from Friends Loss of Control in Labor Yes Significant
. . Concern for the Well- L
Prenatal Distress Anxious Attachment being of Self and Baby Yes Significant
. . Fear of Helplessness and .
Prenatal Distress Anxious Attachment Loss of Control in Labor Yes Significant
Parep th(.)Od Prenatal Distress Prenatal Attachment Yes Significant
Motivation
Parep th(.)Od Avoidant Attachment Prenatal Attachment Yes Significant
Motivation
Parenthood . Concern for the Well- -
Motivation Prenatal Distress being of Self and Baby Yes Significant
Parenthood Perceived Social Support Identification with Ves Sienificant
Motivation from Significant Other Motherhood Role &
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3.5. Discussion

In this study, series of moderation analyses were conducted and the role of each

moderator variable was investigated separately.

In the first two models, the moderator roles of perceived social support and insecure
adult attachment styles were investigated with regards to the association of
pregnancy specific prenatal distress with pregnancy adaptation and prenatal
attachment. In the third and fourth models, prenatal distress was included as another
moderator variable. In these models the moderator roles of prenatal distress,
perceived social support, and insecure adult attachment styles were examined in the
association of parenthood motivation with both prenatal attachment and pregnancy

adaptation.

In this part, following a brief overview of correlational analyses, significant

findings of moderation analyses were presented and discussed.
3.5.1. Correlational Analyses

The results of correlational analyses demonstrated that, in consistence with previous
findings (e.g., Jesse et al., 2005; Lepecka-Klusek & Jakiel, 2009; Norbeck &
Anderson, 1989; Reece, 1995), prenatal distress is negatively correlated with
pregnancy adaptation and perceived social support, and there is a significant
positive correlation between pregnancy adaptation and perceived social support.
This means that, as women’s prenatal distress levels increase, their pregnancy
adaptation and perceived social support tend to decrease; in case women perceive

greater social support, on the other hand, their pregnancy adaptation increases.

In terms of attachment styles, it was found that anxious and avoidant attachment
styles have negative correlation with pregnancy adaptation and positive correlation

with prenatal distress. As stated earlier, insecure attachment patterns are associated
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with higher pregnancy related worries (Trillingsgaard, et al., 2011), higher levels of
stress, and lower well-being in prenatal period (Mikulincer et al., 1998). Moreover,
they had negative associations with perceived social support, because as Vogel and
Wie (2005) also demonstrated, due to negative internal working models, insecure
attachment styles are associated with having less supportive social relations. In
addition, there was a positive correlation between anxious attachment style and
parenthood motivation, which is parallel with the finding that anxious-ambivalent

individuals are more enthusiastic about having children (Rholes et al., 1997).

In terms of dimensions of pregnancy adaptation, parenthood motivation revealed
positive associations with acceptance of pregnancy and identification with
motherhood role, which is parallel to the finding that having higher desire for
having children is associated with perceiving parenthood as more substantial and
fulfilling experience (Rholes et al., 2006). Moreover, there was a negative
correlation between parenthood motivation and relationship with husband which
may due to the finding indicating that as couples’ relationship worsen, their
parenthood motivation can increase, because women with infertility problems can
think that having children will make their spousal relation better (Cassidy &
Sintrovani, 2008; Van Balen & Trimbos-Kemper, 1995; Newton et al., 1992).
Lastly, these analyses revealed that pregnancy adaptation and prenatal attachment,
which were the dependent variables of the current study, are positively associated;
as women’s pregnancy adaptation increases, their maternal-fetal attachment can
also increase (Hammarberg et al., 2008). Therefore, this can be the reason of why
pregnancy adaptation interventions are prevalently used to intensify women’s

prenatal attachment levels (Baghdari, Sahebzad, Kheirkhah, & Azmoude, 2016).
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3.5.2. Moderation Analyses Examining the Relation between Prenatal Distress

and Pregnancy Adaptation

Moderation analyses conducted for the first model demonstrated that for the relation
between prenatal distress and pregnancy adaptation, the moderator roles of
perceived social support from friends and anxious attachment style are significant.

In this section, these significant results will be discussed.

3.5.2.1 Moderator Roles of Perceived Social Support from Friends on the

Relation between Prenatal Distress and Pregnancy Adaptation

In terms of significant role of perceived social support from friends, the results
emphasized that higher levels of friend support buffer the negative effects of
prenatal distress on pregnancy adaptation, which is in accordance with stress buffer
hypothesis (Cohen & Wills, 1985). As participants perceived greater support from
their friends, the influences of prenatal distress were decreased and women’s
pregnancy adaptation level was increased. Regarding this finding, it was previously
mentioned that stress and social support are important predictors of women’s
pregnancy adaptation (Kuo, Wang, Tseng, Jian, & Chou, 2007), and social support
could increase women’s pregnancy adaptation by compensating the negative effects
of stress (Jesse et al., 2005). Although some of the findings in literature emphasized
that regardless of their higher anxiety levels, ART-conceived expectant mothers
have positive psychological states (McMahon et al., 1999; Hjelmstedt et al., 2003)
and they tend to underestimate the difficulties of pregnancy (Golombok et al.,
2001); in this study, as hypothesized, it was found that prenatal distress have a
negative impact on ART-conceived expectant mothers’ pregnancy adaptation,
which is parallel to the findings of Lepecka-Klusek and Jakiel (2009). Thus, by
decreasing their level of distress, social support could increase women’s
psychological adjustment (Brown, 1986) and pregnancy adaptation (Chou, Avant,
Kuo, & Fetzer, 2008), and make them have better psychological health (Glazier et
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al., 2004). The more support the women have, the less stress they experience during

their pregnancy (Chou et al., 2008).

In the analysis, perceived social support from friends was found to be the only
significant source of support moderating for the relation between prenatal distress
and pregnancy adaptation. Although partners are thought to be the primary means
of social support, these findings confirmed that protective factors can also exist
outside the home (Amir et al., 1999). Relevantly, Amir and colleagues (1999)
showed that perceived social support from co-workers could become an important
agent to buffer infertile individuals’ stress levels. Martins and colleagues (2011)
mentioned that unlike social support from family and spouse, friends could
encourage infertile women by using active-confronting coping mechanisms such as
reading about the subject they are concerned with or letting them express their
emotional difficulties. Friends’ encouragement and supportive recommendations
can be useful also during ART-conceived women’s transition to parenthood
(Gameiro, Moura-Ramos, Canavarro, & Soares, 2010). With reference to the results
of the present study, it was seen that perceiving these types of supportive attitudes
from their friends can decrease ART-expectant mothers’ prenatal distress and help

them to better adapt to the pregnancy process.

Regarding this moderation analysis, it is important to note that, for participants who
had higher prenatal distress levels, perceived friend support did not have any
significant buffering effect. Moreover, in high stress condition there was no
significant difference between low, moderate and high perceived social support in
terms of pregnancy adaptation. These findings were inconsistent with the
suggestion that as persons’ stress level increase, they need higher social support to
compensate negative influences of stress (Helgeson, 2003). However, as Quittner,
Glueckauf, and Jackson (1990) mentioned, in the case of chronic stress and ongoing

illnesses, receiving social support could disturb the patients and they could perceive
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such supportive efforts as intrusion or as an indicator of their incompetence. Due to
their excessive stress levels, perceiving social support and seeking help from others
can be unhelpful for these patients and make them feel inadequate (Hobfall &
Lerman, 1988). Since these women still feel like infertile (Hjelmstedt, Widstrom,
Wramsby, & Collins, 2004; Olshansky, 1990) and have persistent stress, these
explanations could be beneficial to understand as to why highly-distressed ART-
conceived expectant mothers could not benefit from perceiving social support from

their friends.

When the analyses were conducted for the dimensions of pregnancy adaptation,
similar trends were also observed. In terms of participants’ adaptation regarding
their concern for the well-being of self and baby, both perceived general social
support and perceived friend support revealed stress buffering effect. Higher social
support buffered the negative effects of prenatal distress on participants’ baby and
self-related concerns. These findings are remarkably consistent with the literature
findings. In many studies it was revealed that women who have complications
during pregnancy (Yakupova, Zakharova, & Abubakirov, 2015) and/or who
conceived via ART have frequent fears about having miscarriages or losing their
baby, health related concerns about themselves and their baby, and worries about
the childbirth (McMahon et al., 1997). These expectant mothers can be very
anxious and fearful about the health and survival of the fetus (Hjelmstedt et al.,
2003; McMahon et al.,, 1997), and through social support their psychological
adjustment (Glazier et al., 2004) and emotional well-being can be regulated (Baor &

Soskolne, 2012).

Another significant moderator role of perceived friend support was observed on the
association between prenatal distress and participants’ pregnancy adaptation in
terms of fear of helplessness and loss of control in labor. Results revealed that

perceiving greater support from their friends buffered the negative influences of
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prenatal distress and increased women’s adaptation in terms of fear of helplessness
and loss of control in labor. As mentioned earlier, due to their past experiences,
ART-conceived women can feel anxious and no control over the process (Harris &
Daniluk, 2010) and this can also negatively influence their pregnancy adjustment
(Hjelmstedt et al., 2006). Due to their higher levels of pregnancy-related stress,
ART-conceived women can reveal increased birth fear (Poikkeus et al., 2006) and
become anxious about the complications during childbirth and separating from the
baby after the birth (McMahon et al., 1997). Based on this information, it can be
evaluated that, through perceived friend support, women can feel in control over the
process, and negative influences of stress about birth fear can be buffered. In
addition to this, it is also important to note that this model also revealed that in the
case of higher levels of prenatal distress, social support can be disruptive for people
who have chronic stress. As emphasized in previous studies (Mindes et al., 2003;
Quittner et al., 1990) it was observed that, if highly stressed women perceive higher
social support from their friends, their adaptation for the fear of helplessness and

loss of control in labor is negatively affected.

Regarding the significant findings of the present study, it should be noted that
although in numerous infertility-related studies partner and family support were
found as fundamental stress-buffering sources (e.g., Gibson & Myers, 2002;
Martins et al.,, 2011) for present results this was not the case. In this study,
perceived social support from family and significant other did not take any
moderator role for ART-conceived women’s pregnancy adaptation. This might be
due to the fact that most of the time infertile couples keep their problems like a
secret and share the bad news only with their partners and intimate family members,
and they can obtain social support mainly from them (Peronace, Boivin, & Schmidt,
2007). Following the conception, however, the dynamics might be altered. It was
thought that since families and partners take part in the infertility and treatment

process, they can also be stressful during pregnancy and cannot manage the
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expectant mothers’ stress. For this reason, receiving social support from outside the
home can be more helpful throughout the pregnancy process of previously infertile
women (Amir et al., 1999). Apart from this, regarding unsupportive social relations,
it is important to note that while having relation with infertile patients, sometimes
people unintentionally fail to be supportive (Helgeson, 2003). With the purpose of
being helpful, they advise patients to be optimistic, look at the better side of the
situation, and be stress-free. Believing that talking can intensify patients’ stress,
some people do not tackle the patients’ stress and abstain from talking about their
problems. Although they have good intentions while behaving like this, their
attitudes cannot be supportive (Helgeson, 2003). As observed also for cancer
patients who experience chronic stress (Dakof & Taylor, 1990), these unsupportive
social interactions can also be prevalent for infertile patients, which can intensify
their emotional problems and decrease their psychological adjustment to the process
(Mindes, Ingram, Kliewer, & James, 2003). Therefore, while considering the
significant moderator role of perceived social support from friends, on the
association between ART-conceived women’s prenatal distress and pregnancy

adaptation, these explanations can be useful in terms of understanding the relations.

3.5.2.2. Moderator Role of Anxious Attachment Style on the Relation between

Prenatal Distress and Pregnancy Adaptation

Secondly, the moderator role of anxious attachment style on the relation between
prenatal distress and pregnancy adaptation was found significant. Results
demonstrated that anxious attachment style positively influence the effect of
prenatal distress on pregnancy adaptation. In other words, higher level of anxious
attachment style increased women’s pregnancy distress and in this way decreased
their pregnancy adaptation. In contrast, as participants’ anxious attachment levels
decreased, the impact of prenatal distress on pregnancy adaptation also decreased,

which in turn increased their pregnancy adaptation level. As the attachment theory
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suggested, anxious-ambivalent attachment pattern becomes a risk factor increasing
person’s stress and anxiety levels, in the presence of a problem (Mikulincer &
Florian, 1995; Mikulincer, Florian, & Weller, 1993). Moreover, as earlier studies
indicated, anxious attachment style can have a stronger influence on expectant
mothers’ pregnancy-related distress (Trillingsgaard et al., 2011), decrease their
psychological adaptation (Amir et al., 1999) and emotional well-being (Mikulincer
et al., 1998).

In accordance with the first set of analyses, when the study was conducted for the
subscales of pregnancy adaptation, significant moderator role of anxious attachment
style was found for “concern for the well-being of self and baby” and “fear of
helplessness and loss of control in labor” dimensions. More precisely, as the
participants’ anxious attachment levels decreased, the negative effect of prenatal
distress also decreased. In addition, women’s adaptation in terms of concern for self
and baby and fear of helplessness and loss of control in labor tended to be better.
These findings suggested that anxiously attached individuals’ excessive worries
about losing their attachment figure (Shaver & Mikulincer, 2008) interact with
previously infertile women’s excessive fear of losing their baby (McMahon et al.,
1997; Hjelmstedt et al., 2004) and sense of loss of control over the process (Litt et
al., 1992). These expectant mothers can display greater adaptation difficulties in

terms of health related concerns and birth fear.

It is important to note that while investigating the moderator role of insecure
attachment styles, avoidant attachment did not reveal any significant effect on the
relation between prenatal distress and pregnancy adaptation. This might be
associated with the finding that women with avoidant coping strategies can suppress
their high levels of anxiety and pretend as having low anxiety levels (e.g., Boivin,
Takefman, Tulandi, & Brender, 1995; McMahon et al., 1997). For this reason,

ART-conceived expectant mothers with avoidant attachment styles can ignore their
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prenatal distress and may not reveal any significant differences concerning

pregnancy adaptation.

3.5.3. Moderation Analyses Examining the Relation between Parenthood

Motivation and Prenatal Attachment

When the moderator roles of prenatal distress, perceived social support, and
insecure attachment styles were investigated in terms of the relation between
parenthood motivation and prenatal attachment, results revealed that prenatal
distress and avoidant attachment styles have significant moderator effects. In this

section these findings were discussed.

3.5.3.1. Moderator Role of Prenatal Distress on the Relation between

Parenthood Motivation and Prenatal Attachment

The results concerning the significant moderator role of prenatal distress on the
relation between parenthood motivation and prenatal attachment showed that, as
participants’ distress levels increased, so do the effects of parenthood motivation on
prenatal attachment. Moreover, the findings emphasized that, for low and moderate
levels of parenthood motivation, as participants’ prenatal distress levels increased,
their prenatal attachment tended to decrease. This suggested that higher stress level
is associated with lower prenatal attachment (Condon & Corkindale, 1997;
Lindgren, 2001), which is aligned with earlier findings. Since ART-conceived
expectant mothers have negative experiences during infertility and treatment
process, these life events can negatively influence their prenatal attachment level
(Armstrong & Hutti, 1998). For this reason, as noted in previous studies, they can
delay having emotional connection with the fetus (McMahon et al., 1997, 1999) and
postpone preparation for the baby (Bernstein et al., 1994; McMahon et al.,1999).

However, in the present study, these types of behaviors concerning low prenatal
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attachment were observed only when the participants had low or moderate levels of

parenthood motivation.

In the analyses, for the participants with higher parenthood motivation levels it was
observed that the results revealed counter slope. This means that in the case of
higher parenthood motivation, increased prenatal distress level could generate
higher prenatal attachment, which can be evaluated as unhealthy or a preoccupied
form of prenatal attachment. This finding is also consistent with the existing
literature. ART-conceived expectant mothers crave for having children and until
they get pregnant they are exposed to long-standing infertility periods (Levy, 1970).
Since they make a great effort to achieve this pregnancy and are highly motivated
for having children, they can be excessively anxious about the infant’s well-being
(Gibson, Ungerer, McMahon, Leslie, & Saunders, 2000) and have increased fear of
losing their baby (e.g., Litt et al., 1992; Yakupova et al, 2015). Accordingly, to
protect their unborn baby they can have preoccupied attitudes towards their unborn
baby and display more emotional involvement and protectiveness towards the fetus

(Agostini et al., 2009; Van Balen, 1996; Fisher et al., 2008).

3.5.3.2. Moderator Role of Avoidant Attachment Style on the Relation between

Parenthood Motivation and Prenatal Attachment

The results of analyses concerning the moderator role of avoidant attachment style
on the relation between parenthood motivation and prenatal attachment emphasized
that if women have high or low levels of avoidant attachment, the results are
significant. It was found that when women have high avoidant attachment, there is a
negative association between parenthood motivation and prenatal attachment: As
motivation increased, prenatal attachment decreased. It can be said that higher
avoidance can suppress the relation between higher desire for having children and
prenatal attachment. Even though these women can be highly motivated for

parenthood, due to their consistent fear of losing their baby, they can delay relating
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with the baby (Bernstein et al., 1994; McMahon et al., 1997). Having higher
parenthood motivation can also be another source of stress (Langdridge et al.,
2000), and when these highly motivated women have avoidant attachment styles,
they can build lower prenatal attachment with the fetus to be able to cope with this
stressful situation. According to Bowlby (1973), due to insufficient attachment
relations in their childhood and adolescence years, individuals with more avoidant
attitudes do not make effort to get engaged in any intimate relationships; especially
in stressful situations, they refrain from attachment-related behaviors. Having
distant relations with children can be emotionally comfortable for them, because
they see themselves as incapable of taking care of a baby. For this reason, these
women’s desire for having children can be negatively affected by their avoidant
attachment style (Rholes, Simpson, Blakely, Lanigan, & Allen, 1997). They can be
more emotionally detached (Rholes et al., 1995), excessively stressful and

dissatisfied in their relationships with children (Rholes et al., 2006).

As the second significant finding for this association, it was revealed that when
women have low levels of avoidant attachment, the relation between parenthood
motivation and prenatal attachment is positively affected. In this case, lower
avoidant attachment pattern had an intensifier role and as the women’s parenthood
motivation levels increased, their prenatal attachment also increased. In fact, this
result was in the same direction with aforementioned finding: while higher
avoidance can decrease the well-being of ART-conceived expectant mothers, lower
avoidance can lead to positive psychological states. Therefore, this finding
demonstrated that higher avoidant attachment style can decrease women’s
emotional adjustment (Amir et al., 1999) and lead them to perceive parenting as
more stressful (Rholes et al., 2006). However, in the case of lower avoidance
because of having more secure attachment pattern, the negative influences of stress
could be buffered (Mikulincer & Florian, 1995); they could have less worries

regarding prenatal period (Mikulincer & Florian, 1998) and display more emotional
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well-being (Lowyck et al., 2009). When these women are strongly motivated for
parenting, they establish more secure and stronger bonds with their baby, as

Brenning and colleagues (2015) suggested.

3.5.4. Moderation Analyses Examining the Relation between Parenthood

Motivation and Pregnancy Adaptation

As the last series of moderation analyses, the moderator roles of prenatal distress,
perceived social support with its three dimensions (i.e., family, friends and
significant other), and adult attachment styles (i.e., anxious and avoidant) were

examined for the relation between parenthood motivation and pregnancy adaptation.

In this model, based on the dimensions of pregnancy adaptation, two significant

findings were discovered. In this part, these two models were discussed.

3.5.4.1. Moderator Role of Prenatal Distress on the Relation between

Parenthood Motivation and Concern for the Well-being of Self and Baby

Significant moderator role of prenatal distress on the relation between parenthood
motivation and concern for the well-being of self and baby emphasized that, as
participants’ prenatal distress levels increased, the negative relation between
parenthood motivation and pregnancy adaptation in terms of concern for the well-
being of self and baby intensified. Moreover, this trend was observed only when
women’s parenthood motivation levels were high or moderate. As mentioned
before, higher parenthood motivation can also be a source of stress for ART-
conceived women (Langdridge et al., 2000), and while desiring for having children,
they were commonly motivated by social pressure (Cassidy & Sintrovani, 2008).
For this reason, when these women experience higher levels of prenatal distress,
their pregnancy adaptation can be negatively influenced (Kuo et al., 2007) and they
can reveal increased concerns for health, well-being and survival of self and baby

(Harf-Kashdaei & Kaitz, 2007; Hjelmstedt et al., 2003).
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3.5.4.2. Moderator Role of Perceived Social Support from Significant Other on
the Relation between Parenthood Motivation and Identification with

Motherhood Role

Lastly, significant moderator role of perceived social support from significant other
demonstrated that, as women perceived greater support, the association between
parenthood motivation and pregnancy adaptation in terms of identification with
motherhood role was intensified. Women with higher parenthood motivation
demonstrated greater pregnancy adaptation for motherhood identification; and if
they perceived higher social support from the significant other, their adaptation
became higher. Consistence with the stress buffer hypothesis (Cohen & Wills,
1985), this finding indicated that social support increases women’s psychological
adjustment (Brown, 1986), pregnancy adaptation (Chou et al., 2008), adjustment to
parenthood (Jacobson & Frye, 1991), and maternal confidence (Cronenwett, 1985).
The results also revealed that perceiving social support from significant other is
among the main sources of emotional support (Helgeson, 2003) and has an
important place in ART-conceived women’s pregnancy period in terms of achieving
motherhood identification. Since the term “significant other” refers to the person
other than family or friends, such as relative, neighbor, and doctor (Eker et al.,
2001), the results were in line with Brucker and McKenry’s (2004) finding, which
suggested that health care providers can become an important source of
psychosocial support for infertile individuals. Moreover, present study also
confirmed the notion that protective factors can also exist outside the home for this

group (Amir et al., 1999).

Although numerous studies emphasized that partners and families provide relief for
infertile women (Boivin, Scanlan, & Walker, 1999; Martins et al., 2011) in the
present study it was found that ART-conceived pregnant women mostly benefit

from outside sources. This situation can have number of reasons. First of all, as
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mentioned earlier, these people might have involuntary unsupportive behaviors
(Helgeson, 2003). Secondly, due to partners’ own stress and different coping-
strategies (Wright et al., 1991; Williams, 1997), women may not perceive their
attitude as supportive. Apart from the mothers, negative experiences or losses in the
past can also adversely influence the psychology of expectant fathers, which can
hamper them from being supportive towards their wives (Armstrong, 2002). Lastly,
due to the Turkish cultural structure, people have strong affiliation with extended
family network and these women perceive families as a source of social pressure
instead of a support agent (Ayaz & Yaman Efe, 2010; Kagitcibasi, 2007;
Boyacioglu & Tiirkmen, 2008).

3.5.5. Conclusion

This study revealed that, while investigating ART-conceived pregnant women’s
pregnancy adaptation and prenatal attachment, prenatal distress and parenthood
motivation had predictive roles, and women’s perceived social support and their

own adult attachment style moderated these associations.

The first model indicated the stress-buffering role of perceived social support from
friends for the relation between prenatal distress and pregnancy adaptation. It was
observed in this model that, in addition to total pregnancy adaptation, ART-
conceived expectant mothers’ prenatal distress can negatively influence their
pregnancy adaptation in terms of self and baby related concerns and birth fear.
Perceiving social support from friends could buffer these adverse effects of prenatal
distress, but only when women do not have high levels of prenatal distress. In high
distress condition, perceiving support can make women feel insufficient, thus

decrease their adaptation.

In the second set of analyses, it was apparent that, contrary to the buffering role of

perceived friend support, having anxious attachment style can intensify the negative
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effects of prenatal distress on pregnancy adaptation. Similar with the previous
model, anxious attachment style moderated the relation between prenatal distress

and women’s adaptation in terms of health related concerns and fear of birth.

In the third model, the hypothesized relations between pregnancy distress and
prenatal attachment, and moderator roles of social support and attachment style
could not be found. Although this finding was inconsistent with our hypothesis,
other literature findings also emphasized that pregnancy related distress do not

change women’s level of prenatal attachment (Armstrong, 2002).

In the study, the last two models were related to women’s parenthood motivation.
From these results, it was apparent that if motivation interact with prenatal distress,
ART-conceived expectant mothers’ prenatal attachment was adversely affected. On
the other hand, if motivation interact with avoidant attachment style, in high
avoidance condition this could reduce prenatal attachment as parenthood motivation
increased. In low avoidance condition, however, since they were more securely
attached and as parenthood motivation increased, women’s prenatal attachment also
increased. In the final model, although the findings were not significant for total
pregnancy adaptation score, in terms of its dimensions the results were significant.
It was found that prenatal distress deteriorates the relation between parenthood
motivation and concern for the well-being of self and baby; and perceived social
support from significant other can buffer this relation in terms of identification with
motherhood role. All in all, these findings indicated that although ART-conceived
expectant mothers’ insecure attachment style is a factor that can deteriorate their
prenatal attachment and pregnancy adaptation, social support, especially from the
outside sources, can buffer their stress and positively influence their psychology in

pregnancy.
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3.5.6. Strengths of the Study

Having studied with a clinical sample and collecting data from an infertility clinic
were two of the strongest aspects of the present study. It can be thought that the
findings can be applicable in treatment settings. Moreover, the participants who
contributed to this study were living in different regions of Turkey, and in terms of
demographical characteristics they were varying in age, education, income, and

number of negative trials, which made the study findings more representative.

In terms of participants and extent of the research topic, this study differs from the
already-existing literature. Although ART-conceived expectant mothers’ prenatal
distress, prenatal attachment, and pregnancy adjustment have been investigated in
many studies, neither of them have examined the moderator roles of women’s adult
attachment style and perceived social support while examining these relations.
Similarly, studies in Turkish literature most commonly focused on comparison
studies of the psychology of infertile women. It should be noted that understanding
these women’s pregnancy adjustment after successful infertility treatment is a
newly developing research trend and to the best of my knowledge a similar

comprehensive study has not been conducted yet.
3.5.7. Clinical Implications

In terms of clinical and health psychology practices, present study provided various
implications. First, since social support had stress-buffering role and it increased
ART-conceived women’s pregnancy adaptation, it can be suggested that providing
social support can enhance these women’s psychological adjustment. In the study,
significant moderator effect of perceived social support from friends and significant
others revealed that, assembling support groups with other ART-conceived women
in company with a health care provider and a clinical psychologist can be beneficial

for these women; this can reduce their distress and unrealistic motivations for
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having children, and can increase their prenatal attachment and adaptation.
Moreover, since support from partners and family members cannot provide any
buffering effect, organizing psycho-educational groups for the families and spouses
might be helpful for them to realize their own role in ART-conceived women’s

pregnancy process.

From the results it was understood that, contrary with the effect of perceived social
support, insecure attachment styles have negative influence on these women’s
pregnancy process. For this reason, while working with women conceived with
ART, making an assessment in terms of their attachment style could be beneficial.
As Wei, Heppner, and Mallinckrodt (2003) emphasized, although changing the
patients’ attachment pattern could not be possible via short-term counseling,
clinicians should consider the patients’ insecure attachment and try to provide an

insight about the role of their attachment styles in this process.

Lastly, results revealed that ART-conceived women’s increased parenthood
motivation can also negatively influence them during the pregnancy process,
especially when they have increased prenatal distress and anxious attachment style.
As mentioned in the first study, women sometimes can have unrealistic and
idealized motivations for having children. Until they hold the baby in their arms,
these motivations put pressure on them and decrease their pregnancy adaptation.
Therefore, providing psychological support and dealing with these increased
expectations from having children can be helpful for these women, from treatment

process to birth.
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3.5.8. Limitations and Directions for Future Studies

Although the present study has outstanding strengths and important contributions to

the existing literature, it also has certain limitations.

To begin with, present study solely focused on the psychological states of ART-
conceived pregnant women and disregarded the psychology of close family
members or partners. Since families and partners could not be found as sources of
social support, differently from the infertility-oriented literature, it seems that
understanding the psychology of close family members (i.e., mother, father or
sibling of the women) and expectant fathers, or counting on the couples’
relationship satisfaction could also be beneficial to understand as to why these
women could not perceive support from these sources. Similarly, partners’
attachment style was not taken into consideration in the study, but as Donarelli et al.
(2012) emphasized infertile women’s stress level could be correlated with the
attachment anxiety of their partner. This situation can be valid even after achieving

pregnancy via infertility treatment.

Lastly, since this was a survey-based study, participants’ answers were within the
boundaries of presented questions. However, apart from aforementioned predictors,
there can be some other factors that can influence ART-conceived women’s
psychology during pregnancy. For this reason, enhancing these findings with
qualitative studies can also be useful to understand how the experiences of ART-
conceived women influence their pregnancy process and their predictions about
motherhood. Therefore, the last limitation shed light on the third study of present

dissertation.
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CHAPTER 4

STUDY III: FOCUS GROUP INTERVIEWS ON EXPERIENCES OF
PREGNANT WOMEN WHO CONCEIVED VIA ART

4.1. Introduction

Infertility and involuntary childlessness are among the most devastating and
stressful situations in patients’ life. Studies revealed that couples with infertility
problem have higher anxiety and depression levels, which is very much alike
having other serious diseases such as cancer and cardiac problems (Domar,

Zuttermeister, & Friedman, 1993).

When couples receive the bad news, they take yet another turn in their lives; the
compelling treatment procedures and numerous medical trials that they undergo
give rise to psychological and physical hardships for them. This process affects all
aspects of their lives and replace their routines with doctor appointments, by
focusing on the women’s menstrual cycle and having monthly hope-loss cycle
(Cooper-Hilbert, 1998). Throughout this period, they are exposed to long and
difficult procedures, experience repetitive trials and failures (Colpin et al., 1998),
spend an emotionally compelling treatment process (e.g., Newton, Hearn, & Yuzpe,
1990) and may think about drawing away from the treatment process (Domar,

Smith, Conboy, lannone, & Alper, 2010).

As mentioned in the previous chapter, even if the treatment process had concluded
successfully and the conception had occurred, the patients tend to label themselves
as “infertile”. Sometimes, they would have felt neither infertile nor fertile, and they

could have been torn between them (Olshansky, 1990). In this respect, the literature
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revealed that the negative effects of previous experiences could be proceeded
regardless of successful treatment outcome and achieving pregnancy. For this
reason, pregnancy and motherhood periods could also be emotionally compelling
for previously infertile women (Hjelmstedt, Widstrom, Wramsby, & Collins, 2004).
However, there are some other findings which disaffirms this notion and states that
regardless of the conception type the expectant mothers’ psychological states would

not be differentiated (e.g., Klock & Greenfeld, 2000).

Based on this knowledge, the present study started out with the research question of
“What are the experiences of pregnant women who conceived via assisted
reproductive techniques?”. With this aim, two focus group interviews were
conducted to explore the previously infertile expectant mothers’ experiences and
attitudes towards the process. In this respect, before presenting the findings of
current study, in this part, infertile patients’ emotional experiences concerning the
diagnosis and treatment process, psychological conditions after successfully getting
pregnant via ART (assisted reproductive techniques), and attitudes on motherhood

will be covered through the information provided by literature.
4.1.1. Infertility and Treatment Process

Infertility diagnosis can make the couples’ plans upside down and change their life
expectations. With their disrupted plans, the couples begin to think about new
directions for their life and relationship, and consider the significance of parenthood
for them (Glover et al., 2009). As mentioned in previous sections, since until they
feel ready for children they arrange themselves based on the assumption that they
can have children whenever they want, facing infertility creates range of emotions
(e.g., Glover et al., 2009; Papaligoura, Papadatou, & Bellali, 2012; Olafsdottir,
Wikland, & Modller, 2011).
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When people are diagnosed with infertility, their initial reaction is the feeling of
threat. Then, as the time progresses without having children the grieving process
begins and they feel as if they have lost a loved one (Lazarus & Folkman, 1984; as
cited in Dunkel-Schetter & Lobel, 1991). The patients get disappointed and fall into
similar emotional stages with mourning and grief for the loss of their much desired
baby (Atwood & Dobkin, 1992). The feeling of loss in the face of infertility is
similar to the emotional stages of grief described by Kiibler-Ross (1969), namely,
shock, denial, anger, bargaining and acceptance. The literature about the most
frequent emotional reactions of infertility suggested that after infertility diagnosis,
people could follow the emotional stages of “surprise/shock, denial, anger,
isolation, guilt, grief/depression, and acceptance or resolution” (Dunkel-Schetter &

Lobel, 1991, p. 33).

Since being fertile is taken for granted, initial confrontation with infertility creates
shock and disbelief in many couples (Atwood & Dobkin, 1992; Cooper-Hilbert,
1998). For patients, it is difficult to make sense and cope with infertility (Harris &
Daniluk, 2010). At this emotional stage, people use denial as a coping mechanism.
In this way, they block out the reality of this undesired situation and feel numbness
and absence. Their sleep and appetitive tendencies may also be negatively affected
(Atwood & Dobkin, 1992). Although initially denial seems to be useful to decrease
the devastating and compelling influences of diagnosis and treatment process, in the

long term it is not adaptive (Cooper-Hilbert, 1998).

As the time progresses, their feelings of helplessness rise to the surface and people
reflect their emotions as a burst of anger. Their anger is mostly relevant with their
ruined plans of having children. They may project their anger either towards
medical team or their spouse, and/or blame their spouse for postponing child
decision, or for their partner’s fertility problems, if any (Cooper-Hilbert, 1998). In

addition, the patients may also feel anger towards the people who can easily be
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impregnated (Domar et al., 2012). As revealed in the study of Domar and Gordon
(2011), 65% of participants reported anger and frustration in terms of others’ easy
conception, while 49% of them reported that they were uneasy about being together
with pregnant women or couples having children. The patients believe that although
having children is a common desire and people who have children do not take care
of their children properly, being infertile is an injustice to them, indeed they would
be a better mother (Glover et al., 2009). As it was stated in the qualitative study of
Redshaw, Hockley, and Davidson (2007), the patients defined this situation as

“unluckiness” and “unfairness”, since other people could easily have children.

In addition to injustice, sometimes the patients have mixed feelings about the
situation that they are in. Their emotions may be unpredictable and they may not be
able to identify what they are feeling. They can feel angry for a while, and then
guilty because of their temper. Each month they experience emotional rise and falls
regarding menstruating (Atwood & Dobkin, 1992), because the onset of
menstruation is among the most stressful situations of the treatment process (e.g.,
Boivin & Takefman, 1995). Not only menstruating but also treatment process puts a
strain on patients. Within a short span of time, patients experience excessive
emotional fluctuations like an “emotional roller-coaster”. In this process they may
feel intense level of stress, emotional fluctuations and loss of control (Mahlstedt,
Macduff, & Bernstein, 1987). It is important to note that fluctuations and
unpredictability of the patients’ emotions can also be related to uncontrollability
and unpredictability of the treatment process. After getting the bad news, the
process makes people feel out of control and increases their level of stress. The
couples begin to arrange their life based on infertility examinations and in this
process, their personalities, decisions and choices lose their significance (Cooper-
Hilbert, 1998). Glover and colleagues (2009) stated that during the treatment
process patients try to regain the control over their lives, and improvements in

medical technology gave them hope for future. However, the unpredictability of
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treatment outcome and biologically based situations could also intensify their
feeling of loss of control. In their study, to define the treatment process the
participants used the idioms of “blindfold” and “conveyor belt” which represented
their inability to control the process (Glover et al., 2009). For this reason, the
treatment process could threaten patients’ self-esteem and personal adequacy
(Cooper-Hilbert, 1998). As Domar and colleagues (2012) demonstrated, being in
this process decreased patients’ self-esteem and made people feel shamefaced and

perceive themselves as “flawed” and “inadequate” as women.

Relevant with their feeling of loss of control and decreased self-esteem, the couples
may begin to feel as sexually inadequate and unattractive, and this can also hinder
their desire for having sex (Cooper-Hilbert, 1998). The spontaneity of their sexual
relationship is disrupted and the couples become anxious about how their spousal
relationship would proceed (Cooper-Hilbert, 1998; Domar et al., 2012). Moreover,
due to differences between the couples’ stress related responses and coping
strategies, they may feel that they are not understood by each other (Peterson,
Newton, Rosen, & Schulman, 2006). For instance, as Andrews, Abbey, and Halman
(1992) demonstrated, in the face of infertility while men respond like to other
stressors in their lives, women perceive this situation as a threat to their sexual
identity and self. Although the couples’ coping styles were useful individually, due
to this difference, men might have negative influences towards their partner
(Beaurepaire, Jones, Thiering, Saunders, & Tennant, 1994). In this respect, Peterson
and colleagues (2006) also found that as an emotional coping mechanism men
highly use distancing and do not take infertility seriously. However, since women
uncommonly use distancing as a coping mechanism, this discrepancy may cause
difficulties in their relations. Thus, women can evaluate these attitudes as their
partner’s being neglectful, and so they feel alone and unsupported (Williams, 1997).
The literature findings showed that loneliness and isolation are more common

among primary infertile women than men (Gokler, Unsal, & Arslantas, 2014), and
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experiencing hope-loss cycle in each month could intensify women’s feelings of
loneliness and desperation (Jirka, Schuett, & Foxall, 1996). As a result of this

process, the couples can be estranged from each other.

In addition to their spousal relationships, women can also isolate themselves from
their social environment. Sometimes patients feel jealousy about pregnant women
and try to abstain from babies and pregnant friends (Berg, Wilson, & Weingartner,
1991; Glover et al., 2009). They feel uncomfortable with their family and friends,
especially if they become pregnant easily within this process. Due to their self-
criticizing attitudes and feelings of embarrassment, they feel like bothering them
with own infertility related problems. For these reasons, they cannot share their
experiences with families and friends, they choose isolation and alienation, and so,
cannot receive and request the social support they need (Cooper-Hilbert, 1998).
Women in the study of Harris and Daniluk (2010) stated that during the treatment
process or after they had a pregnancy loss, they chose social isolation because they
“felt awkward” and did not want to answer the questions of people who were
around them. For them, talking about problems was as difficult as having
miscarriage, but this could also normalize their feelings and help them to decrease
their negative emotions (Harris & Daniluk, 2010). It seems that although seeking
social support is necessary for dealing with emotional problems, patients choose
isolation and avoidance, which in turn, can further increase their level of stress

(Jordan & Revenson, 1999).

The infertile patients’ need of social isolation can also be related to their feeling of
guilt. Csemiczky, Landgren, and Collins (2000) stated that guilt and suspicion were
among the most common feelings of infertile women undergoing assisted
conception. They can feel guilty because of not being able to fulfill the social and
cultural expectations regarding having children (Cooper-Hilbert, 1998). They feel

like they are frustrating their spouse’ desire for parenthood, and if the women have
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previous abortion this may also increase their feeling of guilt (Cooper-Hilbert,
1998). Moreover, due to abortion or their other “mistakes”, they may think as being
punished and tested by God (Cooper-Hilbert, 1998; Harris & Daniluk, 2010).

The patients believe that each trial is a new hope for achieving a better outcome.
However, after each negative result their feelings of disappointment and anxiety
become exacerbated (Cooper-Hilbert, 1998). Since beginning of each new treatment
is a potential for experiencing negative outcome and miscarriage, it also increases
their level of anxiety (Harris & Daniluk, 2010). Due to having intense psychological
stress (Olivius, Friden, Borg, & Bergh, 2004), higher levels of anxiety and
depression (Smeenk, Verhaak, Stolwjk, Kremer, & Braat, 2004) and burden of
treatment because of physical and psychological difficulties (Verberg et al., 2008),
some patients may refrain from future treatment cycles or begin to think about
adoption (Harris & Daniluk, 2010). After repeated trials people sink into despair
and become hopeless and depressed about the future. Their initial feelings of denial
give place to grief and increased feelings of loss of loved one. For them, this
situation does not only mean not being able to have children, but also refers to loss
of their idealized family life. Each negative outcome increases their emotional
emptiness and without children they begin to feel purposeless. The unpredictability
and non-controllability of the process can make patients unwilling and powerless
for future treatments (Cooper-Hilbert, 1998). According to Glover and colleagues
(2009) this situation could be associated with becoming desperate about future
trials. In their qualitative study they found that when the patients were undergoing
treatment, they felt threat towards their femininity/masculinity and life goals. Then,
after they had experienced successive negative trials, their feelings of threat gave
way to feelings of loss and mourning due to their feelings of hopelessness (Glover
et al., 2009). This reveals that sometimes patients’ grief and depression levels can

increase as the treatment proceeds (Lukse & Vacc, 1999).
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As people recharge their emotional batteries, they get strength for going into next
medical intervention and maintain the vicious cycle (Cooper-Hilbert, 1998).
Emotional repair seems to be a prerequisite for proceeding treatment cycle, because
the literature findings depicted that negative treatment outcomes are associated with
increased depression and anxiety levels (Verhaak et al., 2001). Even 6 months after
the last unsuccessful trial, more than 20% of women had clinical levels of
depression and anxiety, and they could not demonstrate recovery (Verhaak,
Smeenk, Van Minnen, Kremer, & Kraaimaat, 2005). Moreover, the grief in
infertility is different from the other losses because of the fact that infertile couples
also grieve for the loss of their identity, dreams, and need for parenthood (Atwood
& Dobkin, 1992). They feel like losing their social status, self-worth and
confidence, and due to invisible nature of these loses, patients’ needs might be
disregarded. The patients can be under the risk of delayed or unfinished healing of
grief (Cooper-Hilbert, 1998). However, when the patients decide for a new
treatment cycle, it seems that focusing on new life goals can decrease their anxiety
and depression levels (Verhaak, Smeenk, Nahuis, Kremer, & Braat, 2007). For this
reason, an intervention based on the grief model was not recommended for the
patients who were undergoing treatment (Glover et al., 2009), because being in the
treatment process can also create positive emotions such as hope and optimism for

some of them (Domar & Gordon, 2011; Domar et al., 2012).

At the last stage of grief, couples begin to feel relief and accept their infertility. If
they maintain their marital relations after experiencing repetitive negative trials,
they look for solutions such as adoption or remaining childless (Atwood & Dobkin,
1992). In healthy resolutions infertile couples accept their infertility, maintain their
marriage even if they do not have a child, or look for other treatment alternatives;
however, many patients still think that infertility reflects their own defect,
inadequacy and abnormality. Thus, the following process is not always easy for

infertile couples (Cooper-Hilbert, 1998). Due to their vulnerability, even if the
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treatment process ends up with positive outcome, the negative influences of
diagnosis and trials may still persist and women’s psychological adaptation during
pregnancy might be adversely affected (Hjelmstedt, Widstrdm, Wramsby,
Matthiesen, & Collins, 2003).

4.1.2. Pregnancy Process

Pregnancy process after a long-awaited involuntary childlessness can be
emotionally challenging for women who conceived via ART (Hjelmstedt,
Windstrom, & Collins, 2006). Since they made both emotional and economical
investments on this pregnancy and experienced numerous difficult experiences,
until they take the baby in their arms sometimes women try to overlook the fact that
they are pregnant (Harris & Daniluk, 2010). In many studies it was emphasized that
women who had longer infertility period are more likely to have stronger fear of
childbirth (Poikkeus et al., 2006). Especially if they experienced more than two
treatment trials (McMahon, Ungerer, Beaurepaire, Tennant, & Saunders, 1997), the
negative influences of treatment process persist and women who conceived via
ART tend to be more anxious in their pregnancy period (e.g., Hjelmstedt,
Widstrom, Wramsby, & Collins, 2003; Hjelmstedt et al., 2003). Due to prior
repetitive losses, in their pregnancy process women can feel as having no control
over the process and afraid of not being able to sustain their pregnancy (Harris &
Daniluk, 2010). Studies revealed that either during the first (Reading, Chang, &
Kerin, 1989) or third (McMahon et al., 1997) trimester these anxious and fearful

attitudes can be observed.

In the literature, it was depicted that previously infertile and ART-conceived
pregnant women’s excessive anxiety is mostly concerned with fear of losing their
baby (Hjelmstedt et al., 2003). It was presented that these women are anxious about
whether their baby would live and be normal, and they have fears concerning

childbearing and separation from the baby. As a result of their consistent fear about
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loss of their pregnancy, after achieving pregnancy, they may delay sharing the news
of their pregnancy with others (McMahon et al., 1997), and avoid from establishing
a bond with the baby and getting ready for parenting roles (McMahon, Tennant,
Ungerer, & Saunders, 1999). As Armstrong (2004) stated, having prior loss during
pregnancy period is associated with higher level of pregnancy related anxiety which
is also associated with having lower levels of prenatal attachment (Hjelmstedt et al.,
2006). The impact of previous miscarriages is maintained for ongoing pregnancies
and prevent women from establishing prenatal attachment. For this reason, women
try to take precaution against the potential loss and do not want to get prepared for

the baby (Harris & Daniluk, 2010).

The women have excess fear about losing their baby because even after achieving
pregnancy they sustain the feeling of loss of control. Due to uncontrollability of the
treatment, sometimes they need isolation and separateness, and they feel lack of
autonomy (Redshaw, Hockley, & Davidson, 2007). For them the treatment is like
“gambling or lottery” and they have chances of both winning and losing (De Lacey,
2002). Since they are lucky, they made right choices (i.e., clinic, doctor) and are
awarded with pregnancy (Redshaw et al., 2007). Nevertheless, as observed in the
study of Redshaw and colleagues (2007), despite their successful conception, they
can still be critical about the unfairness of the treatment process. They feel
emotional and physical pain, stressful, and wounded because of being exposed to
difficult treatment conditions. For this reason, irrespective of the treatment
outcome, routine psychological support during and after the infertility treatment

seems to be necessary for the patients (Poikkeus et al., 2006; Redshaw et al., 2007).

Despite aforementioned studies in which ART-conceived pregnant women were
found as having higher anxiety and depression scores, some other literature findings
stated that pregnant women who conceived spontaneously and through ART did not

differentiate in terms of anxiety, depression (Joelsson et al., 2017, Raguz,
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McDonald, Metcalfe, O’Quinn, & Tough, 2014), pregnancy related anxiety and
delivery fear (Poikkeus et al., 2006). According to Klock and Greenfeld (2000),
there are no significant differences between these groups in terms of their anxiety,
depression and self-esteem levels both at the first and third trimesters. Moreover, in
the same study, ART-conceived expectant mothers demonstrated psychological
improvement during pregnancy. In other words, as their pregnancy proceeded, their
self-esteem increased and their anxiety decreased as compared to initial

measurement at the first trimester (Klock & Greenfeld, 2000).

Due to their previous investments on this pregnancy, ART-women have a tendency
to overlook the negative aspects of pregnancy such as weight gain or being
restricted through pregnancy. For them pregnancy is a reward and compared to
naturally conceived women they are highly satisfied with being pregnant (Klock &
Greenfeld, 2000). In relation to this, other results demonstrated that conceiving via
ART can also lead to positive emotions. For instance, according to Repokari and
colleagues (2007), after successful treatment pregnant women might have lower
depression and anxiety levels as compared to women conceiving spontaneously.
Similarly, Harf-Kashdaei and Kaitz (2007) found that pregnant women who
conceived via IVF had positive emotional states towards themselves, their babies
and spouses; and their marital adjustment was not negatively affected (Repokari et
al., 2007). It was stated that the participants’ positive attitudes might be explained in
two ways. On the one hand, this situation might be associated with their
thankfulness for achieving their much desired pregnancy. On the other hand, the
women’s negative emotions might be concealed through their avoidant coping
skills, because denial of stress and anxiety suppression are among the commonly
used coping strategies for this population (Harf-Kashdaei & Kaitz, 2007).
Regarding the latter explanation, previously McMahon et al. (1997) also mentioned
that due to their avoidant attitudes sometimes women could demonstrate lower

anxiety levels.
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The findings mentioned above can be summarized that experiencing involuntary
childlessness and being exposed to medical procedures may differentially influence
the women during pregnancy process. Although in some studies they did not reveal
any significant differences from naturally conceived expectant mothers, other
studies found that in pregnancy period previously infertile women might have either
more positive or more negative psychological states compared to naturally-
conceived expectant mothers. It was observed that these differences could be
associated with number of trials and difficulties they experienced in treatment
process, having different coping skills, or some unknown reasons that should be

investigated.
4.1.3. Motherhood Process

The literature findings regarding parenthood behaviors and parenting stress of
previously infertile women are also contradictory. Some findings revealed that at
postpartum period there were no significant differences between naturally and ART
conceived mothers in terms of anxiety and depression levels (e.g., Gibson, Ungerer,
Tennant, & Saunders, 2000; Raguz, McDonald, Metcalfe, O’Quinn, & Tough,
2014), parenthood related stress (Colpin & Soenen, 2002; Gibson et al., 2000;
Hjelmstedt et al., 2004; Verhaak et al., 2001), parental attitudes and goal
adjustments (Colpin & Soenen, 2002), general psychological adjustment to
parenthood, maternal self-esteem, parenting attitudes (i.e., warmth, rigidity, and
hearten children for being autonomous), protectiveness and attachment towards
children (Gibson et al., 2000). Also, in terms of their children’s behavioral (Colpin
& Soenen, 2002; Golombok, Cook, Bish, & Murray, 1995), emotional and
relationship patterns (Golombok et al., 1995), there were no significant differences
between natural and ART-conceived mothers. It is important to note that as Ross,
McQueen, Vigod, and Dennis (2011) emphasized in their study, although the

literature findings suggested that little or no increased risk of postpartum depression
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exist for women who conceived via ART, since those studies mostly consist of
small sample sizes and do not have control groups, these findings might not reflect

the reality and further research is necessary about this topic (Ross et al., 2011).

The other findings stated that women who had children via ART demonstrate
different features compared to naturally conceived women. Since before they
achieved successful pregnancy they idealized motherhood and life with children, if
these expectations would not be met, they may experience mental health problems
(Fisher, Hammarberg, & Baker, 2008). For instance, Hjelmstedt and colleagues
(2004) interviewed IVF-conceived parents within 2 to 6 months postpartum. When
they were thinking about their past experiences, although as an adaptive coping
some of them admitted that they had infertility problems, others tried to keep
themselves aloof from the thoughts of infertility and IVF process. Although they
had achieved motherhood, some IVF mothers still presented excessive negative
attitudes on infertility. According to authors, this could be an indication of patients’
destructive self-image in terms of being incapable of natural conception (Hjelmstedt
et al., 2004). Even though they have given birth to children, they could still feel like
“infertile” (Braverman, Boxer, Corson, Coutifaris, & Hendrix, 1998). Relevant with
these emotional bases, in terms of parenthood abilities they show decreased self-
esteem and self-efficacy (Gibson et al., 2000). Moreover, for these mothers, higher
levels of parenting stress could be highly common (Cook, Bradley & Golombok,
1998), and of these mothers the ones having multiple births demonstrated greater
level of parenting stress and dysfunctional parent—child relationships (Glazebrook,
Sheard, Cox, Oates, & Ndukwe, 2004). Since conception was difficult for them,
they may also expect difficulties in infancy period (McMahon, Tennant, Ungerer, &
Saunders, 1997). For this reason, they perceive that their own children would be
more difficult (Glazebrook et al., 2004), more vulnerable and “special” than other’s

children (Gibson et al., 2000).
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In contrast, many other studies indicated that infertility treatment does not cause
any problems in parenthood (Repokari et al., 2007). Since they made a great effort
to become a mother, ART-conceived mothers have positive attributions to
themselves and perceive motherhood as more rewarding (Glazebrook et al., 2004).
Their parenting morale could be higher and experiencing postpartum stress might
be less likely for them (Raguz et al., 2014). Moreover, their parenthood experiences
are affected in a positive way; they have more intense emotions, show
overindulgence (Hjelmstedt et al., 2004), and try to present higher quality of
parenthood towards their children (Golombok et al., 1995).

As can be seen, in terms of previously infertile women’s motherhood experiences,
again the findings were differentiated into three groups, although for some studies
there were no significant differences between the mothers conceiving naturally and
ART, for some others infertility treatment could influence the psychology of
mothers for better or for worse. Although infertility diagnosis creates excessive
stress as in the other serious health conditions such as cancer and cardiac problems
(Domar et al., 1993), the responses regarding following process could differentiate.
In many studies it was stated that due to difficult experiences in diagnosis and
treatment process, the women can experience anxiety both in the pregnancy (e.g.,
McMabhon et al., 1997; Hjelmstedt et al., 2003) and motherhood (e.g., Hjelmstedt et
al., 2004) periods. However, the other studies proposed that despite the difficulties
experienced in infertility process, the following process might be perceived like a
reward and this would lead to better moods for pregnant women (Klock &

Greenfeld, 2000) and mothers (Glazebrook et al., 2004).
4.2. The Aim of Present Study

In the light of before mentioned literature findings, in the present study, to provide a
better understanding of previously infertile pregnant women’s experiences from

diagnosis to motherhood ideals, a qualitative approach was used. For this aim, the
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research question was “What are the experiences of pregnant women who
conceived via assisted reproductive techniques?” It was thought that compared to
quantitative studies, qualitative data would provide richness of information with
participants’ own words and lead to a broader insight to women’s emotional

dynamics regarding treatment and following processes.
4.3. Method
4.3.1. Participants

The participants of the present study were eight pregnant women conceived via
assisted reproductive techniques (ART). All of them were former patients of
aforementioned IVF Clinic in Ankara. While determining the participants of the
study, the purposeful sampling method was taken as a basis to create a homogenous
group and to provide the richness of data. The data were collected via two separate
focus group interviews. Based on the convenience of pregnant women who wanted
to attend the group, the first group was arranged for 29" July 2017. Although the
appointment was made for eight women, five of them participated in the session,
and the other three ART-women made excuses due to their urgent medical problems

such as bleeding and contraction.

After Group 1, the second group meeting was decided as 13™ October 2017 and six
women implied that they would participate in the group. However, yet again, three
women made last minute cancellation because of their physical (e.g., uteralgia,
weakness) and psychological (e.g., excessive anxiety to go out) problems within
that day. For this reason, Group 2 gathered with three ART-conceived pregnant
women. Since the topic was highly emotional and included the women’s negative
experiences before the pregnancy, as Litosseliti (2003) mentioned, it was thought
that a smaller sample size became more functional for this special group. The basic

information about the participants is presented in Table 18.
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Table 18. Demographic Characteristics of the Participants

?Aa;tci;?;;?itzse d Names) Age Week of Pregnancy Occupation
Group 1
Gamze 28 18 Unemployed
Yasemin 28 16 House wife
Fatma 32 6 House wife
Ipek 33 16 Teacher
Selma 34 14 Accountant
Group 2
Zehra 28 21 House wife
Meral 33 21 Architect
Ceyda 37 25 Editor

4.3.2. Instrument
4.3.2.1. Demographic Information Form

A brief 14-question demographic information form was prepared in order to get
information about the participants’ demographic characteristics (i.e., age, duration
of marriage, education level, occupation, employment status) and pregnancy
process (i.e., pregnancy week, twin or singleton pregnancy, number of trials,

duration of struggle and treatment for having children).
4.3.3. Data Collection: Focus Group Interview

In the study, two focus group interviews were conducted with the research question
of “What are the experiences of pregnant women who conceived via assisted
reproductive techniques?”. Krueger and Casey (2000) defined that focus group was

“a carefully planned discussion designed to obtain perceptions on a defined area of
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interest in a permissive, non-threatening environment” (p.5). In the present study
focus group interview was chosen as an appropriate data collection method because
it was thought that group interaction could provide different perspectives and a
broader understanding of the topic. Also, the participants could relax during the
discussion and they could have an impact on each other (Krueger & Casey, 2000).
As presented in the literature, focus groups can be advantageous in terms of
exploring new perspectives about a topic, understanding the reasons behind the
person’s thoughts and feelings, observing opinions, behaviors and thoughts of
individuals while finding out their shared experiences with a particular group, and
examining confusing and touchy subjects (see Litosseliti, 2003). For these reasons,
while exploring the experiences of women who were impregnated via ART, focus

group discussion was thought as an appropriate data collection method.

As mentioned before, while collecting data, the participants’ experiences were
explored via two focus groups in which five and three women participated.
Regarding the number of participants for focus groups, although six to ten
participants were recommended in general, in different studies it was revealed that
the group size can also be four (e.g., Kitzinger, 1995) or three (e.g., Morgan, 1997)
in order to provide a deeper dialogue. In addition, it was emphasized that smaller
groups can provide a chance to speak more, and can be useful especially for
complex, sensitive and personal subjects (Krueger, 2006; Litosseliti, 2003).
Moreover, in terms of the saturation of data, Guest, Namey, and McKenna (2017)
revealed that two or three focus groups can be necessary for smaller studies and for
finding out more than 80% of all the themes. Therefore, based on these
explanations, for the present study it was thought that the group sizes and the

number of participants were sufficient for deeper understanding and data saturation.
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4.3.4. Procedure

Institutional Review Board (IRB) approval was obtained from the Middle East
Technical University (METU) Human Subjects Ethics Committee. In order to
organize the focus groups, the patients living in Ankara and nearby cities were
called, informed about the aims of the study and invited to the study. The interviews
took place at the convention hall of the Clinic. On the interview day, before starting
the groups, informed consent and demographic information forms were given to the
participants. If they had any questions about the study, they were answered before
the interviews. After they filled up the forms, the interview was opened with “ice-
breaker” questions and the participants were asked to introduce themselves. Then,
the discussion was started with the aim of understanding experiences of pregnant
women who conceived via ART. With the aim of gaining a richer and a deeper
understanding of the participants’ experiences, a semi-structured interview style

was used. The main questions of the study are presented in Table 19.

Each session took approximately two hours and it was audio recorded after asking
for permission from the participants. The interviews were conducted in the presence
of an assistant moderator who was a fourth grader psychology student at the time of
the interview. During the groups, she did not join the discussions, but she took notes
about the participants, managed audio devices and other technical equipment, and
after the sessions, she gave feedback to the moderator. After the sessions, as an
incentive, the researcher made a 15-minute informative presentation to the
participants. In this presentation, firstly, in order to normalize the feelings of the
participants, based on the information provided by the literature, the emotional and
psychological consequences of pregnancy via ART were presented. Secondly, some
advices related to pregnancy process were given. Some of these advices were about
how they can express their needs and feelings, manage their fertility related stress,

establish healthy communication with their social environment, and improve their
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attachment with the baby. Lastly, in terms of motherhood and healthy psychological
development of the baby, some important points (e.g., attachment, maternal
responsiveness, mirroring) regarding mother-infant relationship were mentioned
briefly. After the presentation, the participants’ questions were answered, and the

session was ended.

Table 19. Sample Questions of Semi-Structured Focus Group Interview

Research Question: What are the experiences of pregnant women who conceived via assisted reproductive techniques?

1. How do you evaluate your process of conceiving via assisted reproductive techniques?
2. How was your feeling about being infertile?
3. What was your motivation to have children?

4. How were your experiences during the treatment process?
a. How did you overcome your negative feelings?

5. How was your relationship with your husband within this process?
6. How was your relationship with your social environment? (e.g., families, friends)
7. How do you feel about being pregnant today?

8. How is your pregnancy going?

a. What are your experiences during routine controls?

b. Do you communicate with your baby?

9. What do you think about motherhood?

10. What are your dreams about the future with your baby?
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4.3.5. Data Analysis: Thematic Analysis

The analysis of the transcribed focus group data was done through thematic analysis
which is a commonly preferred tool for analyzing qualitative information (Boyatzis,
1998). Different from the other qualitative methods, such as interpretative
phenomenological analysis and grounded theory, thematic analysis does not cling to
any theoretical framework. It is more flexible and enables wealth of information
even in the complex data, emphasizes the important points of a comprehensive data,
and is useful for the data from the collaborative participants (Braun & Clarke,
2006). In addition, studies revealed that thematic analysis is a widely-used method
for analyzing focus group discussions (e.g., Giacco, Dirik, Kaselionyte, & Priebe,
2017; Karlstrom, Nystedt, & Hildingsson, 2015; Segar, Taber, Patrick, Thai, & Oh,
2017). Based on this knowledge, thematic analysis was thought as an appropriate

method for the analysis of data obtained from focus group discussions.

While analyzing the data, inductive thematic analysis was used for data coding. In
other words, instead of relying upon prevalent coding structure or the researcher’s
own theoretical approach, themes were shaped based on the data itself. Moreover,
themes were determined according to latent and interpretative level of content.
Rather than semantic content, underlying meanings were evaluated (Boyatzis, 1998;
Braun & Clarke, 2006). During the analysis, the six steps presented by Braun and
Clarke (2006) were followed: Firstly, familiarization of data was achieved through
transcribing, reading and writing first opinions. Secondly, initial codes were
created. Thirdly, the relevant codes were gathered for searching for themes.
Fourthly, a map of themes was organized. Fifthly, meaningful definitions and

names of themes were decided. And lastly, the themes were reported.
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4.3.6. Trustworthiness of the Study

Different from the quantitative research, subjective information is essential for
qualitative studies and subjectivity, reflexivity, adequacy of data and adequacy of
interpretation are important determinants of the trustworthiness of the study (Finlay,
2002). Morrow (2005) also mentioned that in qualitative studies, the researcher also
becomes a tool of the research and “researcher’s reflexivity” enables to realize how
the experiences and world-view of the researcher influence the course of the study.
In addition, in this process, the researchers can understand their own latent
assumptions and prejudices, and demonstrate them to themselves and others as
“bracketing” (Fischer, 2009; Morrow, 2005). Based on this notion, as the researcher
of present study, I took a reflexive diary which included notes about my feelings,
observations about and relationship with participants. My theoretical and clinical
understanding could also affect my views and interpretations about the topic and
generated themes. As a clinical psychologist, my clinical orientation is based on an
eclectic approach and in my practice I integrate psychoanalytic, cognitive-
behavioral, and schema therapy approaches. For this reason, while evaluating the

women’s experiences, these approaches may also have influenced my point of view.

Apart from this, as Elliot, Fischer, and Rennie (1999) stated, in order to check
“credibility”, working with a research team or a supervisor is also fundamental for
qualitative studies. With this notion in mind, the themes were negotiated with a
research team including the researcher, her supervisor and four graduate students
who are experienced in qualitative research. The transcripts, the researcher’s memos
and the possible themes were reviewed and audited by the research team. During
the analyses, the participants’ context and socio-cultural background were also

taken into consideration. Based on their ideas, the themes took their final forms.

In the study, as a newlywed woman I was an “outsider” because I was not even

thinking about having children. I believe that this could be an advantage for me in
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terms of objective evaluation of participants’ experiences, but also could be a
disadvantage in terms of gaining a deeper understanding of the women’s
perspectives, as presented in the literature (see Kerstetter, 2012). However, as a
childless woman living in Turkey, I tried to understand the participants’ point of
view and considered their experiences within our cultural context. Moreover, as a
clinical psychologist, I thought that understanding the experiences of women who
were impregnated via ART is important for both the well-being of these expectant
mothers and the healthy development of their babies. For instance, during the group
interviews [ observed that although the participants were pregnant, they still
maintained the mourning of their previous miscarriages. They have cried for past
experiences and postponed the happiness of being pregnant. This made me very
upset and I felt helpless, because due to the nature of the focus group I only
moderated the group and did not make any psychological intervention during the
interviews. In addition to the feeling of helplessness, listening to the women’s
negative attributions to themselves sometimes made me feel angry. I was annoyed
with the fact that the society imposes women that they are valuable only if they
become mother, and with women’s internalization of this attitude. After the groups,
I thought that organizing psychological support groups is necessary for this
population from infertility to motherhood. Therefore, while considering the results

of the study, these abovementioned influences should not be underestimated.
4.4. Results

During the analyses the themes were constructed based on three time periods which
were past (i.e., infertility and treatment periods), present (i.e., pregnancy period),
and future (i.e., projections about motherhood). The first superordinate theme was
related to infertility and treatment periods, and it was named as feeling like an

“empty can”. The theme was divided into three subordinate themes, namely,
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idealization of life with children, intense negative feelings, and maladaptive coping

strategies including social withdrawal, faith or confusion, and masking weaknesses.

The second superordinate theme was related to pregnancy period, and it was named
as “what if I have a miscarriage”, and this theme was divided into three
subordinate themes, namely, being stuck with the past miscarriages, perpetual
apprehension including preoccupation with baby and avoidance and ignorance of

baby\pregnancy, and finally progress towards completion.

The third superordinate theme was named as despair and hope and it comprised the
participants’ projections about motherhood. This theme consisted of two
subordinate themes which were carrying the burden of the past including worries
about motherhood and avoidance from the idea of motherhood, and secondly hope

despite the pain of past memories.

The superordinate themes and their subordinate themes were presented in the Table
20. All these themes with some quotations of the participants are explained in this

section.
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Table 20. The Experiences of Pregnant Women Who Conceived via ART

Superordinate Theme I. Infertility & Treatment Process: Feeling Like an “Empty Can”

1.1.  Idealization of Life with Children
1.2.  Intense Negative Emotions

1.2.1. Feeling Aggrieved

1.2.2. Feeling Alone and Misunderstood
1.3.  Coping in Maladaptive Ways

1.3.1. Social Withdrawal

1.3.2. Faith or Confusion

1.3.3. Masking Weaknesses

Superordinate Theme II. Pregnancy Process: “What If I Have a Miscarriage”

2.1.  Being Stuck with the Past Miscarriages
2.2.  Perpetual Apprehension
2.2.1. Preoccupation with Baby
2.2.2. Avoidance and Ignorance of Baby\Pregnancy

2.3.  Progress Towards Completion

Superordinate Theme II1. Projections About Motherhood: Despair and Hope

3.1.  Carrying the Burden of the Past
3.1.1. Worries about Motherhood
3.1.2. Avoidance from the Idea of Motherhood

3.2. Hope Despite the Pain of Past Memories
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4.4.1. Superordinate Theme I. Infertility & Treatment Process: Feeling Like an

“Empty Can”

Most of the women stated that when they learned that they were infertile and should
start treatment in order to have a baby, they felt insufficient, worthless and useless,
like an “empty can.” They thought that since they were women and had uterus, they
should bear a child. Otherwise their uterus seemed useless and as a thing that could
be chucked off. For them, childbearing was essential for womanhood, this was a
norm and general expectation. However, since they could not met this expectation
naturally, even they did not feel any direct pressure from their social environment,

they put pressure on themselves and felt incomplete.

It’s just struck me that the doctor asked me: “How do you feel?” And I said:
I feel like an empty can. You know, an empty can. Straight up, I mean,
whatever it is, just like something useless... Indeed, nobody made me feel
this way, I mean neither my husband nor the people around me, but you feel
this feeling all by yourself... You say: What if I took my uterus and chucked
it off, cause this organ does not work and it probably will not work at all. As
I say, you think so nonsense, like you are useless at all (Meral).

Simdi aklima geldi, doktor sey dedi bana: “Kendini nasil hissediyorsun?” Bos teneke gibi
hissediyorum, dedim. Bildiginiz yani bos teneke. Hakikaten yani ne olursa olsun, ise
yaramaz gibi... Yani kimse bu duyguyu bana hissettirmedi, yani ne esim, ne etrafimdaki
insanlar ama yani sen kendi kendine o duyguyu hissediyorsun... Sanki rahmimi alip ¢ekip
atsam yani hicbir ise yaramiyor bu organ, herhalde hi¢chir ise yaramayacak diyorsun. Ya
diyorum ya, ¢ok sagma sapan fikirlere giriyor insan, bir ise yaramiyormus gibi (Meral).

Not having your own baby, this was causing a great sense of being
incomplete... (Ipek)

Kendi ¢ocugunun olmamasi, o ¢ok eksiklik yaratiyordu... (Ipek)

Yeah, I agree with my friends, I mean you feel yourself incomplete without
having a child of yours (Zehra).

Evet katilyyorum arkadaslara yani insan ¢ocugu olmadan kendini bir eksik hissediyor
(Zehra).
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Relevantly, Ceyda presented that since continuity of lineage is believed as a
responsibility of women, going against this expectation and not having children in a
natural way, made them feel inadequate, unable and unnatural. This also intensified

their feeling of worthlessness.

Feeling incomplete... So, what is your natural process or the thing conveyed
to you, I mean, conveyed to you from past to present? You know, a woman
gets married and naturally has a baby after a period of time... well, keeping
the family name alive all rests with you, I mean it is the woman who can
continue the lineage. And you cannot. Maybe, we all wanted that baby since
this was the thing conveyed to us. And when we couldn't manage to do it,
we looked at ourselves, this is what I believe ... That's what's natural, what's
natural is the emergence of that baby. But I cannot do this, I cannot cause
that baby to emerge (Ceyda).

Eksik hissetme... Yani dogal siireciniz ya da size aktarilan, gegcmisten giiniimiize size
aktarilan sey nedir? Hani kadin evlenir onun dogal, hani belli bir siire sonra ¢ocuk olur...
ya hani seyi, nesli devam ettirme olayt aslinda sizde bitiyor, hani kadinda bitiyor o nesli
devam ettirme olay1. Neslinizi devam ettiremiyorsunuz. Belki de hani bize hep aktarilan sey
bu oldugu igin biz o bebegi istedik. Yapamayinca da biz kendimizde sorun aradik ben éyle
diigiiniiyorum ... Dogal olan sey bu, dogal olan sey o bebegin ortaya ¢ikmasi. Ama ben
yapamiyorum, o bebegi ortaya ¢ikaramiyorum (Ceyda).

Based on the focus group discussions it was thought that the theme of “feeling like
an empty can” included some underlying subordinate themes. It was observed that
the women undergoing infertility treatment idealize the life with a child, they have
intense negative emotions related with feeling of aggrievedness and not feeling
understood by their husbands and families. Moreover, while they were trying to
cope with these emotions, they used complicated strategies which seemed

ineffective. These subordinate themes will be discussed in the following sections.
4.4.1.1. Idealization of Life with Children

For the participants, having children was an ideal situation and this was the first
subordinate theme of “feeling like an empty can”. During infertility period since
they could not achieve this ideal, their feeling of worthlessness was intensified.

They felt inadequate, because they believed that if they had children, life would be
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better for them. Idealizing life with children, they thought that having children
would improve their relationship with their husband, make them a complete family,

and provide emotional support.

I guess it's a totally different thing to experience that feeling (Yasemin).
Yani o duyguyu tatmak baska bir sey sanirim (Yasemin).

I guess I wanted a child to be a complete family (Meral).

Sanirim ben tam bir aile olabilmek igin ¢ocuk istedim (Meral).

I personally think that when you have children, you will have at least a port
of refuge. Because, at one point, you want to see someone else at home,
since you share the life of a twosome. It just seems as if you feel relieved in
it (relationship) when you have children (ipek).

Cocuklarin olunca en azindan siginacagin bir liman olacak, yani ben oyle diisiiniiyorum.
Ciinkii bir yerden sonra iki kisi, iki kisi paylasiyorsun ya hani, biraz insan baska kisiler
gormek istiyor evde. Hani ¢ocuklar olursa belki biraz daha (iliskiyi) rahatlatir gibi geliyor
(Ipek).

For the women, their idealization of life with children might also be related to the
Turkish socio-cultural environment. Due to explicit or implicit influences of social
values, the women’s views about having children might have been affected. For this
reason, they saw that having children was a duty of being married. They thought
that they would be completed and become a whole family only after having

children.

And also, I think having a child is very important in our society due to our
family values and so; becoming whole, becoming a family... I think this also
impose something upon you, and also the pressure, you know... Personally
I’ve never experienced such a thing, yet, if you married a man that you're
really in love with, you just want to become a family, become whole
(Meral).

Bir de sanirim bizim toplumda ¢ocuk ¢ok onemli, aile degerlerimiz vesairemiz, boyle bir
biitiin olmak, bir aile olmak... Onun vermis oldugu bir sey de var zannediyorum, hani bir
baski da var ... Hani ben boyle bir sey yasamadim hi¢ ama, yine de sen istiyorsun ki hani
¢cok sevdigin bir insanla evlenmigssin, bir aile olalim, tam olalim (Meral).

188



In addition, some of the participants believed that children not only make them a
complete family, but also become the representation of themselves. For instance,
Ipek idealized that a child would demonstrate how good she is and would become
her “masterpiece”. Her ideas bring to mind the idea that children may have a

function of being the narcissistic extensions of their parents.

This is just like a must for being a family... I mean something that is
supposed to be, something like an absolute must. I was saying ‘no! never
twosome’. At least we would adopt a child, so it goes... A child... If only I
raise a child, in the way I was raised, if only she/he becomes a good one, if
only I protect her/him from evil, I mean if only I have something, a work of
art, something from myself... (Ipek)

Bir aile olmanin zorunlulugu gibi... hani olmas: gerekiyor olmazsa olmaz gibi bir sey yani.
Iki kisi olmaz, diyordum. Illa ki hi¢ olmazsa evlat ediniriz éyle gider... Cocuk... bir ¢ocuk
yetistireyim benim gibi yetissin, iyi bir ¢ocuk olsun kotiiliiklerden koruyayim yani bir seyim
olsun, bir eserim olsunmus gibi, benden bir sey olsunmus gibi... (Ipek)

From the participants’ ideals for having children it was understood that
involuntarily childless women had some unrealistic expectations regarding having
children. Since they felt themselves away from these ideals, this situation increased

their feelings of worthlessness and created intense negative emotions.
4.4.1.2. Intense Negative Emotions

Due to being infertile and feeling worthless and useless like an “empty can”, the
participant women had intense negative emotions towards divine justice and their
social environment. In the group discussions it was realized that the feelings of
aggrieved and alone and misunderstood were their most apparent emotions which

contained anger, sadness, hopelessness, and frustration within themselves.

189



4.4.1.2.1. Feeling Aggrieved

With respect to the participants’ intense negative emotions, it caught my attention
that most of them perceived that the life has always been hard and unfair to them.
They questioned why they deserved that much difficulty. For instance, before the
infertility treatment process, Yasemin was also diagnosed with multiple sclerosis.
She stated that due to her illness beginning from her younger ages, she suffered
from extreme hardship. Since life has always been difficult for her, she was
hopeless about conceiving naturally and her fears came true. She told that after
deciding for having children, she understood that she had to undergo in vitro

fertilization treatment.

It was not easy at all, I mean my life up to now, because my troubles started
already after the age of 19 or something, and no diagnosis was made for a
certain period of time. It was always long-drawn-out. I mean it was a very
difficult time for me. Then I was diagnosed when I was 21, a year after I was
married. It was so hard... On top of that, about the baby... I said, if only it
could be the normal way at the very least, it would be easy for me. But that
didn’t happen either... (Yasemin)

Hig kolay olmad: yani simdiye kadar hayatim, ¢iinkii 19 yasindan sonra falan basladi zaten
stkintilarim, belli bir zaman teshis konulamad: hep siiriincemede gegti. Hani ¢ok zor bir
zaman gegti benim i¢in. Sonra iste 21 yasinda teshis konuldu, evlendikten bir sene sonra.
Cok zor gecti... Ustiine bebek konusunda... Hani ola ki normal olabilse, o bari kolay
gelseydi keske bana, dedim. O da olmad:... (Yasemin)

In the same manner, Selma struggled with vaginismus for 5 years. She believed that
she had difficulties in many aspects of life including being a ‘woman’. Infertility is
also among those aspects but she realized that everything was much easier for the
other people who do not have problems like her. She felt being treated unfairly
because she thought that despite her excessive efforts, the other women could get

pregnant quickly.

You know all those around you are getting pregnant easily, I mean this
happens to them out of the blue... Also, I realize that even those who ask me
questions and learn from me about the pregnancy can become pregnant in a
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short span of time! And so, they give birth to their babies before you
can...This is never jealousy, but at the same time I ask myself why am I
struggling so much doing this? Yeah, I’ve also had so much trouble in life,
I've always struggled to achieve something, I mean everything... Ranging
from my job, my marriage, including being a woman, to that I tried to do
that ‘thing’ (sexual intercourse) for 5 years... I experienced a hand-wringing
process, including being a mother. The things that everyone gets easily, I
mean the things that one should has in a normal life... in such a difficult way
... Yet it's not clear if I'm going to get it, even so, thank God I have a
chance, but why is it so hard? (Selma)

Béyle herkes rahat bir sekilde hamile kaliyor ya, hani boyle hatta siirpriz oldu filan seyi
oluyor... hatta, bana iste sorular soran, hamilelikle ilgili bilgi alan insanlar bir bakiyorum
ondan sonra hamile! Iste ¢ocuklarint dogurdu iistiine... Bu asla kiskanma degil, ama bir
taraftan da neden diyorum hani neden bu kadar zorlaniyorum? Evet hayatta ben de ¢ok
zorlandim bir seyleri hep béyle miicadele, her seyi ama... Hani meslegimden tutun da,
eviiligimden tutun da, hani kadin olmak da dahil olmak iizere buna, hani 5 yil “sey” olsun
diye ugrastim... Zor hani sey siiregler yasadim, anne olmak da dahil. Herkesin béyle rahat
rahat, hayatta hani normal hayatinda olmasi gereken seyleri bu kadar zor bir sekilde... Elde
edecegim de belli degil heniiz, hani o yoldayim ¢ok siikiir ama niye bu kadar zorladi?
(Selma)

Even for the loved ones, witnessing someone’s fast and easy conception, made them
feel downtrodden and intensified their feelings of sadness and helplessness, as

understood from the words of Meral:

... and I want to mention, for example, my cousin is 41 years old, a woman,
she got married at the age of 40. And there it is, she got pregnant three
months later. She is my closest one, because, me and my cousins, we were
raised as if we were sisters. For instance, I started to cry when I heard it first
... This is not because of jealousy or ... you know, you become very happy
for her but, at one point, you become so resentful to your own helplessness
(Meral).

.. ve seyi soylemek istiyorum mesela kuzenim var 41 yasinda, 40 yasinda evlendi, bayan.

Iste 3 ay sonra da hamile kaldi. Benim en yakimm, ¢iinkii biz kardes gibi biiyiidiik
kuzenlerimle. Mesela ben duydugumda aglamistim mesela... Bu aglamak kiskangliktan
veya... ya onun igin ¢ok seviniyorsunuz ama bir yerde hani kendi acizliginize o kadar
icerliyorsunuz ki (Meral).

Apart from this, in addition to being infertile, conceiving via ART was also
perceived as unfair for them. The participants presented that during fertility

treatment process they made a great deal of investment in terms of time, energy
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(both emotional and physical), and also money. In order to have children, they spent
excessively and for them the treatment process seemed like a gambling game. They
thought that the more money they spend; the more chance of getting pregnant they
will have. However, having children was “costless” and “free” for others who do
not know the children’s value. In other words, they believed that despite their so
many efforts and sacrifices, the ones who behave abusively and do not deserve to
have children, can easily have their own kids. When they were talking, the

participants seemed very frustrated because of this “injustice”.

Selma: I’'m not sure if it’s the right thing to compare but it’s just like
gambling, I mean (laughs) you save money and you always bet that money
to... I mean you consider the money as baby after a certain time. I said
injustice, you know, this is also weird to me. That is, people are having
children at no cost, also in financial terms... I say, ‘be it so, let everything
go right in a healthy way, and I also say: ‘we are young, we would work’,
and I encourage myself saying: ‘we can gain that money again’. But of
course, there is also a financial aspect of this situation, you have to sacrifice
some of the things. You have to sacrifice so many things.

Selma: Benzetmek dogru mudur bilmiyorum da kumar gibi béyle hani (Giiliiyor) boyle para
biriktireyim, yani su parayi hep oraya... Yani parayi da bebek olarak gériiyorsunuz belli bir
siireden sonra. Hani haksizlik demistim ya, hani bana o kisim da tuhaf geliyor. Yani
insanlar bedavadan ¢ocuk sahibi oluyor, hani maddi a¢idan bakinca da. ... Hani olsun, her
sey saglikli olsun, hani genciz ¢alisiriz diyorum, yine kazaniriz diye kendi kendimi o sekilde
telkin ediyorum ama tabii olayin maddi kismi da, bazi seylerden fedakarlik etmek zorunda
kaliyorsunuz. Bir¢ok seyden fedakarlik etmek zorunda kaliyorsun.

Ipek: As she said, others somewhere else have children at no cost and you
see them despising their children... They chuck them away, hither and
thither... But, on the other side, you are trying to, but cannot have one.

Ipek: Bir yerde insanlar, dedigi gibi, insanlar bedavadan buluyor ve ¢ocuklart ne kadar hor
goriiyorlar onlar: goriiyorsun... Iste atiyorlar sokaga, oraya buraya... Bir yandan da sen o
kadar ¢abaliyorsun, olmuyor.

Selma: Instead, for example, I’d buy a baby’s crib.

Selma: Onun yerine ¢ocuk besigi alirim ben mesela.

In terms of treatment process, besides spending too much money, they also perceive

it unfair that whole treatment process proceeded in their own body. The women
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were subjected to all injections and intervention techniques which could also harm
their health and cause diseases like cancer. Moreover, after those trials if pregnancy
did not occur, they also felt responsible as if they could not hold the baby in their
uterus. I saw that they felt as being the only responsible person within the treatment

process and felt aggrieved due to this situation.

Because, at one point, only you know those details, you undergo all those
processes... After all, all the drugs and injections are causing a cancer effect
in the future. At one stage I had that on the brain, namely I was thinking that
I would definitely get cancer in the future, I was sure that all those
procedures would one day blow up in my face. | was questioning: ‘Why am
I the only one to undergo those procedures, why only the woman?’ (Ipek)

Clinkii hani belli bir noktada sadece sen biliyorsun o detaylari, sen yapiyorsun biitiin
islemleri... Sonucta biitiin ilaglar, igneler kanser etkisi yapiyor ilerde. Bir ara da ona
takmistim mesela ilerde kesin kanser olacagim, iste bunlar mutlaka bir yerden ¢ikacak
hasta olacagim. Niye hep ben gériiyorum, niye hep kadin gériiyor, dyle seylerim vardi

(Ipek).

Really, why am I the only one to be give those injections, I mean, over and
over? It is already a difficult process. We all are given a billion injections. I
said: It’s a bit much! Why does this always happen to me? (Yasemin)

Hakikaten, yani niye siirekli hep bana yapiliyor, hani bu kadar iist iiste zaten zor bir siireg.
Bir milyar igne yiyoruz hepimiz. Yani dedim ki bu kadar olmaz artik yani. Siirekli mi bu
benim basima gelir? (Yasemin)

All the treatment is done on me. This time I feel like I am trying to heal
myself, so maybe the problem is me (Ceyda).

Her sey benim iizerimde yapiliyor, bu defa sanki ben kendimi iyilestirmeye ¢alistyorum,
demek sorun bende (Ceyda).

Infertility and treatment processes were also perceived as uncontrollable for the
women and this could have also intensified their feelings of being treated unfairly.
The participants experienced that although the whole treatment procedures
proceeded in their own body, they did not have control over the process. From the
comments of the participants, [ realized that regardless of the women’s

psychological readiness, the treatment began based on their physiological state. This
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could have created the feeling of helplessness, unfairness and being downtrodden

because rather than their personality, their uterus took the attention.

I couldn’t understand what was going on. When I first came here, I learnt
that I came here in the very nick of time. Since I don’t know anything about
this thing, I learnt that I was here in the very nick of time, I mean on the day
that the treatment should be started (in terms of ovulation), that’s to say, it
was at the very right time to come here. However, | was not aware of it, |
just came here and they said: ‘We are going to start the treatment now’.
Right at that moment, I never had a chance to think about it, I mean I
actually came here for a preliminary interview but at that day, the treatment
process was started ... I don’t know however, I don’t know if I had no time
to think of it or comprehend it, I don’t know what happened, but it seemed
to me like it was one thing after another. I mean it was at a moment's notice,
like a flash (Yasemin).

Ne oldugunu anlamadim, ben buraya ilk geldigim giin tam zamanminda gelmisim, hic
bilmedigim ic¢in bu konuyla alakali bir sey, tam giiniinde gelmisgim, tedaviye baslanacak
zamanda gelmigim, (yumurtlama bakimindan) yani her tiirlii tam zamaminda gelmisim.
Bilmiyorum tabii ben bunu, geldim o giin ‘tedaviye basliyoruz’ denildi. Hemen yani hig
diisiinme firsatim bir seyim olmad: yani ben aslinda buraya on goriisme diye gelmistim ama
direkt o giin tedaviye basland:. ... Ama iste yani ne bileyim ya diisiinmek i¢in idrak etmek
icin mi firsatim olmadi, ne oldu bilmiyorum ama her sey iist iiste geldi gibi bir sey oldu
bende. Hani apar topar, ¢ar ¢cabuk oldu her sey (Yasemin).

You are acting in the right time, coming here, everything is planned and
ready this time, but gosh! One of your hormones is found to be high, it is all
left for another time. Then you have to postpone it one more time, you have
to take time off from work, you have to calculate menstrual cycle... (ipek)

Simdi tam denk getiriyorsun geliyorsun buraya her sey planli, hazir bu sefer, hoop bir
hormonun yiiksek ¢ikiyor, baska zamana. Iste sonra bir daha ertelemek zorundasin, izin

almak zorundasin, adetini hesaplamak zorundasin... (Ipek)

This is something like failing, [ mean you are doing everything you can, but
this is not happening (Meral).

Sanki yani sen elinden gelen her seyi yapiyorsun ama olmuyor bir tiirlii (Meral).

I mean, as you say, it is now the ovulation period, you cannot go (they
laugh). Your sexual intercourse is really going on with a certain plan, I
mean this is in fact something bad (Ceyda).
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Yani sizin de dediginiz gibi: ‘artik yumurtlama dénemi, gidemezsin.’ (Giiliiyorlar).
Gercgekten, cinsel iliskileriniz belli bir periyodda devam ediyor, yani hani bu kotii bir sey
aslinda (Ceyda).

Infertility and feeling loss of control also made women feel like being tested or
punished by God. When they could not find any explanation for the unfairness of
being infertile, they thought that this could be the punishment by the God and felt

guilty about their previous doings.

When I got the negative (pregnancy test) result, I said I was being punished,
Allah was punishing me (Meral).

Ben negatif sonucu alinca dedim ki yani ben ya cezalandiriliyorum, Allah beni
cezalandiriyor (Meral).

My mother was unaware that she was pregnant with my fourth sibling. I
wasn't happy at all, I never wanted that! I even went back to those days; I
always had guilt feelings, just like: Is this happening to me since I didn’t
want my sibling? (Ipek)

Dordiincii kardesim oldugunda annem habersizdi. Hi¢ sevinmemigtim, hi¢ istememistim!
Oraya kadar gitti bende, hep sucluluk psikolojisi vardi, onu istemedigim i¢cin mi boyle oldu,

gibi... (Ipek)
Therefore, during the discussions it was thought that experiencing difficulties in
many aspects of life, witnessing others’ easy conception, spending too much money
for having children, and feeling loss of control due to treatment procedures made
infertile women feeling unfairly treated. For this reason, all these negative emotions
regarding infertility and treatment processes were contained within the theme of

feelings of aggrievedness.
4.4.1.2.2. Feeling Alone and Misunderstood

Related to their feeling of aggrievedness, during infertility treatment women did not
feel that they are being understood by their husband and their social circle (e.g.,
families, relatives, friends) and this could have exacerbated their feeling worthless

like an “empty can.” They thought that nobody could understand how hard the
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treatment was and how they felt during that process. It seemed that this situation
also intensified their negative emotions within this process. When the husbands’
role and their relations were asked, most of the participants stated that they did not
feel being understood by their husband and they felt left alone. The women believed
that although they were the ones who were subjected to whole treatment
procedures, their husbands were disinterested, avoidant and neglectful towards
themselves. The women were angry about their husband’s lack of empathy and
being treated as if she were making the child by herself. For the participants, when
they considered the operations to which they were exposed, the process was easier
for the men. Nevertheless, the women observed that the men still complained about
the procedures and the necessary postponements of what they had to do during the

trials. All these attitudes of men made women feel alone and misunderstood.

And also, there were times when I was very angry with my husband. I mean,
you get up for injection, you proportion it correctly and then fill the injection
syringe, but your man is nowhere to be found! (they laugh) Why? Because
he does not like seeing injection... I'm going to inject it myself and he does
not like to see it, because he feels a pang of sorrow in his heart. But I say:
No, you will be there right beside me! I mean why am I doing this by
myself? T just want him to see it too. For example, the one that must be
given at 12:00 a.m... you set the alarm, you wake up and blah blah. I want
him to wake up too, because I do not want to be alone. So, in this case, I
become the one who is trying to have that baby (Ceyda).

Ya bir de benim esime ¢ok dfke duydugum zamanlar oldu. Yani igne vurulurken
kalkiyorsun, iste dozaji iste ilaci ¢ekiyorsun hani, yani adam ortada yok! (Giiliiyorlar)
Niye? Yani ¢iinkii igne gormekten hoslanmiyor... Kendime igne yapacagim ve o bunu
gormekten hoslanmiyor, i¢i ciz ediyor. Ama diyorum ki: Hayiwr, yani sen benim yanimda
olacaksin. Yani tek basima ne yapiyorum, onun da gormesini istiyorum. Mesela gece 12’de
vurmamiz gereken... mesela saat tutuyorsun uyaniyorsun iste ne bileyim falan filan. Onun
da uyanmasini istiyorum, ¢tinkii ben tek basima kalmak istemiyorum. E simdi ne olmusg
oluyor, ¢ocugu tek basima yapmis oluyorum (Ceyda).

I too thought that I was the only one to suffer the pain. I look at him, I look
this way, and he does not feel anything! (Yasemin)

Biitiin eziyeti ben c¢ekiyorum, diye diisiinmedim degil yani. Bakiyorum ona, béyle
bakiyorum, o hi¢bir sey hissetmiyor! (Yasemin)
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On the day of procedure, he came to give sperm. For example, he becomes
so uptight about it, and I go crazy when he arrives. I mean I say: Yeah, you
are alone at that room, so imagine the position I am in for an examination! I
mean, this is the 3rd doctor treating me, do you think I really enjoy this?
They really need to perceive this, but they cannot... (gets angry, flushing) 1
mean, you are alone at that room, there is nobody, you don't undergo an
examination, nobody is seeing any part of you. You will just give it and go
your way, this is the only thing you are asked to do! (Meral)

Islem giinii sperm vermeye gelmisti. Mesela sey o giin o kadar gergin oluyor ki, yani ben
cildirtyorum o geldiginde. Yani diyorum ki: Evet yalnizsin odada, yani benim bir de
muayene oldugum pozisyonu diisiin! Yani bu benim 3. Doktorum, yani benim ¢ok mu
hosuma gidiyor yani mesela? Bunu hakikaten algilamalart  gerekiyor, bunu
algilayamiyorlar. (Ofkeleniyor, yiizii kizartyor) Yani yalnizsin o odada, ya yani hi¢ kimse
yok yani, muayene olmuyorsun yani hi¢ kimse higchbir yerini gormiiyor hani vereceksin ve
¢tkacaksin iizerine diisen tek vazife bu! (Meral)

In fact, some of the participants stated that their husbands tried to behave supportive
and acknowledge them to be right. However, it was realized that the women still felt
left alone and misunderstood. I thought that this situation might be relevant to the
women’s projections of treatment related tension and aggression towards their
husband. In other words, due to being the subject and the “sole” person who are in
charge of the treatment process, the women might have reflected their anger
towards their husband and they did not feel understood, even when the men were

caring.

My husband was always there for me, in the treatment process, but I always
thought that he did not understand me. Even I always used to tell him: I have
a dream, I will make you sit on that birth stool... (they laugh) you feel alone,
because you are in that room all by yourself. During the whole process,
nothing happens without you. All in all, he only gives sperm and his duty is
thus over (Ipek).

Esim hep yamimdaydi ama hani hep tedavi siirecinde, yine de beni anlamadigini
diigiiniirdiim. Hatta hep diyorum ona: bir hayalim var seni o dogum koltuguna
oturtturacagim... (Giiltiyorlar) kendini yalniz hissediyorsun, ¢iinkii o odaya giriyorsun tek
basinasin. Biitiin siirecte sen olmadan hi¢chir sey olmuyor. Sonuc¢ta o sadece bir sperm
veriyor ve isi bitiyor (Ipek).

Of course, they acknowledge you to be right when talking. I mean, my
husband, at every process, really... Well, I am complaining in a heat now,
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but he was always beside me when going and returning from there during
the whole process. I mean he was there for me during my examination, he
comes with me for baby control, he is taking me here and so on. Okay, we
don’t have any problem regarding this. Also, while talking, yes, he is aware
how much I suffer from pain and how much I get upset. I mean, he says: I
did not marry you for the baby, I married you for loving you, I do not want
baby. I mean, this is OK, but at that moment, I mean the moment you give
yourself injection, you feel anger and somehow, you want him to understand
it more (Ceyda).

Tabii konusurken hak veriyorlar. Yani benim esim her siiregte gercekten... Simdi béyle
ofkeyle falan sey yapiyorum ama her siiregte benimle beraber geldi, gitti. Kendi
muayenemde yamimda oldu iste bebek kontroliinde yanimda iste, buraya getiriyor vesaire.
Eyvallah o konuda zaten bir sikintimiz yok. Konusurken de, evet benim camimin ¢ok
acidigimin farkinda, benim ¢ok iiziildiigiimiin farkinda. Yani ben bebek icin seninle
evlenmedim, ben seni sevdigim i¢in seninle evlendim, ben istemiyorum bebek, diyor. Yani
bunlar evet ama yani o anda, yani o igneyi vururken o éfkeyi duyuyorsunuz yani bir sekilde
ne bileyim daha fazla anlasin istiyorsunuz (Ceyda).

It is important to note that in both focus groups the women who were more
conservative and had traditional family values were less angry towards the men.
They were more acquiescent and they did not question the behaviors of their
husband. They believed that it was a duty of women and men could not make
anything in the treatment process. In my opinion, due to their male dominant point
of views, they might have hidden their anger and feelings of being misunderstood
by their husband. For instance, although their childlessness was related to male

infertility, Zehra did not get angry towards her husband. She stated:

But what can I do to him? I mean, he cannot come to give me injection... |
already can give myself those injections (Zehra).

Ama iste hani ona ne yapabilirim ki, yani benim ignelerimi vurmaya da gelemez ki...
Igneleri yani kendim vurdum zaten (Zehra).

As with their husband, the women also did not feel understood by their families and
friends. The participants said that their families behaved and thought as if they
understood them, and empathized with them. They tried to console the women,
however those consolations were unhelpful and increased women’s despair.

Moreover, sometimes those individuals behaved either intrusively and tried to
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interfere in the treatment process, or uninterested, ignorant, and as if nothing had
happened. All these attitudes irritated women and made them feel lonely, desperate

and miserable.

My parents are like this all the time: Make Ahmet (her husband) eat that and
so this happens, and you should eat that, always something new... ‘It’s no
go, you don’t make an effort to make it happen, you have to do that to make
effort.” Well, my sister-in-law also had the eager to make us eat something
such as pastes. I used to insist on not eating them. Indeed, she doesn’t do
anything bad, it’s us who misunderstand everything, we misunderstand
literally everything. We want them to lay their hands off, but at the same
time, on us... (Ceyda)

Annemler, siirekli béyle iste Ahmet’e (esi) sunu yedir béyle olsun, sen bunu ye, ya siirekli
bir sey sen bunu ye... ‘Olmuyor, olmasi ig¢in ¢aba gostermiyorsun, ¢aba gostermen igin
sunlart yapman gerekiyor.” Ha, benim goriimcemde de mesela bir seyler yedirme hevesi,
macunlar yedirme hevesi vardi. Ben israrla yemiyordum onlari. Yani kadin ashinda kétii bir
sey yapmiyor, sadece biz her seyi yanlis anliyoruz, ama her seyi yanlis anlyyoruz. O siiregte
bize dokunmasinlar ama ayni zamanda dokunsunlar... (Ceyda)

My family has already stood by me until now, and they also stand by me in
this case, but you cannot speak to them. For example, you say what you
think, you say: I feel thus and so... and they react ‘Come off it! Don’t think
so’... I believe they do not understand me. Indeed, those are what I really
think, what I really feel (Yasemin).

Ailem yamimdaydy zaten simdiye kadar bunda da yamimdalar ama konusamiyorsunuz,
mesela i¢inden gegeni soyliiyorsun ‘ben boyle béyle hissediyorum’, ‘yaa sagmalama, béyle
diigiinme’ yani direkt aldigimiz tepki bu. ... Anlamadiklarimi diigiiniiyorum. Ashinda
hakikaten diistindiigiim seyler onlar, hissettigim seyler (Yasemin).

My mother-in-law used to act as if nothing had happened, as if she wasn't
caring about it (Zehra).

Kayinvalidem hi¢ sanki bir sey yokmus gibi, umurunda degilmis gibi davraniyordu (Zehra).

She used to tell us stories about “this and that”, over and over, but always
changing the channel. I mean, you don’t even care about what they say,
neither those words of comfort nor those exemplary stories and all. Also, the
way that people try to comfort you, you feel like a wretch. I mean, to speak
honestly, I’'m 33 years old and I’ve never felt so helpless and so incapable...
I was feeling desperate and miserable, and I found myself wondering if
people were regarding me as a wretched one (Meral).

199



“O oyle olmus, onun komsusu boyle olmus da bilmem neymis de...” ya anlatiyor anlatiyor
ama oradan giriyor buradan ¢ikiyor. Yani hi¢ umurunuzda bile degil, ne o teselliler, ne o
ornek verilen hikayeler sunlar bunlar. Bir de insanlarin sizi béyle teselli etmesi, ya kendini
zavallr gibi hissediyorsun. Yani Allah var hani 33 yasindayim hani hi¢bir zaman kendimi bu
kadar ¢aresiz bu kadar aciz bu kadar hi¢ oyle hissetmedim... Kendimi ¢ok ¢aresiz, hani
zavalli, insanlar bana zavalli, géziiyle mi bakiyor acaba diyorum (Meral).

Some women also experienced situations in which their relatives kept their
pregnancy hidden with the aim of not upsetting them. However, the women stated
that despite their good intentions, getting the news later became more disappointing.
The participants stated that these types of attitudes and behaviors made them angry

and feel that they seem “unable”.

For example, I heard that my co-sister-in-law’s sister was pregnant, I used to
spend three to four days of a week with her. She was 5-month pregnant at
that time, and they didn’t tell me that. Everybody knew that. You should
have seen the way she told me that, without wishing to sendup, ‘I heard that
whatshername is pregnant blah blah...” (imitating, looking nervous) and 1
said: Great, congratulations. Where’s the harm? Will I go and throw myself
from the sixteenth floor? Good luck with it. May Allah destine for her, and
for everybody, to give birth to healthy babies. Believe it or not, it’s not
jealousy. I wish the best for everyone, surely. In this process, I myself only
say, ‘oh God, then I look pitiful, I look incapable, although I never reflect
this way.’... I mean this is the most horrid and arrogant way that one can act.
There are many such people, and this makes you feel more like a wretch...
(Meral)

Mesela eltimin kiz kardesi hamileymis, ki biz haftamin itig-dort giinii beraberiz. Cocuk 5
aylik olmus, séylemiyorlar. Herkesin haberi vardi. Simdi bana éyle bir séyleyisi var, taklit
vapiyor gibi olmasin da ‘Ya iste bilmem kim hamileymis de falan.’ (taklit yaparak, sinirli
goriintiyor) E dedim, hayirlt olsun. Yani ne ne zarar? Gidip 16. Kattan kendimi atacak
miyim? Allah haywrly ugurlu etsin. Saghkla insanlara kucagina almak nasip etsin, hani
herkes i¢in. Inamin hani kiskanglik falan degil herkes igin en iyisini dilerim, yani hakikaten
oyle. Bu siirecte sadece kendimi ‘Allah diyorum ya, o zaman ben zavalli géziikiiyorum, aciz
goziikiiyorum, ki hi¢ yansitmamama ragmen.’ ... yani bence yapilabilecek en c¢irkin en
kiistah¢ca davramis diyecegim bunun igin. Cok insani var ya boyle daha bir sey yapiyor
insani boyle zavalli hissettiriyor... (Meral)

You know that facial expression, I mean, the expression ‘she will get upset’.
We do not perceive it like that. They are hiding it from us, because we
would be jealous of it. (The others confirm this saying ‘yes’) It is perceived
this way, because we cannot have a baby. She has managed to do this, but I
cannot (Ceyda).
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Hani o duyunca ‘iiziilecek’ ifadesi var ya. Biz onu éyle algilamiyoruz. Bizden saklaniyor,
¢linkii biz kiskanacagiz. (Digerleri ‘evet’ diye onayliyor) Bu sekilde algilaniyor, ¢iinkii
benim olmuyor. Onun oldu ama benim olmuyor (Ceyda).

My co-sister-in-law is pregnant. She came and told me ‘I have done such a
(pregnancy) test, and so on’, and I said: Well, great. I mean they thought that
I would do, I mean, I would be jealous of it, I would do something... After
that, we go elsewhere to see somebody, and we cannot talk about it, they
don’t talk about it at all. After that, I say ‘thus and so’, and they brush off
saying ‘yes, it is’. I mean they think that I will get upset and be jealous of it.
Why am I supposed to get upset? (Zehra)

Eltim hamile, geldi bana séyledi iste ‘béyle béyle test yaptim falan’ diye, ben de ‘iyi ne
giizel’ dedim. Yani benim sey yapacagimi diisiindiiler, kiskanacagimi, sey yapacagima...
Ondan sonra baskalarimin  yanmina gidiyoruz hi¢ yani o konuda konusamiyoruz,
bahsetmiyorlar. Ondan sonra iste ben diyorum hani ‘béyle boyle’, ‘he oyleymis’ deyip
kestirip atiyorlar. Yani beni saniyorlar ki, iiziilecek, kiskanacak. Niye iiziileyim ki? (Zehra)

The participants also felt irritated because of excessive questions of their families
and friends. This also made them feel alone and misunderstood. Although people
seemed well-intentioned, again, they could not touch on women’s feelings. Due to

those questions, women felt interrogated, exhausted and not being taken care of.

Indeed, those around me were thoughtful, but I was bothered even by the
questions asked in good faith (Ipek).

Yani cevremdeki insanlar anlayisliydi hani ama iyi niyetle sorulan sorulardan bile rahatsiz
oluyordum (Ipek).

People are well-intentioned as they say, they ask all those to show their
interest while talking, but they ask so weird questions. Even such questions
as ‘How many times did your embryo split?’. Among them, there are also
those who had test-tube babies, and this exhausted me (Serap).

Dedikleri gibi insanlar iyi niyetli hani bunlari konusurken ilgilenmek icin soruyorlar ama o
kadar acayip sorular geliyor. Embriyon kac¢a béliinmiis diye bile hani, tiip bebek
yaptiranlar da var iglerinde bu beni ¢ok yordu (Serap).

The women mentioned that since they felt alone and did not feel understood, they
also felt pressured because of the attitudes of those individuals. For instance, in
their social environment women could feel uneasy if they met someone’s baby. On

the one hand, if they behaved sympathetically, they thought that others would feel
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sorry for them, and on the other hand if they behaved carelessly they thought that
others would condemn them. In both cases, they felt that people would accuse them.
With respect to these thoughts, it was observed that these feelings of loneliness and
being misunderstood could also be related to women’s mind readings and negative

attributions for others’ attitudes.

Ceyda: You get afraid; can you imagine this? You get afraid of two things:
When you stroke (the baby), stroke (him/her) much, they will say ‘what a
pity, you know she cannot have a baby.” and when you don't stroke
(him/her), they will say ‘do you see this? she doesn't stroke the baby because
she doesn't have one’. As you see, you are accused in both situations.

Ceyda: Ya korkuyorsunuz diisiinebiliyor musunuz? Iki tirlii korkuyorsunuz: Sevdiginiz
zaman, ¢ok sevdiginiz zaman size diyecekler ki ‘yazik bebegi olmuyor ya.’ Bir de hani
kucaginiza almadiginiz zaman, ‘gériiyor musun kendi bebegi yok ya.” Simdi iki tarafli da siz
su¢lantyorsunuz bir sekilde.

Zehra: For example, my co-sister-in-law had, I mean, gave birth to a son,
and I considered him as my own son. And we live close to each other, that is
to say, one upstairs and the other downstairs, I mean we are consistently in
contact. I mean, I regarded him as my own child, and I still regard him so, I
so love him. I mean I still regard him as a part of me. But the way people
perceive this, the same as you say, I mean ‘she doesn't have a baby of her
own, this is why she loves him so much, poor thing’, yeah this is what it is.

Zehra: Mesela benim eltimin oglu oldu, dogurdu yani kendi ¢ocugum gibi gordiim onu.
Yani bir de biz beraber oturuyoruz, yani alth iistlii oturuyoruz, yani siirekli goriisiiyoruz.
Yani kendi ¢cocugum gibi gordiim, yani hala onu oyle gériiyorum 6yle severim mesela. Yani
hala kendi par¢am olarak goriiyorum onu. Hani insanlarin oyle gormesi bu defa da, senin
dedigin gibi aym, ‘hani bak bebesi yok da, nasil seviyor da, yani yaziktir’ evet 6yle oluyor
iste.

Thus, the participants’ reports about the attitudes of their social environment
revealed that during infertility and treatment process women felt alone and
misunderstood by their spouse, family and friends. Although sometimes these
people tried to behave supportively, they created social pressure on infertile women.
For this reason, to estrange themselves from social life and to feel better, women

required some ways of coping.
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4.4.1.3. Coping in Maladaptive Ways

In order to get rid of these negative emotions and to feel worthy, participants used
some coping strategies and in my opinion most of these practices were
dysfunctional and temporary solutions. I drew this conclusion since through these
strategies women’s negative emotions could not be ameliorated and their feelings of

being like an “empty can” remained similar.
4.4.1.3.1. Social Withdrawal

Since women perceived social pressure and did not feel understood, as a way of
coping they isolated themselves from their social environment. During infertility
and treatment processes, some of them quit their jobs and locked themselves into
their house. The others moved away from their neighborhood in order not to see
anyone and talk about their trials. In these ways, they tried to avoid from negative

thoughts and feelings.

Well you know we all have very big troubles at that period, you experience
this. You are at home, and also staying at home all alone while you were
someone working constantly was somehow (weird). You need to sleep but
you cannot even get your mother in. Indeed, my mother lives close to me...
it's been a such a rough time (Gamze)

Ya o swra zaten ¢ok biiyiik sikintilar hepimiz yasiyoruz, yastyorsun. Evdesin, bir de siirekli
calisan biriyken evde tek kalmak biraz sey geldi. Yatman gerekiyor ve yanina anneni bile
cagiramiyorsun. Annem yakinimda halbuki... 6yle zor zamanlar gegti (Gamze).

For example, I personally stopped making eid visits, I mean I didn’t visit
those whom I don’t want to see and those who annoy me. I so isolated
myself that the number of my friends went down. I never met people whom
I didn’t want to, so this made me somehow unsocial but this was better for
me. [ especially didn’t go to those places where there were children, I
preferred not to visit new moms and participate in the invitations where you
are supposed to go with your spouse, friends and children (ipek).

Mesela ben bayram ziyaretlerini kestim, yani istemedigim kisilere gitmedim, beni rahatsiz

edecek insanlara gitmedim. Oyle kendimi soyutladim, arkadas sayim azalds. fstei??edigim
kisilerle hi¢ goriismedim yani biraz asosyal yapti ama kendim icin o daha iyiydi. Ozellikle
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cocuklu yerlere hi¢ gitmedim, ¢ocuk gormelere, iste esli, arkadash, ¢ocuklu yerlere ¢ok
gitmemeyi tercih ettim (Ipek).

Yeah, I downsized my social circle, I wrote off many people, I generally do
not come up with an explanation to others (Yasemin).

Cevreyi evet daraltim, bir¢ok insami hayatimdan c¢ikardim, insanlara agiklama
yapmiyorum genelde (Yasemin).

I stayed here for three months during my pregnancy, because when I go
back to Diizce, many visit us, and they are asking such sick questions. I
mean ‘how was it?’, ‘what will happen now?’, ‘what’s going on?’ I mean
they are very curious but when I’m here, at least I don’t hear all those
questions even if they ask them there (Fatma).

Ben ii¢ ay burada kaldim hamileligim boyunca ciinkii hani Diizce’ye gittigimde hani
yammiza gelen giden ¢ok oluyor iste insanlar hani béyle ¢ok dengesiz sorular soruyor. Iste,
‘nasildi’, ‘ne olacak’, ‘ne gitti’ ¢ok yani merakli oluyorlar ama burada olunca en azindan
orada sorsalar da ben burada duymuyorum (Fatma).

I locked myself in the house more when I felt worse... Especially after those
failed trials, everybody is calling me, our relatives and the kith and kin, they
all hear about it, I mean that I was trying out to have a test-tube baby, they
all wonder if it was successful or failed. For example, they all know that I
will be examined that day, they all call, and I don't answer the phone at all. It
was ringing and ringing, and at the very least, ten people were calling. ‘What
happened?’, ‘What is the result?” But I was not answering the phone. I
mean, I was reluctant to answer and talk to them. I mean, I didn’t want to
talk about this. Then I was calling back only my mother. I’ve had those
things too, I locked myself in the house more, I preferred not to go out. You
feel like somebody will see you out and then feel pity for you. It was also
happening to me, I mean it seemed to me that they will feel bad for me, they
will do that thing. I prefer to undergo that process at home. I was always at
home until I forget about it and gather myself up, I preferred to be at home
(Zehra).

Daha ¢ok oyle eve kapattim kendimi koti oldugum zamanlarda... Yani hele ki o
denemelerde basarisiz olduktan sonra herkes beni ariyor, akraba es dost duyuyor hani tiip
bebek yaptirdigimi, hani oldu mu olmadi mi? Mesela o giin de tahlil verecegimi biliyorlar,
arworlar telefona bakmiyordum ben mesela. Caliyordu, g¢aliyordu telefon yani hani
aramasa on kigi ariyordu. ‘Ne yaptin?’, ‘Sonug ne ¢ikti?’ Ama ben telefonu agmiyordum.
Yani a¢ip da onlarla konusmak istemiyordum. Yani bu seyi konusmak istemiyordum. Ondan
sonra sadece anneme doniiyordum. Ben de yasadim o seyleri daha ¢ok eve kapandim, evden
ctkmamay tercih ediyordum. Herkes boyle gériip de aciyacakmis gibi oluyor. Hani o sey
oluyor insanda boyle acryacakmis gibi, sey yapacakmis gibi geliyordu bana. O siireci evde
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gecirmeyi tercih ediyordum. Béyle siirekli ben unutana kadar toparlayana kadar siirekli
evdeydim evde olmayi tercih ediyordum yani (Zehra).

From the participants’ sayings it was thought that although social withdrawal may
help women in avoiding from the negative feelings in the short run, this tendency
prevented them from receiving support from their social environment and increased

their loneliness.
4.4.1.3.2. Faith or Confusion

As another coping mechanism, it was observed that due to the unfairness of being
infertile, some of the women felt like being tested and punished by God. They
thought that they did not have control over this situation. For this reason, some of
the participants surrendered more; they complied and resigned their fate. They
began to pray and worship, and leave the rest to God. These women also

experienced that this routine reduced their anxiety and calmed them down.

Thank God, I do not have that much worry for it and, for lack of a better
word, since I go to mosque or read the Noble Qur’an so much, I get strength
from them (Fatma).

Allah’a ¢ok siikiir yani hani o kadar kaygim yok ve hani béyle nasil diyeyim cami falan,
Kur’an falan ¢ok okudugum igin, ben yani ondan ¢ok rahatlik aldigim igin... (Fatma)

As the treatment starts, you start to pray more and more. Let me wake up
and pray at this hour, and then wake up at that hour... and pray... this just
happens, I don't know, I have never lost my faith, nor have I lost my hope
(Zehra).

Hani tedaviye baslayinca boyle daha bir insan sey oluyor dua ediyor. Su saatte kalkayim
dua edeyim, bu saatte kalkayim... dua edeyim... dyle sey de oluyor ama bilmiyorum yani hi¢
inancimi da kaybetmedim, umudumu da kaybetmedim (Zehra).

I guess I always leave it all to Allah in some matters. My Lord will give it if
it is good for me. Let me put it this way, I do not worry too much about what
goes beyond my power. I mean, I usually feel sorry for the things for which
I am capable enough and I can prevent. I mean, if something can be done
and I cannot fix it, this gets me down the most, and those are the things that I
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think hard the most. And I leave all other things to Allah. So, this is why I
can embrace many things (Gamze).

Yani ben sanwrim bazi konularda hep Allah’a birakiyorum her seyi, Rabbim haywrlisiysa
verecek. Yani soyle sdyleyeyim, giiciimiin yetmedigi seye ¢ok fazla endigelenmiyorum. Yani
giiciimiin yetip de engelleyebilecegim seylere genelde iiziiliiyorum. Yani yapilabilecek bir
seyse ve ben bunu diizeltemiyorsam en c¢ok onlara iiziiliiyorum en ¢ok onlara kafa
yoruyorum yani bilmiyorum. Diger tirlii Allah’a birakiyorum. Yani ki bir¢ok seyi
kabullenmemde de bu sebep olmustur (Gamze).

However, some other participants realized that despite their religious rituals they
could not get pregnant. In other words, they could not find “their expectations from
God”. This situation confused them, for this reason, they gave up praying and

became mistrustful against the religious beliefs.

Yeah, at some time I didn’t use to perform prayer, that ain't no lie, and my
mother said ‘you would get relaxed, turn towards it (religion)’. OK, I'm
performing, I’m praying in every way, and trying to keep my mind on it but
at some point, when I see that my problems are not over, I get confused
(Yasemin).

Bir ara evet namaz kilmiyordum yalan yok yani ama annem dedi: ‘rahatlarsin bir dene,
yonel.” Tamam, hani yapiyorum dua ediyorum yani her sekilde, kafami oraya vermeye
calistyorum ama bir yerde sikintilarin bitmedigini goriince kafam karisiyor (Yasemin).

At the very first time, I prayed too much. I was getting up to perform the
dawn prayer, I was reading the ‘Yasin’ book and keep on praying and
praying. But, for example, when I got the negative result (at the pregnancy
test), I turned into a mess. For instance, my colleagues at work say, ‘you are
being tested (by Allah)’. But, I do not think so anymore, because personally
speaking, thinking this way tarnishes you, I mean, your spirituality (Meral).

Ilk sefer oldugunda iste mesela ¢ok dua etmistim. Her sabah iste sabah namazina
kalkiyordum, agryordum Yasin kitabini iste ediyordum, edivordum. Iste mesela orada
negatif sonucu aldigimda benim kafa allak bullak oldu. Yani mesela bu konuda simdi bizim
is yerimizden arkadaglar filan iste ‘bu senin imtihamin’ diyorlar. Ya artik onu dyle
diigiinmiiyorum ¢iinkii bunu éyle diisiinmek insani, yani maneviyatini bence zedeliyor
(Meral).

Moreover, when they experienced that they could not get any answer to their
prayers, as Ceyda stated, they felt guilty about “bribing God”. Ceyda thought that

since she had never prayed before the infertility and only prayed for wanting a
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baby, the “God” might get angry with them. She told that this situation created
confusion and in order to get free from this complication, like Meral and Yasemin
did, she tried to relax herself considering that infertility was independent from the

religious affiliation.

As if you were bribing Allah. In your daily life, you don’t pray that much,
you don’t perform five-time prayer in a day but just for this, I mean, to have
a baby, you start to perform prayers and to constantly pray and read the
Noble Qur’an. Then you say, when it is negative, something to Allah,
something... I mean, you think that all your prayers to Allah would come
true, you say ‘yeah, I prayed, I performed the prayers and Allah would
accept my prayers.” But he didn’t... That’s to say, I tried to bribe him,
because you are doing something that you did not use to do in your normal
life... I’ve also experienced it the same way, I’ve gone through it, I mean, for
all someone knows, read this (i.e., prayer, Surah etc.) and then it happens,
read that (i.e., prayer, Surah, etc.) and then it happens. You read but it’s no
go, so you’re doing something wrong. I mean this is not something you
want, you just bribe, you are expecting something in return. You say ‘he
(Allah) will respond’, but then you say... then this becomes revolt (Ceyda).

Sanki Allah’a riigvet veriyormussun gibi. Normal hayatinda bu kadar dua etmiyorsun,
normal hayatinda bes vakit namaz kilmiyorsun ama sirf bunun igin, yani ¢ocuk olsun diye
namaz kilmaya baslyorsun ve siirekli olarak namaz kilmaya Kur’an okumaya baslyyorsun.
Bu kez olmayinca da diyorsun ki evet ben Allah’a bir, bir sey... Yani ben Allah’a aslinda
dualarimi kabul edecek diisiincesi var ya, hani ‘evet ben dua ettim demek ki namaz kildim,
kabul edecek.” Ama kabul etmedi... Demek ki ben ona riisvet vermeye ¢alistim, hani hig
normal hayatinda yapmadigin bir seyi yapiyorsun.... Ben de yasadim yani ayni sekilde, ben
de yasadim iste ne bileyim sunu okursan olur, iste bunu okursan olur falan. Okuyorsun
olmuyor, demek ki yani sey yapiyorsun. Yani sen onu igten gelen bir sey degilmis de bir
riisvet gibi karsiligint bekliyorsun. ‘llla bir karsilik gelecek yani bu kez’ divorsun ki iste
isyana gidiyor (Ceyda).

When they were talking, I thought that since they did not feel control over
infertility, they were in search of a “power” to take refuge in. However, if they
could not find any sources to devote themselves, their need of being protected could
not be fulfilled and they might have felt insecure. Therefore, it seemed that in order
to overcome their negative feelings, the infertile women chose compliance with or

abandonment of religious beliefs as the ways of coping.
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4.4.1.3.3. Masking Weaknesses

As the last coping strategy, it was noticed that women hid their weakness and
negative feelings, and as overcompensation, they tried to represent themselves as
strong as possible. Within this framework, for instance, they overstrained their body
and after each negative trial they wanted to try over and over again without giving a
break. They thought that their body liked hardness. Moreover, they had a positive
approach related to their abilities, and believed that they could achieve it regardless
of how hard the task was. They thought that they were “strong” while fighting
against infertility even without their husband. Relevant to their tendency to mask
their weaknesses, during the discussions it was also observed that although they
were talking about negative life events, most of the time women tried to suppress

and hide their sadness behind the mask of smiling.

When the last frozen ones responded, as you know the frozen ones have the
least chance, when they responded, I said ‘Maybe my body is a glutton for
punishment’. I just rejoiced and began to hope (Ipek).

Sonra dondurulmuslarda yanit verince hani normalde dondurulmusun sansi daha az,
onlarda yanit verince dedim ki ‘benim viicudum zoru seviyor demek ki’ hani oyle bir
sevindim umutlandim (Ipek).

Even all these stuffs have been so tough for me. I mean, I was anaesthetized
even in all transfers. I got anaesthetized ten times, I was here, on and on. As
my friend said, I used to say ‘it is all over for me’, so I was mourning during
that day, I used to mourn for a few days. But this passion becomes such a
crazy addiction. I say ‘Doc, I will come (for treatment)’, then the doctor says
‘no, stop and wait’ (some of them laughs). At one point, I even said: Doc...
please place the other embryos’ while I was undergoing a curettage (Selma).

Benim seylerim bile ¢cok zorlu gecti. Yani, biitiin transferlerde bile anestezili girdim. On kez
anestezi aldim, hani siirekli buradayim. Hani arkadasin dedigi gibi de diyorum ki ‘bitti
benim igin bitti’ filan, o giin yas tutuyorum birkag giin yas tutuyorum. Ama bir tutku, boyle
deli gibi bir bagimlilik haline geliyor. ‘'Hocam gelecegim ben hocam’, hoca diyor ki ‘bekle,
yapma’ (Aradan giilme sesleri). Hani sunu bile dedim o zaman: Hocam...ya kiirtaj olurken,
yani oldugum anda ‘hocam diger embriyolar: da koyun’ bile dedim yani (Selma).

Indeed, yeah, I never talked about this, about my feelings when I was with
him (her husband), he even doesn’t know anything about what I’m talking

208



about here right now, I never reflected (anything) to him. I went to the
doctor all by myself, I’ve searched for it, etcetera, I didn't reflect anything,
that is... I go there and return all by myself, all the results and the processes
are something that I've done all my own (they laugh). Really, 1 feel like I
made it happen all by myself, because I have not included him in the process
(Meral).

Yani ben hi¢ evet yani (esimin) yaminda hi¢ konusmadim, yasadigim hislerimi benim su
anda burada anlattigim hi¢bir seyden yani haberi yok, sey yapmadim hi¢ yansitmadim. Tek
basima doktora gittim geldim, arastirdim iste vesaire, yansitmadim yani hicbir seyi....Ben
gider gelirim biitiin sonug siire¢ tamamen benim tek basima yaptigim basardigim
(Giiliiyorlar)... Hakikaten yani tek basina olmug bir sey gibi hissediyorum ¢iinkii hi¢birine
dahil etmedim (Meral).

Therefore, in terms of infertility and treatment process it was realized that infertile
women felt like being unable to satisfy the expectations of “womanhood”, felt
distant from their ideal life due to childlessness, and experienced intense negative
emotions. Although they used some coping strategies to preserve themselves from
the adverse effects of these circumstances, in the long run these ‘“solutions”
increased their feelings of worthlessness and they continued to feel like an “empty

2

can .

4.4.2. Superordinate Theme II. Pregnancy Process: “What If I Have a

Miscarriage”

After these stressful infertility and treatment processes, it was realized that during
pregnancy, women had constant anxiety about losing their baby. For this reason,
they were constantly thinking about their past miscarriages and worried about their
current pregnancy. This situation also inhibited their excitement for being pregnant.
Although they were excited about progressing towards filling the emptiness of
childlessness, it was realized that they postponed their happiness with the fear of

miscarriage again.
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4.4.2.1. Being Stuck with the Past Miscarriages

In both groups, when the questions were focused on the pregnancy process, it was
realized that the participants still had a tendency to talk about their negative
experiences and past miscarriages. Their mind was stuck on the bad memories and
they were anxious about the fact that something bad was going to happen again. For
this reason, they always compared their present state with their past experiences.
Based on those events, they determined some milestones and waited for getting
through that time point. Being stuck with negative trials and past miscarriages also
prevented women from enjoying their pregnancy. They postponed the happiness of

being pregnant and could not go with the flow.

Having begun this process in this way, maybe this is why I haven’t become
so happy for my pregnancy. Let me put it this way, when [ wasn’t pregnant,
I was thinking that I would be on a complete high if I learnt that I was
pregnant, I was thinking that this would make me the happiest one in the
world. I'm not even happy now, and I am very baffled at this. I have
concerns about the twin babies, and all those I have gone through during the
test-tube baby procedures. And I feel like I will not manage to give birth, I
mean I feel like I will not be able to accomplish this. This is why I cannot be
very happy for this... I think that something bad is going to happen (Selma).

Bu siirece bu sekilde baslamak, belki de ondan dolayi ben hamileligime ¢ok fazla
sevinemiyorum. Yani soyle soyleyeyim ben hamile degilken hani hamile oldugumu bilsem
herhalde ugarim havalarda filan diye diisiiniiyordum, c¢ok hani asiri mutlu olacagimi
diigiiniiyordum. Ben yani mutlu bile degilim hani ve buna da ¢cok sasiriyorum. Hem ikiz
bebekle ilgili kaygilarim, hem tiip bebek tedavi siirecinde yasadiklarim... Sanki bir de hani
doguramayacakmisim gibi geliyor bana hani sonunu getiremeyecekmisim gibi geliyor o
yilizden hani sey yapamiyorum ¢ok sevinemiyorum... Koétii bir sey olacakmis gibi
diisiintiyorum (Selma).

For example, I’'m researching after how many weeks a baby can be kept
alive in an incubator. This is the point where I am for now. Week by week, I
say, ‘let’s get through this week’ and ‘let’s get through that week’. I wish I
could let the river flow. But these concerns never stop... (Meral)

Mesela seyi takip ediyorum ben, ka¢ haftadan sonra kuvézde yasatilabiliyor simdi o

dénemdeyim ben. Hafta hafta ‘hadi su haftayr da kurtaralim’, ‘bu haftayr da kurtaralim’.
Halbuki bir akisina biraksam. Ama bu sey hi¢ bitmiyor, bu kaygi... (Meral)
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Now, they say the honeymoon of pregnancy is the 5th, 6th and 7th months,
those three-month period is the most enjoyable time during the pregnancy. I
am six-month pregnant now, but I still have the same fear and I don’t know
how many websites I visited to learn about ‘what happens in the 25th week’,
I’'m constantly doing this thing. I mean, every week, what kind of
developments occur in the baby, what kind of discomforts can occur during
this period... Last week I read that the baby could survive in the incubator
from then on... I have a feeling that ‘even if the baby is born, (s)he can live
in the incubator, I mean I can keep her/him alive from now on, (s)he can
survive.” That fear of death so disappears (Ceyda).

Simdi sey diyorlar, hamileligin balayr 5. Ay, 6. Ay, 7. Ay’a kadar, o ii¢ ay en keyifli
donemmis. Ben su an 6. Aydayim ama ben hala ayni korkuyu yasiyorum ve ben de bilmem
kag tane siteden ‘25. Haftada neler olur’, siirekli onun geyindeyim. Yani, her haftay
cocukta ne tiir gelismeler oluyor, hangi tiir rahatsizliklar bu donemde ¢ikabiliyor... gegen
hafta okudum iste, bundan sonra ¢ocuk kuvézde yasayabilirmis... o kadar sey olmus ki,
‘cocuk dogsa bile kuvozde yasayabilirmis, hani yasatabilirim onu ben artik, yasayabilir. O
oliim korkusu ortadan kalkiyor (Ceyda).

A friend of mine had twins, she said ‘one died in the 36th week but the other
could survive’... At that point, a fear of 36th week has emerged in my mind.
And another friend of mine had a miscarriage while she was 4-month
pregnant, and now I have a fear of fourth month, ‘let’s get over the fourth
month’... And another friend had a miscarriage when she was six-month
pregnant, ‘let's get over the sixth month’... I have such targets at hand (ipek).

Bir arkadasimin ikizi vardi, ‘36. Haftada biri 61dii ama biri yasadi’, dedi. ... Simdi bu sefer
de kafamda sey, 36. Hafta seyi, korkusu olustu. Bir arkadasim da dort aylikken kaybetti,
simdi dort aylik korkum var, ‘dort ay1 bir gegeyim’... Sonra biri alti aylikken kaybetti, ‘alti
ayt bir geceyim’... Boyle hedefler var éniimde (Ipek).

As it can be understood from the participants’ discussion, the negative influences of
prior losses have continued in the pregnancy period and increased expectant

mothers’ anxiety and fear of losing their baby.
4.4.2.2. Perpetual Apprehension

Since in the pregnancy process the women had constant anxiety about losing their
baby, it was observed that they had a tendency to build either preoccupied or

avoidant attachment with their baby.
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4.4.2.2.1. Preoccupation with Baby

Due to their perpetual apprehension, most of the women were preoccupied with
their baby and frequently control whether s/he was alive. They were always
thinking about the baby and trying to perceive her/his movements. However, if they
could not feel the baby at anytime, in order to check and be sure about their
existence, they tried different alternatives such as having excessive ultrasound scan
and visiting different clinics in more frequent periods. In this way, they tried to

bring the possibility of losing their baby under control and reduce their anxiety.

The first question I ask when I visit the doctor for the examinations is: Is the
baby alive, doctor? Is the baby alive... This is the first thing I wonder about.
It’s something like there’s always a feeling inside that the baby’s heart will
stop (Selma).

Zaten muayenelere girdigimde ilk sordugum soru: Hocam yasiyor mu? Hani ilk yasiyor
mu... Sanki hep béyle kalbi duracakmig gibi bir hissiyat oluyor (Selma).

Ceyda: So sometimes you think ‘I will find an excuse and go to the
emergency service’, you want to have the baby checked up and come back.

Ceyda: Yani bazen sey diisiiniiyorsunuz, bir bahane bulup acile gideyim, bebegi kontrol
ettirip geri gelmek istiyorsunuz.

Meral: Yeah, yeah...

Meral: Evet evet ...

I also have those fears, the fear of losing. I am always following the baby’s
movements, always wondering if something bad happened to her/him. I
mean, when I feel no movement for an hour or so, I believe that something
bad happened, and then feel that panic. I also listen to my body, so I have
that thing too... I always think that if there was a heart-listening device at
home... (Zehra)

Bende de var yani o kaygilar, kaybetme korkusu. Ya siirekli hareketini dinleme, ya acaba
bir sey mi oldu azicik bir hareketini hissetmeyeyim béyle bir saat felan bir sey oldu, diye
hemen panik seyine gegiyorum. Kendimi dinlemeye boyle geciyorum, yani bende de var o
sey. ...Hep sey derim evde soyle bir kalbi dinleme cihazi olsa... (Zehra)
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You know, all those you have lost in the past make you restless... I even
wish I had an ultrasonic device at home... My husband is a veterinarian, he
tried to check me using the one (ultrasound device) that he uses for animals
(laughs). He also somehow wishes ‘if we had one (ultrasound device) at
home and checked it by ourselves’, so he's just like me for the moment.
They (the doctors) ask us to visit them every two weeks, and during the
week passing in-between, I go to a state hospital to see if they are alive.
They don’t show much of it (the ultrasound imaging), but they say, ‘they are
OK!” and I feel relaxed... I only have that restlessness (Ipek).

Ama iste gecmisteki kayiplar insam ¢cok tedirgin yapiyor. ... Hatta miimkiinse keske evde
ultrason cihazim olsa... Esim veteriner hekim, hayvanlara bakilandan falan bakmaya ¢alisti
bir ara (Giilerek anlatiyor). O da bir sekilde hani ‘evde olsa biz baksak’ falan diye, yani o
da benim gibi su anda. Iste hani iki haftada bir gel diyorlar, ben o aradaki hafta bir
devlete (devlet hastanesi), hani an azindan yagsiyorlar mi, diye. Hani onu da ¢ok
gostermiyorlar ama, iyiler diyorlar ben rahatliyorum... Sadece o tedirginligim var hani
(Ipek).

Relevant to their over concern with the baby, it was also observed that although it
was impossible to feel the baby because of the size of the fetus, as understood from
the words of Fatma, sometimes women believed that they could perceive the fetal

movements:

Of course, I have been talking since the day I underwent the transfer
(Fatma).

Tabii ki yani ben transfer oldugu giinden beri konusuyorum yani (Fatma).

Moreover, the participants described overprotective attitudes towards their baby.
For instance, Gamze stated that she perceived the love of her mother-in-law as a
threat for her babies. She looked for ways to protect her babies from her potential

negative influences.

For example, I want to protect her/him from everybody. One day I went to
the doctor for examination along with my mother-in-law, and I even feel
like their love may hurt her/him, I mean I want to protect the baby from
everything (Gamze).

Béyle herkesten koruyasim geliyor mesela oraya kayinvalidemle gitmistik bir keresinde ya
onlarin sevgisi bile béyle dokunuyor gibi geliyor, yani her seyden koruyasim geliyor
(Gamze).
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4.4.2.2.2. Avoidance and Ignorance of Baby\Pregnancy

As another reaction of women’s apprehension, some of the participants’ avoidant
and ignorant attitudes drew the attention. It was observed that due to their past
miscarriages, they had excessive anxiety about and fear of losing their baby. For
this reason, in order not to get disappointed they prevented themselves from
thinking about pregnancy. They did not pay attention to the movements of the fetus
and did not build any attachment with it. They believed that if they established a
bond with the baby, something bad would happen as occurred in the past.

Since I felt the connection with that baby, I mean the first baby, it backfired.
So, I’'m very afraid to feel that connection again with them (twins). I'm
afraid if something bad happens, you know I take a turn for the worse if that

happens... I don’t want to become mentally so ill. This is why... this is why I
hold myself back (Selma).

Yok hani iste o bagi kurdum yani o bebekle, o ilk bebekle bag kurdum ve olumsuz
sonuglandig icin yani bunlarla da su an ¢ok korkuyorum bag kurmaya. Hani sanki kétii bir
sey olursa c¢iinkii ¢ok ¢ok kotii oluyorum yani... Hani ¢ok kotii olmak istemiyorum. Bu
yiizden ...bu yiizden kendimi ¢ok simirlandiriyorum (Selma).

At first, I was feeling that connection, I mean I was talking, and I was
making plans. I mean, like 'I will do this and that at birth' blah blah... Then it
was fun, but later all was gone away. Now, I do not know why but I'm
trying not to think about it. Because when I think about it, it goes wrong
(Yasemin).

Ilk baslarda bag kuruyordum, yani konusuyordum, hatta ben de plan yapiyordum. Yani
dogumunda sunu yapacagim bunu yapacagim, diye... O zaman ¢ok eglenceli geliyordu ama
sonrasinda hepsi gitti. Su an neden bilmiyorum ama diisiinmemeye c¢alisiyorum. Yani
diistiniirsem arkasindan kétii sonuglanyyor (Yasemin).

Exactly the same, I don’t want to think about anything, even if indeed I want
to think, I keep myself as far away from thinking as I can... You know they
say ‘talk to your baby’ etcetera, but I don’t even want to talk to. Because, it
seems like there is a spell, and I feel like as if that spell would be broken, I
just feel this way... I mean as if something will go wrong, as if it will go
downhill... that is to say, this is all about not to have a disappointment at the
end, nothing else. Because, after all this struggle, I mean, it happens to
everyone but since we fought hard here, we made a lot of effort and we
experienced so much disappointment, we have no more endurance left. I
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mean, getting so attached to her/him and then losing it can tear you up, just
because of that I do not want to create that connection. I do not want to talk
to her/him, I mean I feel like I’'m buggering around when I talk to her/him. I
don’t know, yeah, I look for baby clothes, but I do not buy them. I still have
not bought baby clothes (Meral).

Valla aynen, hichir sey diisiinmek istemiyorum, hani diisiinmek istesem de istemiyorum,
kendimi olabildigince o diisiinceden... béyle sey diyorlar ya ‘bebeginizle konusun’ vesaire,
konusmak bile istemiyorum. Ciinkii yani sanki bir tilsim var, sanki o tilsim bozulacakmis
gibi, oyle hissediyorum ... Yani bir seyler ters gidecekmis, olumsuz gidecekmis... yani
tamamen oziinde hayal kiriklig1 yagamamakla yani baska hicbir sey degil. Ciinkii bu kadar
zorluktan sonra yani dedigim gibi bu herkesin basina geliyor ama yani biz ¢ok burada
savastigimiz igin ¢ok ¢aba sarf ettigimiz icin ¢ok hayal kirikliklar: yasadigimiz igin bir
tanesine daha tahammiiltimiiz yok. Yani iyice baglanip kaybetmek insani ¢ok daha yikar sirf
bu yiizden o seyi kurmak istemiyorum. Onunla konusmak istemiyorum yani konusunca
sagmalamis gibi hissediyorum kendimi aslinda biraz da. Ne bileyim iste, evet bebek
kiyafetlerine ¢ok bakiyorum ama almiyorum. Hala ben bebek kiyafeti almadim (Meral).

Like Meral stated, most of the participants had not shopped for the baby, because
they did not want to concretize the baby. As a part of their avoidant attitudes, they
believed that if they did not buy anything for the baby, did not talk with the baby,
and did not choose any name, these could prevent them from personalizing the
baby. Since they were afraid of losing their baby, thinking baby as an abstract
concept seemed less threatening for the women. They postponed building

attachment after the birth of baby.

I don’t want to do anything much before I get closer. I want that time to get
closer, and give birth to the baby, so I will buy the clothes and take them to
the home, I always have that thing in my mind. It seems like I somehow try
to keep it away. For example, I recently listened to lullabies and said ‘I will
learn those lullabies and sing them to my baby, and so my baby can listen to
them with me.” Then I turned it off after a few minutes. Because s/he is not
listening to it, I mean I feel like it is not doing so, or I don’t want to
personify her/him. I feel like there’s no personality there, or I do not want to
give him that personality thing until s/he is born. I do not even want to give
it a name. Those things will happen once it is born, it is the same as you see,
I don’t want to get attached to it (Ceyda).

Iyice yaklasmadan cok bir sey yapmak istemiyorum. Iyice yaklassin, ¢ocugu dogurayim,
kiyafetleri alayim, eve getireyim hep boyle bir seyim var. Hep bir sekilde uzaklastirtyorum
sanki. Gegen miizik ninni dinledim mesela dedim ki ‘bu ninnileri ben ogreneyim ¢ocuguma
da séyleyeyim, iste cocugum da benimle beraber dinlesin.’ Iki-ii¢ dakika sonra kapattim.
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Yani ¢iinkii dinlemiyor, yani dinlemiyormus gibi geliyor ya da onu kisilestirmek
istemiyorum. Ortada bir kisilik yokmus gibi hissediyorum ya da o kisiligi ona vermek
istemiyorum dogana kadar. Ona isim dahi vermek istemiyorum. Dogduktan sonra olur, ayni
iste, baglanmak istemiyorum (Ceyda).

Relevantly, despite their excessive struggle for having baby, since they could not
build a close relationship with the fetus, this situation made them feel guilty.
Although their attitudes were associated with their previous miscarriages, they
accused themselves as being a bad mother. They also blamed themselves for being
undeserving for having children. Their avoidant attachment style was closely
associated with previous losses. However, it was also observed that the participants

did not have compassion and empathy for themselves.

Ceyda: I blame myself; because I see everybody talking to their babies so
much, I mean they are saying ‘yeah my son/my girl’, ‘I did this and that for
you today’, ‘we will go to see granny’ blah blah, and I don't do anything.
Then I say myself ‘you don’t even deserve this baby, because you don't love
her/him, you don’t get ahold of her/him. Indeed, you’re too scared to love
her/him’. I mean, since I am scared to love her/him right now, I will do all
those things once s/he is born.

Ceyda: Ben kendimi ¢ok sucluyorum, ciinkii herkeste gériiyorum insanlar béyle ¢ok
konusuyorlar yani evet oglum/evet kizim iste sunu yaptim sana bugiin, seninle ananeni
gormeye gidecegiz falan konusuyor insanlar, yani ben hichir sey yapmiyorum. Bu kez
diyorum ki yani ‘ben bu ¢ocugu hak etmiyormusum ki zaten’ hani ‘¢iinkii onunla iletisim
kurmuyorsun onu sevmiyorsun. Ashinda sevmekten c¢ok korkuyorsun.’ Yani su anda
sevmekten ¢ok korktugum igin bir dogsun, bir dogsun ondan sonra diyorum.

Meral: I suffer a pang of conscience, because I don't talk to her/him at all, I
don't do anything.

Meral: Vicdan azabi duyuyorum hani ¢iinkii hi¢ konusmuyorum etmiyorum vesaire.

Therefore, it was observed that pregnant women who conceived via ART have been
experiencing constant anxiety about losing their baby due to the effects of previous
life events. To handle these feelings, women showed either preoccupied or avoidant
attachment styles towards their baby. The differences in their attachment styles can

be regarded as different ways of coping with stress.
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4.4.2.3. Progress towards Completion

Despite the women’s perpetual apprehension, it was realized that some of the
women were also proud of being pregnant and felt as progressing towards
completion of themselves. They thought that pregnancy was their success and by
means of this success, their self-esteem increased. For this reason, they had a desire
to show off their pregnancy and welcome pregnancy irrespective of its negative

aspects such as weight gain and difficulties of motherhood.

It gives me pleasure as my belly gets bigger. It gives me pleasure to gain
weight, for example, they say ‘you’ll gain weight, you’ll gain weight that
much, you’ll take care of twins, this will be hard” blah blah. And I say ‘no
problem.’ I say ‘let me gain weight too much.’ At least 15 kilos, I want my
belly to get bigger. I consciously put on close-fitting clothes, I don’t want to
hide it (belly) (Ipek).

Karmimin biiyiimesi bana zevk veriyor. Kilo almak bana zevk veriyor, mesela hani béyle
goriiyorlar, ‘kilo alacaksin, simdi su kadar kilo alacaksin, ikizlere nasil bakacaksin, ¢ok zor
olacak’ falan. Ben hi¢ problem yok, diyorum. Ben ¢ok kilo alayim diyorum siseyim,
diyorum. 15 kilo alayim en az, béyle karnim sissin. Hatta 6zellikle dar seyler giyiniyorum,
hi¢ dyle saklama seyim yok yani (Ipek).

I feel like I’ve found my missing part (Zehra).
Sey gibi oluyor, eksik yanim tamamlanmuis (Zehra).

Indeed, we are completing ourselves. I mean, we manage to make ourselves
a whole again by giving birth to the baby, I mean, by making her/him come
out. That’s why we (become) self-confident... For example, I like to show
that ’'m pregnant while walking. I like being pregnant because I feel like
I’m a whole (Ceyda).

Ashinda biz kendimizi tamamlamis oluyoruz. Yani ¢cocugu dogurarak ¢ocugu ortaya koyarak
kendimizi tamamlamis oluyoruz. Bu yiizden 6zgiiven sahibi... Simdi ben mesela yiiriirken

hamile oldugumu gostermekten hoglaniyorum. Hamile olmak benim hosuma gidiyor, yani
hani tamamlanms hissediyorsunuz (Ceyda).

Moreover, after getting pregnant, the women also felt worthy and gained self-

confidence about their marital life. For instance, Meral stated that although she was
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afraid of losing her husband because of being childless, through the agency of

pregnancy, she overcame her fears and felt more comfortable.

Of course, you become much more self-confident. For example, this was
true for me, because I was the most miserable woman in the world five
months ago. I was feeling really miserable. That means that you have more
confidence in yourself. ... This is because I used to believe that the problem
was me, fortunately, I am more comfortable now. Because I’'m not afraid of
losing my spouse anymore, of course I’ve overcome something. Because
this is happening; no matter how much your spouse supports you, you can
say ‘what if someday this man can give up on me’ (Meral).

Valla insanin kendine daha ¢ok giiveni geliyor. Yani benim mesela 6yle oldu, ciinkii yani
bundan bes ay oncesine kadar diinyamin en zavalli insaniydim. Hani c¢ok zavalli
hissediyordum kendimi. Yani insanin kendine kesinlikle daha ¢ok giiveni geliyor. ... Bu
stkintt rahatsizlik kendimde gibi diistindiigiim icin, su anda ¢ok siikiir daha rahatim. Ciinkii
esimi kaybetme korkum yok, hani tabii bazi seylerin iistesinden geldim. Ciinkii bir insanda
oluyor o, esin ne kadar destek olursa olsun ‘ya bir giin bu adam benden vazgecerse’
diyebiliyorsun (Meral).

As a result, from the subordinate themes of pregnancy process, it can be observed
that this period included both negative and positive subordinate themes together.
Although they had perpetual apprehension about losing their baby, they were still
excited about progressing through completion and felt that they were overcoming
their deficiencies. A similar tendency with respect to participants’ projections about

motherhood attracted the attention.

4.4.3. Superordinate Theme III. Projections about Motherhood: Despair and
Hope

When the participants’ projections for and dreams about motherhood were
discussed, it was apparent that due to their negative life events, they still hesitated
about the future. Namely, they worried about the health of the baby and being a
mother, and in order to distance themselves from this anxiety some of them avoided

thinking about postnatal process. However, since their pregnancy occurred as a
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result of their excessive trials for having baby, despite all unfortunateness, they

were feeling successful and hopeful about the future.
4.4.3.1. Carrying the Burden of the Past

While talking about the future, the women had a tendency of carrying the burden of
the past. They thought that like the difficulties of infertility process, future would
also be hard for them. Based on these thoughts the participants had different
tendencies. It was observed that some of them brought out their worries about the
future explicitly, while the others had avoidant attitudes and tried to keep

themselves aloof from thinking about the baby and motherhood.
4.4.3.1.1. Worries about Motherhood

The participants were pessimistic and anxious about future. Because of their
negative experiences during the treatment process, they were afraid that they will
not be able to a good mother. They worried about whether their motherhood
abilities would be sufficient for the baby. Since everything was difficult during the
treatment process, they feared that the problems, such as postpartum depression,
would continue even in the future. In this sense, these women were hesitant about
how to carry out their motherhood roles such as childbearing, holding and nurturing

their baby.

Now I’ve started to worry about ‘what if I suffer from puerpera syndrome?’
Will I go into depression? ... I am very afraid of these mental things. Since
we have gone through so much trouble, I ask myself: Will I experience such
things? ... But this doesn’t happen to everyone, does it? (Meral)

Simdi bende sey korkusu basladi: Acaba ben lohusa sendromuna girecek miyim? Bunalima
mi girecegim? ... Ben bu ruhsal seylerden ¢ok korkuyorum. Bir de yani ¢ok sey yasadigimiz
icin boyle arka arkaya, diyorum ki: Ovyle bir sey yasayacak miyim? ... Ama herkeste olacak
diye bir sey yok degil mi? (Meral)
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What kind of mother will I be in the eyes of my children? What kind of a
dad will take care of them? I mean, I think too much worrisome stuff
(Gamze).

Iste yani ¢ocuklarin karsisinda nasil bir anne olacagim? Onlar nasil bir babaya emanet
olacak yani ¢ok fazla kaygili seyler diigiiniiyorum (Gamze).

I’ve heard so much about that delivery psychology from others, which are
really experienced. I am particularly afraid of this. I say ‘if I am
experiencing this, feeling this that much, perhaps I would experience it more
intensely.” I’ve heard about rejecting taking care of the baby, breastfeeding
her/him, taking her/him on the lap, etcetera. There are people around, who
have experienced these. I am especially afraid of it; I fear that it will also
happen to me (Yasemin).

O dogum psikolojisi denilen seyde birkac¢ etrafimdan duydugum yasanmis seyler de var.
Bundan ozellikle ¢cok korkuyorum. Bunu yasiyorsam, diyorum, bu kadar ¢ok hissediyorsam
herhalde, diyorum, onu da ¢ok yogun yasarim. Hani bebegine sahip ¢ikmama, emzirmeme,
kucagina almama, bunlar: duydum. Etrafimda yasanmishklar da var. Bundan ézellikle asir
korkuyorum,; basima gelecek diye korkuyorum (Yasemin).

Relevantly, they maintained their anxious attitudes of pregnancy process and had
concerns about their baby’s health. For them, caring for and raising a baby seemed
difficult, and they could not trust their own abilities as a mother. For this reason,
thinking about the babyhood - in terms of both birth and growth of the baby- was
worrisome for them. When they were dreaming about the future, they chose
thinking about toddlerhood or adolescence periods. This might be because of the
fact that during infancy period the babies are dependent only on their mothers.
However, beginning from the toddlerhood, children become more self-sufficient

and they begin to separate from their mothers.

In terms of motherhood... Yeah, I also think of being a mother, indeed, not
exactly about the baby but I want them to instantly turn to three or four years
old, and then I want to spend time with them, teach them something, play
games with them and so on. What scares me to death is raising something.
This is even the same when they are inside my belly, I wonder ‘will I
manage to raise them, will they really grow up?’ I rather imply their physical
development... I rather mean ‘are they healthy?’, ‘will they be healthy?’,
‘will I be able to manage to make them grow up?’, I mean that part of
growing up. But I wish we could quickly get over that childhood part, I just
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want this way, that part is very hard for me. ... I mean the early phases, I will
deliver the babies and they will grow up. I mean, I want to pass on that
infancy part. I am so worried about this (Selma).

Annelige dair... Evet ya diigiiniiyorum ama boyle sey gibi, bir taraftan da hani béyle bebek
kismi degil de, daha ¢ok hani béyle iki yasinda, ii¢ yasinda olmus olsunlar hemen, ben
onlarla béyle vakit gecireyim, onlara bir seyler dgreteyim oyun oynayayim filan. O sey
kismi beni ¢ok korkutuyor, o bir seyi biiyiitmek. Hani karmimdayken de oyle hani
biiyiitebilecek miyim, hani biiyiiyebilecekler mi? Yani bendeki daha ¢ok fiziksel olarak
biiyiimeleri... Yani daha ¢ok, sagliklilar mi, saglikli olacaklar mi, ben onlari biiyiitebilecek
miyim, hani o biiyiime kismi. Ama o ¢ocukluk kismini keske ge¢csek hemen éyle istiyorum, o
kistm bana ¢ok zor geliyor. ... Yani o ilk kisimlar, dogum yapacagim, iste ¢ocuk biiyiiyecek.
Hani o bebek olma kismini gegmek istiyorum ben nedense. Béyle o beni ¢ok kaygilandiriyor
(Selma).

I think of long-term things, rather than ‘I will do this and that for my baby
when s/he is born’ or ‘I will buy that for her/him’, I have extended the life of
my child so much (laughs), I think of my child’s 20s and dream of that s/he
will receive music education at that age (Ceyda).

Uzak seyleri diistiniiyorum, hala ‘cocugum dogunca sunu yapacagim’ falan degil de, ‘ona
sunu alacagim’ falan filan degil ama boyle ¢cocugumun ¢ok émriinii uzattim ben (giilerek)
geldi yirmi yasina iste miizik egitimi ald: (Ceyda).

4.4.3.1.2. Avoidance from the Idea of Motherhood

Due to their excessive worries about the future, it was observed that some of the
participants avoided the idea of motherhood. Similar to their avoidant prenatal
attachment towards the baby, they did not think themselves as a mother and did not
dream about the future before the birth of the baby. It was realized that the
influences of previous life events have been continuing, and since they were afraid
of losing their baby, they did not want to be hooked on that the idea of being a

mother.

For example, that has not happened to me yet, I mean the sense of
motherhood, I sometimes weighing it (sense of motherhood) but no, I don’t
feel it yet. I am rather neutral about it (Selma).

Yani su anda mesela o yok, annelik duygusu hatta onu da tartiyorum bazen, ya diyorum éyle
bir seyim yok. Notr, yani daha nétriim (Selma).
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Do you dream of being a mother? (researcher)

Ceyda: We have problems at that point (laughs). I mean, we are still, you
know, even though we say we got over it.

Ceyda: Bizim orada problemimiz var (giiliiyor). Yani biz hala hani ne kadar ‘atlattik’ falan
desek de...

Meral: We cannot imagine it.
Meral: Hayal edemiyoruz.

Ceyda: You still do not even imagine it, because this may also make you
attach yourself to the baby.

Ceyda: Hala onu da hayal etmiyorsun ki, ¢iinkii o da bir sekilde seni ¢cocuga baglayacak.
Meral: I don’t dream of it either.

Meral: Diisiinmiiyorum valla ben de.

Ceyda: I think we say ‘if only s/he is born’...

Ceyda: Biz herhalde ‘hele bir dogsun da’...

Meral: Exactly, we say ‘if only s/he is born, then every other thing happens
easily and quickly...’

Meral: Aynen biz ‘hele bir dogsun, sonra her sey sanki ¢orap sékiigii gibi gelecekmis gibi..."

(..)

Meral: I sometimes dream of it, then I just say: forget about it, just forget
about it...

Meral: Bazen kuruyorum, sonra hemen boyle: unut, unut, unut...
Ceyda: Anyway, let’s see what happens then.
Ceyda: Neyse, o giine bir gelelim.

Meral: Exactly the same, I always fill my cart with stuff (for baby shopping)
on Internet and then I empty it.

Meral: Aynen siirekli boyle internette (bebek alisverisi icin) sepetim doluyor, sonradan
siliyorum.
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Ceyda: Exactly the same.
Ceyda: Aynen aynen...

Meral: I fill my cart, add (stuff) to it, then I empty it again. I sometimes
continue until the payment process then clear it all up.

Meral: Sepetim doluyor, atiyorum sepete tekrar siliyorum sepeti seye kadar geliyorum odeme
kismina kadar, ondan sonra tekrar sepeti yok ediyorum.

Zehra: [ also dream of it like my friends, and then back saying ‘I won’t think
of it anymore, until that day comes...” Already, I will undergo an abdominal
delivery, I mean I dream of it like ‘we would go there, do this and that, we
would get ready...” and then I tell myself ‘whatever, I would think about this
once that day comes.’ I don't either want to be fascinated with this, like all of
you.

Zehra: Ben de arkadaslar gibi kuruyorum, hemen geri ‘neyse diisiinmeyeyim, o giine
geleyim.’ ... Zaten sezaryen olacak yani hep mesela 6yle bir hayal kuruyorum, ‘gideriz, séyle
vapariz boyle yapariz hazirlamiriz...” hani béyle bu sefer de ‘aman neyse, tamam o giine
gelelim bir diistiniiriiz’ bu defa da oyle falan diyorum kendime. Ben de yani sizler gibi
kendimi kaptirmak istemiyorum.

Although all the participants have been carrying the burden of the past, while some
of them revealed explicit worries about motherhood, the others had avoidant
attitudes. As observed in the pregnancy period, the differences between these
expressions can be regarded as women’s use of different strategies for coping with

stress about the future.
4.4.3.2. Hope Despite the Pain of Past Memories

Despite all the difficulties and disappointments, some of the participants were still
hopeful about future. They believed that everything would go well and they would
be a sufficient mother. Since they made a great effort for having baby, they believed
that they could overcome the probable problems emerging in the future. Moreover,
they believed that their baby would be healthy and with the birth of baby, their
family would be complete. They felt that everything would be great by having a
baby.
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There is a deep hope inside of me: Yeah, it will go right this time, even if it
is early, this will happen ... Then I will have feel no fear, if only they are
born healthy... I think I’'m going to be a good mother; I think I will manage
to get along ... Given that I’ve waited for so long, I can get along everything.
Of course, I have some concerns, but even if I cannot breastfeed, I would
feed them with baby food (ipek).

Icimde ¢ok derin bir umut var: Evet olacak bu sefer, erken de olsa devam edecek ...
Sonrasinda zaten hi¢ korkum yok, bir dogsunlar hani saglikl sihhatli... Ben iyi bir anne
olacagimi diigiiniiyorum, yetebilecegimi diisiiniiyorum. ...Bu kadar beklemisim, hepsine
yeterim. Ha séyle tabii ki kaygilarim var ama emziremesem de mamayla beslerim (Ipek).

It feels like this (house) will be a real home when the baby is born. Rather
than the house, I will then cook more, and I would also prepare breakfast in
the morning. However, that makes no sense in fact, you are not getting
married for the child, but I just feel it now, it seems to me as if I have just
married and we will just build a family, and everything will be very
different. ... It feels like everything will go right, we will become a full
family, that’s how it makes you feel (Meral).

Sey gibi hissediyorum, sanki bebek olunca tam bir ev olacak burasi. Hani sanki ev degildi
de iste daha ¢ok yemek yapacagim, o zaman ben sabah kahvalti da hazirlarim. Halbuki,
yani ne kadar sagma sonugta ¢ocuk icin de evlemmiyorsun ama iste tam yeni yeni
hissediyorum, yeni yeni evlenmisiz de bir aile olacakmisiz her sey ¢ok farkl olacakmis gibi
geliyor. ... Her sey daha yoluna girecekmis gibi, tam aile olacakmisiz gibi oyle bir duygu
hissediyor insan (Meral).

Therefore, it was observed that due to their negative past experiences, although
some of the participants were still hopeless about the future, some of them got
strength from those memories. The latter ones believed that since they overcame so
many difficulties to have a baby, they could also handle the possible problems that

would arise in future.
4.5. Discussion

The present study aimed to explore the experiences of pregnant women who
conceived via assisted reproductive techniques. With this aim in mind, two separate
focus group interviews were arranged with totally eight pregnant women who had
been treated successfully. The results of thematic analysis demonstrated that the

emergent themes could be classified according to three different episodes of having
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children, namely, infertility and treatment process, pregnancy process, and

projections about motherhood.

4.5.1. Superordinate Theme I. Infertility & Treatment Process: Feeling Like an

“Empty Can”

When the participants were talking about their experiences regarding infertility and
treatment process, one woman used the metaphor of feeling like an “empty can” to
explain her feelings such as uselessness, insufficiency and worthlessness during that
process. On the basis of this metaphor, first superordinate theme was named as
feeling like an “empty can”, because from the group discussions it was understood
that this feeling could contain the participants’ infertility related experiences within
itself. The literature findings proved that similar types of comments and metaphors
were also used in previous studies. For instance, in the study of Mazor (1978)
infertile women said that they were feeling “empty” and like having “a ‘black hole’
space” in the place of their uterus (as cited in Dunkel-Schetter & Lobel, 1991). As
Domar and colleagues (2012) stated when they were infertile, women perceived
themselves as “flawed” and “inadequate”, and the feelings of shame and decreased
self-esteem accompanied these perceptions. From one of the participants’ saying,
these feelings of inadequacy and incompleteness seemed to be highly relevant with
women’s feeling of being unable to carry out the “natural process” of continuity of
the lineage. Since being a mother was accepted as nature and norm of being a
woman, childless women could feel inadequate and criticize themselves for being
abnormal (Choi et al., 2005). Consistently, Mahlstedt (1985) mentioned that after
discovering their infertility, the women perceived that they “couldn’t accomplish
something as ‘natural’ as conceiving a baby”. After the diagnosis, their “sense of
self-worth was shaken”, they had lower self-esteem and they felt “defective”

(p-338). It seems that regardless of when and where the studies were conducted, the
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women’s feelings have remained the same and they used similar descriptions to

define their infertility.

From the focus group discussions, it was realized that the feelings of inadequacy,
insufficiency, worthlessness and uselessness corresponded to patients’ all the
experiences regarding infertility and treatment process. Under the roof of feeling
like an “empty can” three subordinate themes were determined, namely,
idealization of life with children, intense negative feelings including feeling
aggrieved and feeling alone and misunderstood, and maladaptive coping strategies
including social withdrawal, faith or confusion and masking weaknesses. All these
emergent themes were strongly associated with or triggered by their underlying

feelings of being worthless and useless like an “empty can”.
4.5.1.1. Idealization of Life with Children

Idealization of life with children was the first subordinate theme of feeling like an
“empty can”. In the study it was realized that all the participants were believing that
life would be better when they have children. As Eibach and Mock (2011)
indicated, despite the costs of having children, people idealize the joys of having
children and found it as an emotionally rewarding experience. However, it seemed
that since the participants could not achieve this ideal, their feeling of worthlessness
increased and they felt like an “empty can”. Regarding this theme, the literature
findings confirmed that for infertile people having a child represented having an
idealized family life (Cooper-Hilbert, 1998). Until achieving successful pregnancy,
women idealize motherhood and life with children (Fisher et al., 2008; Smorti &
Smorti, 2012); this increases their parenthood motivation (Rotkirch et al., 2011) and
creates higher expectations regarding having children (Bernstein, 1990). Similarly,
in current study childless women stated that life would be better when they have a
child. They thought that after having children their relationship with their spouse

would improve, they would become a complete family, and the child would provide
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emotional support for them. As revealed in previous studies, women also believed
that a child could be a cure for their loneliness (Karaca & Unsal, 2015), provide a
satisfying relationship with their husband, improve their social status as women,

and make them feeling successful (Papaligoura, Papadatou, & Bellali, 2012).

Accordingly, infertile women’s feelings of inadequacy and ideals for having
children are also associated with the fact that as a social construct motherhood is
accepted as an essential part of feminine gender identity (Gillespie, 2003). In many
cultures, women frequently identify their self-based on motherhood (Glover et al.,
2009). Especially in conservative cultures where the effects of patriarchy are
dominant, childless women feel as inadequate and abnormal (Choi et al., 2005).
Studies revealed that due to pronatalist and patriarchal characteristics of Turkey,
social motives had greater importance on women’s desire for having children (Van
Rooij et al., 2006). Numerous Turkish studies highlighted that societal expectations
related to having children created pressure on women (e.g., Ayaz & Yaman Efe,
2010; Boyacioglu & Tiirkmen, 2008; Kagit¢ibasi, 2007). For this reason, childless
women can feel “worthless”, inadequate, unfulfilled and guilty especially in Eastern
parts of Turkey where having children is accepted as a duty of being married and
being a woman (Boyacioglu & Tiirkmen, 2008). They believe that they cannot
satisfy the primary duty of being a woman as determined by society (Karaca &
Unsal, 2015). It is important to note that although in present study the participants
were educated and living in urban regions of Turkey, they have also identified their
“womanhood” based on motherhood. This finding demonstrated that regardless of
their education level and employment status, infertile women could feel insufficient,
like “less women”. They thought that they could not meet the norms and general

expectations regarding traditional gender role of woman.

Since infertility made women feel insufficient, from the participants’ ideals for

having children, it was also observed that most of the participants accepted having
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children as a demonstration of their personal accomplishment. For instance, as
stated by one of the participants (i.e., Ipek), they believed that a child could be
representation of how good she is, like her “masterpiece”. This utopia brings to
mind the theoretical explanation that desire for children is essentially a narcissistic
need (Michaels, 1988) and children would reveal the goodness of the person
(Bigner, 2010). From the psychoanalytic point of view this case can be evaluated
that children may have a function of being the narcissistic extensions of their
mothers. As Freud (1914) stated women reflect their self-love towards the baby and
children to assure “revival and reproduction of their own narcissism” (p. 91). Since
throughout the diagnosis and treatment process women’s self-esteem was decreased
(e.g., Domar et al., 2012; Newton et al., 1992) and they had negative self-concept
(e.g., Karaca & Unsal, 2015), having children could be thought as a way of
increasing women’s self-esteem and self-worth (Hansen, Slagsvold, & Moum,

2009).
4.5.1.2. Intense Negative Emotions

The feelings of worthlessness and uselessness because of infertility and not being
able to achieve their idealized life created negative emotions in infertile women.
Regarding infertility and treatment process having intense negative emotions was
found as the second subordinate theme. The literature findings demonstrated that
the negative feelings such as anger (Domar et al., 2012), intense level of stress, loss
of control (Glover et al., 2009; Mahlstedt et al., 1987), frustration (Domar &
Gordon, 2011), loneliness, desperation (Jirka et al., 1996), guilt and suspicion
(Csemiczky et al., 2000), higher levels of anxiety and depression (Harris & Daniluk,
2010; Smeenk et al., 2004; Verhaak et al., 2001) and grief (Lukse & Vacc, 1999)
were highly common during infertility and treatment process, and through
consecutive unsuccessful trials these emotions could intensify (Berg & Wilson,

1991; Verhaak et al., 2007). Under this theme it was realized that the participants’
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negative emotions concerning involuntary childlessness can be grouped as feeling

aggrieved and feeling alone and misunderstood.
4.5.1.2.1. Feeling Aggrieved

Regarding the participants’ feelings of aggrievedness it was realized that most of the
women thought that life had always been hard and unfair for them and infertility is
also among these difficulties. They believed that although they spent so much
effort and they sacrificed a lot, having children is “free” and easy for others who
behave abusively and do not deserve to have their own kids. Being in that position
made women feeling aggrieved and downtrodden, and intensified their feeling of
helplessness. Since other people could easily have children, being infertile was
“unluckiness” and “unfairness” for them (Redshaw et al., 2007). Moreover, for
them not only being infertile but also exposing assisted reproductive treatment was
perceived as unfairness. It was unfair because regardless of their great deal of
investments in terms of time, energy and money, they could not feel as having
control over the process. For this reason, the treatment process seemed like a
gambling game. For them, the more money they spent, the more chance of getting
pregnant they would have. Similarly, in the study of De Lacey (2002) the
participants believed that treatment process was like “gambling or lottery” in which
they have both chances of winning and losing “the game” and have no control over

the process.

Relevantly, uncontrollability and unpredictability of the treatment process also
increased the women’s feelings of aggrievedness. Although the whole treatment
procedure proceeded on their body and they were exposed to so many injections
and operations, they could not bring the process under control. During that period
women’s decisions have lost its significance and the treatment process mostly
pursued depending on the physiological state of women. For this reason, they felt

like they had no choice on how the treatment would proceed and “like going into a
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dark tunnel” during the treatment process (Redshaw et al., 2007, p.298). Glover and
colleagues (2009) presented that because of unpredictable and biologically oriented
treatment process, women’s feeling of loss of control could be intensified and they
could feel as “blindfold” in the whole process. These situations made women feel as
having no control over the process (e.g., Cooper-Hilbert, 1998; Harris & Daniluk,
2010). Concerning their feelings of aggrievedness and loss of control, some of the
participants thought that infertility could be a test of whether they deserve children
(Cooper-Hilbert, 1998; Harris & Daniluk, 2010). For this reason, the participants
told that they had felt guilty about their previous actions and felt like being tested or
punished by God, parallel with the finding of a recent Turkish study conducted by
Karaca and Unsal (2015).

4.5.1.2.2. Feeling Alone and Misunderstood

Feeling alone and misunderstood was determined as another common feeling under
the roof of intense negative emotions. During infertility and treatment process
women felt alone and misunderstood by their spouse and social circles (e.g.,
families, relatives, friends) and these negative emotions also aggravated their
feelings of worthlessness like an “empty can.” For this reason, although women
were in need of communication and social support, they kept themselves aloof from
their families and friends (Davis & Dearman, 1991). As depicted in the literature,
the feelings of loneliness and isolation were among the most common emotions that
people experience in the face of infertility, and women were more negatively
affected compared to men (Gokler et al., 2014; Jirka et al., 1996). In this study,
women felt left alone and as shouldered all responsibilities during the treatment
process; and thus, they were furious at their husband. Although the husbands were
also described as an important source of social support (e.g., Karaca & Unsal,
2015), in current study most of the participants complained that their husbands

could not understand how hard the treatment process was going for them.
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Consistent with earlier studies (e.g., Mahlstedt, 1985), the women were angry
towards their spouse, felt lack of emotional understanding and support, and believed
that the men’s contribution over the process was scarce. Even if the men tried to
behave supportively, women perceived their husbands as disinterested, avoidant and
neglectful towards themselves, and this made them feel alone and unsupported. In
the literature, it was presented that men’s these types of behaviors might be
associated with their use of distancing as a coping strategy (Williams, 1997).
Distancing was useful for decreasing men’s stress level, but this could also make
women feel alone (Peterson, Newton, Rosen, & Skagg, 2006). Although men try to
forget the problem through denial, women can show repetitive thinking (Wright et
al., 1991). Therefore, as observed in present study, men’s coping style was
evaluated as neglectfulness by infertile women, and because of this, women could

feel alone and misunderstood.

In regard to women’s perceptions about their husband’s behaviors it is also
important to note that more conservative participants did not question their
husband’s attitudes and they were more submissive compared to other women. For
instance, in this study, although their problem was defined as male-factor infertility,
one of the participants (i.e., Zehra) believed that the treatment process was a duty of
women and men could not make anything for them. From the participant’s attitudes
it was observed that as Wright and colleagues (1991) implied even if the source of
problem was associated with men, women took the responsibility of infertility
process. This tendency might be related to the fact that irrespective of the source of
infertility, treatment proceeds on woman body. Moreover, in line with social role
theory (Eagly & Steffen, 1984), since in terms of social roles women are
responsible from conception and childbearing, regardless of the source of infertility
they can feel as having more responsibility (Wright et al., 1991). From the
participants’ attitudes it was also thought that women having this type of male

dominant point of view might have suppressed their anger, and they did not
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consider whether their husband could understand the difficulties they had been
exposed to. This is because women having traditional gender roles identified
themselves with more submissive roles and supposed that men had higher social
status, as implied by numerous Turkish studies (e.g., Boyacioglu & Tiirkmen, 2008;

Kagitcibasi, 1981).

In addition to their feelings towards their husband, the theme feeling alone and
misunderstood also comprised the women’s feelings towards their social
environment. Some of the participants groused about their families’ intrusive
attitudes, while the others were annoyed with their uninterested and ignorant
behaviors as if nothing had happened. From the things the participants told it was
understood that although most of the time the people around them tried to be
supportive and oversensitive, the women felt uneasy and believed that others took
pity on them. It seems that regardless of the individuals’ reactions, they felt lonely,
desperate and miserable because of the infertility itself (Jirka et al., 1996). Social
stigmatization of infertility (Whiteford & Gonzalez, 1995), excessive questions
from social environment (Karaca & Unsal, 2015), women’s feelings of
“awkwardness” (Harris & Daniluk, 2010) and their self-criticizing attitudes made
them feel alone and misunderstood and prevented them from social interactions,
especially if other people had small children (Berg, Wilson, & Weingartner, 1991;
Davis & Dearman, 1991; Glover et al., 2009). For these reasons, although seeking
social support was essential for dealing with emotional problems during infertility
and treatment process, the patients choose isolation and avoidance, and this might
have also increased their level of stress and loneliness (e.g., Davis & Dearman,

1991; Jordan & Revenson, 1999).
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4.5.1.3. Coping in Maladaptive Ways

While talking about these negative emotions, it was realized that women used some
strategies to overcome or move away from these feelings. Although for them these
strategies were among the ways of coping, these practices were effective in the
short term and did not seem to be useful over the long run. For this reason, these
“coping” mechanisms were regarded as both causes and results of their feelings of
worthlessness, and drawn together with the theme of coping by maladaptive ways as
the last subordinate theme of feeling like an “empty can”. Three types of coping
strategies were identified, namely, social withdrawal, faith or confusion and
masking weaknesses. Based on schema therapy model, it was thought that these
coping strategies had similar features like schema coping styles of avoidance,

surrender and overcompensation, respectively (Young, Klosko, & Weishaar, 2003).
4.5.1.3.1. Social Withdrawal

Among these coping mechanisms, the first one was social withdrawal which can be
thought as a way of avoiding from the feeling of being like an “empty can”. As
previously mentioned, since women did not feel understood and felt social pressure
because of not being able to satisfy the expectations of society, establishing social
relations might have triggered their sense of worthlessness and insufficiency. To
overcome their infertility related stress, they found a way of coping through social
withdrawal. For this aim, they isolated themselves from their families and friends,
locked themselves into their house, and avoided from social relations. Consistent
with the literature findings (e.g., Berg et al., 1991; Cooper-Hilbert, 1998; Glover et
al., 2009), women told that they were feeling uncomfortable in social environment,
because people were asking countless questions that made them feel like being
criticized. Moreover, being together with women who have children or became
pregnant easily also increased their negative emotions and made them “feel

awkward” (Harris & Daniluk, 2010). However, as mentioned before, although this
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was a prevalently used coping mechanism, social withdrawal was ineffective
because for infertile women emotional support from their partners, families and
friends could be helpful to overcome and adjust the negative influences of diagnosis
(Gibson & Myers, 2002). Through social withdrawal they had also prevented
themselves from receiving social support and they further increased their feelings of

loneliness (Jirka et al., 1996).
4.5.1.3.2. Faith or Confusion

Second coping mechanism was named as faith or confusion and it was related to the
participants’ attitudes towards the feeling “like being tested and punished by God”.
Since for them infertility was from God, to overcome their feeling of helplessness
some of the participants had faith in God, they showed compliance and obedience to
God. They tried to relieve themselves by praying and worship, then left the rest to
God. Literature findings showed that the use of spiritual coping was highly common
in Turkey (e.g., Karaca & Unsal, 2015) and other Muslim countries. For instance, in
a study from Iran it was demonstrated that believing in God and praying were
frequently used as a coping strategy (Farzadi, Mohammadi-Fosseini, Seyyed-
Fatemi, & Alikhah, 2007). According to Karaca and Unsal (2015), the belief that
“the ones bowing without rebelling will be rewarded by God” can reduce the
patients’ hopelessness and preserve their self-respect (p. 248). Moreover, religion
could also increase the patients’ sense of controllability over infertility, improve
their well-being and acceptance of the being infertile (Latifnejad Roudsari et al.,
2014). Also, people having religious beliefs do not use denial as a coping
mechanism (Grinstein-Cohen, Katz, & Sarid, 2017). Relevantly, in each group it

was observed that religious women had more positive attitudes towards the process.

Apart from this, in the groups while some women engaged in religious activities
and demonstrated compliance, others questioned the meaning of their infertility. In

this case, when the women could not achieve their goals of being pregnant, they got
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disappointed and confused; because, they thought that regardless of their worship,
God did not give them any reward. Since these women’s fatalistic belief that “God
rewards good deeds and punishes misdeeds” (Karaca & Unsal, 2015, p. 248) could
not be supported, this situation created confusion. Moreover, since they did not
worship before the infertility diagnosis, they felt guilty. During the focus groups it
was observed that to get rid of this confusion, in the end, some of these women tried
to relax themselves considering that infertility was independent from the religious

affiliations.
4.5.1.3.3. Masking Weaknesses

The third coping mechanism was named as masking weakness. From schema
therapy perspective masking weakness was thought as an overcompensation of
women’s feelings of worthlessness and behaving oppositely to their underlying
beliefs (Young, Klosko, & Weishaar, 2003). Mahmoudi, Mirzaian, and
Hassanzadeh (2015) emphasized that overcompensation was common among
infertile women, particularly in the case of lack of social support. Although the
women told that during their infertility period they had experienced hard times and
lots of negative emotions, it was realized that they behaved like a “strong women”
regardless of their internal weaknesses. Moreover, during the group discussions,
despite the negative content of the things they told, the participants tried to reveal
themselves as strong as possible. Consistent with prior findings (Katiraei,
Haghighat, Bazmi, Ramenzanzadeg, & Bahrami, 2010), they frequently used
repression and compensation as defense mechanisms. In relation to these coping
strategies, they tried to laugh and used “mask” of smiling. Sometimes they took no
notice of own emotional necessities and treated themselves like a “machine” or
“robot”. They thought that their body like difficulties. For this reason, if the doctor

had given permission, they would like to continue trials without giving a break.
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Therefore, as understood from the participants’ infertility and treatment related
experiences, after the diagnosis, women got disappointed, felt as losing their
idealized life and experienced range of negative emotions. To overcome or to lessen
the intensity of those emotions they used some coping strategies such as
withdrawal, religiosity, and suppression and compensation. It was observed that the
effects of these prior experiences can maintain even after successful treatment.
These experiences can influence the women’s perceptions on pregnancy process

and their antenatal relations with the fetus

4.5.2. Superordinate Theme II. Pregnancy Process: “What If I Have a

Miscarriage”

The second superordinate theme was related to pregnancy process and named as
“what if I have a miscarriage”. Through the effects of previous negative
experiences, after they became pregnant, women begun to have constant anxiety
about losing their baby. During the discussions it was observed that the women had
constant fears about losing their baby and these fears inhibited their excitement for
being pregnant. From the participants’ attitudes it was understood that consistent
with the previous findings (e.g., Hjelmstedt et al., 2003; McMahon et al., 1997), the
negative influences of treatment process have persisted and women inclined to be
anxious and fearful about losing their baby. As presented in the study of Monti and
colleagues (2008), although both ART-conceived and spontaneously conceived
pregnant women had similar types of anxiety at unconscious level, ART-expectant
mothers revealed higher manifest anxiety which was experienced at the conscious

level, and influence these women until the birth of the baby.

This superordinate theme was divided into three subordinate themes, namely, being
stuck with the past miscarriages, perpetual apprehension including preoccupation
with baby and avoidance and ignorance of baby\pregnancy, and progress towards

completion.
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4.5.2.1. Being Stuck with the Past Miscarriages

Being stuck with the past miscarriages was determined as the first subordinate
theme of this process. As a result of their experiences during infertility period, they
have kept their mind that something bad would happen again. For this reason, they
tried to prepare themselves for possible negative situations; in this way they have
kept their anxiety alive and could not enjoy being pregnant. Regarding this
subordinate theme, the literature findings indicated that even if a successful
pregnancy was ensued, ART-conceived pregnant women saw themselves as an
“injured” person who perpetuate the negative feelings and adverse influences of
treatment process (Redshaw et al., 2007). They showed higher levels of anxiety
(e.g., Hjelmstedt et al., 2003; Hjelmstedt et al., 2003), especially if they had more
than two trials (McMahon et al., 1997). This result demonstrated that negative
treatment experiences had negative effects on patients’ anxiety level, because as
Harris and Daniluk (2010) mentioned, prior repetitive losses decreased women’s
perceived control over their pregnancy and increased their fear of losing their baby.
Similarly, in focus groups it was observed that depending on prior losses and
disappointments, women set some time points and until that certain time they
experienced extreme anxiety about whether the baby was alive. In this way, they
may feel as having control over the progress of their pregnancy. In present study,
most of the participants were in the second trimester, and according to McMahon et
al. (1997) the expectant mother’s higher concern about well-being of the baby can

show continuity until the third trimester.
4.5.2.2. Perpetual Apprehension

In addition to excessive anxiety in ART pregnancies, Monti and colleagues (2008)
emphasized that since during the treatment process women experienced countless
difficulties and the grief of diagnosis, having excessive emotional stress and worry

about their pregnancy were “normal” for their situation. During the discussions it
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was understood that as a result of their pregnancy related stress, expectant ART-
mothers had perpetual apprehension related to pregnancy process. As Hjelmstedt
and colleagues (2006) stated, pregnancy after a long-awaited involuntary
childlessness was emotionally challenging for them. To protect themselves potential
disappointments, ART-conceived pregnant women could demonstrate various
psychological responses (McMahon et al., 1999). Within this scope, it was thought
that to handle their feelings of apprehension, the participants showed either

preoccupied or avoidant attachment towards their baby.
4.5.2.2.1. Preoccupation with Baby

Regarding their preoccupation with baby, it was realized that some of the
participants were frequently checking whether their baby was still alive and healthy.
They demonstrated overprotective attachment to their unborn baby (Fisher,
Hammarberg, & Baker, 2008). Since they worried about losing their baby and could
not feel control over the baby’s living, to reduce their anxiety and bring their
pregnancy under control they tried to be sure about the baby’s existence via
excessive checking. In the study of Bernstein, Lewis, and Seibel (1994) a similar
tendency was observed from women’s compulsive control for vaginal bleeding.
Moreover, due to their over concern for and preoccupation with the baby, although
this could not be possible in terms of development of the fetus, some of the
participants claimed that they were perceiving the baby’s movements. For instance,
although Fatma was 6 weeks pregnant, she thought that she was recognizing the
movements of her baby. In the literature it was indicated that mothers’ these types
of overprotective attitudes were strongly associated with experiencing prior losses

during pregnancy period (Warland, O'Leary, McCutcheon, & Williamson, 2011).
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4.5.2.2.2. Avoidance and Ignorance of Baby\Pregnancy

As another tendency to overcome their anxiety of losing their baby, women
demonstrated avoidant attitudes and behaved like they were not pregnant. Due to
their avoidance and ignorance of baby/pregnancy, they did not pay attention to the
movements of the fetus, because they thought that establishing a bond with the baby
would increase their disappointment if they lose the baby. As Harf-Kashdaei and
Kaitz (2007) emphasized, avoidant coping skills, through denial of stress and
anxiety suppression, were common among previously infertile population.
McMahon et al. (1999) stated that due to their fear of losing their unborn baby, with
the aim of protecting themselves from potential disappointments, ART-conceived
expectant mothers tried to holding back from the baby and made fewer talks with
the fetus. They believed that to overcome pregnancy related stress these types of
avoidant attitudes might be useful (McMahon et al., 1999). Similarly, in present
study concerning their avoidant attitudes, the participants mentioned that they did
not buy anything for the baby, did not talk with the baby, delayed preparation of
kid’s room and did not choose a name for the baby. They stated that they did not
want to personalize the baby. According to McMahon and colleagues (1999),
women’s these types of attitudes could also be evaluated as an indicator of their
lower prenatal attachment. Hjelmstedt and colleagues (2006) mentioned that their
negative prior experiences might be the cause of their lower prenatal attachment.
They always keep their mind to the possibility of losing their baby, for this reason,
as a defense they do not want to get prepared for the baby (Harris & Daniluk, 2010).
Moreover, as observed in the current study, since women made heavy investments
for their pregnancy, having avoidant attitudes also made them feel guilty; they
blamed themselves thinking that their avoidant attitude was why they did not

deserve having children.
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4.5.2.3. Progress towards Completion

Apart from these anxious attitudes, although throughout their pregnancy women
have worried about having miscarriages, for some participants being pregnant was
also a source of pride and they attributed that pregnancy was a progress towards
completion. McMahon and colleagues (1999) stated that despite their higher levels
of anxiety, ART-women could have positive feelings about being pregnant. For
these women, pregnancy could refer to positiveness and fulfilment (McMahon et
al., 1999). For this reason, in current study some of the participants had a desire to
show off their pregnancy and welcome it irrespective of its negative aspects. As
observed in the study of Klock and Greenfeld (2000) as a result of their previous
investments, pregnancy could be like a reward and ART-women might have a
tendency to overlook the negative aspects of pregnancy such as weight gain. Some
of the participants had a desire to reveal their pregnancy, because in this way they
could demonstrate their fecundity (Papaligoura et al., 2012). For them, achieving
pregnancy could represent overcoming the obstacles and make them feel triumph
and satisfaction (Redshaw et al., 2007). Similarly, in this study it was realized that
women believed that becoming pregnant represented their success and because of
this success their self-esteem was increased, they felt worthy and gained self-
confidence about their marital life. This result confirmed the evidence that
conceiving via ART creates positive emotions; while women’s self-esteem
increases, their depression and anxiety levels decrease as their pregnancy proceeds

(Klock & Greenfeld, 2000; Repokari et al., 2007).

To sum up, from the participants’ pregnancy related experiences it was observed
that due to their prior experiences they were very anxious about losing their
pregnancy and as a response they attached to their baby with either preoccupied or

avoidant style. In spite of all these anxious attitudes, they were still excited about
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progressing through completion. A similar tendency was observed also in terms of

their projections about motherhood.

4.5.3. Superordinate Theme III. Projections about Motherhood: Despair and
Hope

The third and last superordinate theme was related to the participants’ projections
about motherhood, and it was observed that as a result of prior phases they had both
despair and hope about future. It was observed that with the influence of negative
life events, they still had hesitations about the future. However, similar to the
tendency of pregnancy process, despite those unfavorable events they were still
hopeful about the future. This superordinate theme included two subordinate
themes, the first one was carrying the burden of the past including worries about
motherhood and avoidance from the idea of motherhood, and the second one was

hope despite the pain of past memories.
4.5.3.1. Carrying the Burden of the Past

For the first one, it was observed that as they were stuck with the past miscarriages
in the pregnancy period, when they were talking about the motherhood it was
observed that they had been carrying the burden of the past. They feared that like
difficulties of infertility period, future would also be difficult for them. As observed
in the study of Redshaw and colleagues (2007), regardless of successful treatment
outcome and giving birth, ART-conceived women maintained the offense and
remorse about being infertile and they were still angry about the necessity of
receiving treatment to have a child. This situation led to two different tendencies.
While some of them explicitly told their worries about motherhood, the others tried
to avoid from the idea of motherhood, parallel with their attitudes regarding

pregnancy period.
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4.5.3.1.1. Worries about Motherhood

In the focus groups it was understood that participants’ worries about motherhood
was mostly related to whether they would be a good mother and their motherhood
abilities would be sufficient. As a consequence of their previous disappointments,
women had fears about the difficulties of motherhood. As it was presented, higher
levels of parenting stress were highly common for these women (Cook et al., 1998).
McMahon and colleagues (1997) implied that since conception was difficult for
these women, they were afraid of childbirth and delivery complications, and they
expected difficulties in infancy period of their baby. For this reason, when they
were dreaming about the future, women preferred toddlerhood or adolescence
periods. This might be associated with the fact that from birth to toddlerhood the
babies are more dependent to their mother and mother’s responsibilities are at the
highest level. To avoid their fears about this period, the women might have skipped
over birth and infancy on their dreams. This finding could also be an indication that
for ART-conceived expectant mothers their children would be more difficult
(Glazebrook et al., 2004; McMahon et al., 1999) and more vulnerable (Gibson et
al., 2000). It was stated that waiting for difficult children could also provide
emotional control for ART-conceived women. In this way, they believe that they
are taking precaution for possible losses and disappointments (McMahon et al.,

1999).
4.5.3.1.2. Avoidance from the Idea of Motherhood

The second subordinate theme of carrying the burden of the past was women’s
avoidance from the idea of motherhood. Due to their avoidant prenatal attachment
attitudes, these women did not want to dream about the baby and motherhood. They
had always kept in their mind the idea of losing their baby; for this reason, they did
not want to attach themselves to the idea of having children. According to Bernstein

and colleagues (1994), ART-expectant mothers’ avoidant attitudes and lack of
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fantasy about future could be dysfunctional for their adjustment to motherhood. For
this reason, pregnancy and motherhood adjustments of this group can proceed

differently from naturally conceived mothers (McMahon et al., 1999).
4.5.3.2. Hope Despite the Pain of Past Memories

The last theme of projections about motherhood was named as hope despite the
pain of past memories. As their feeling of completeness because of being pregnant,
expectant mothers had a deep hope regarding future. They believed that all the
difficulties remained behind and even if a problem would occur in the future, they
will have a strength to overcome them. Glazebrook et al. (2004) showed that since
these women made a great effort to become a mother, motherhood would be more
rewarding for them. Moreover, studies supporting this assumption proposed that
compared to naturally conceived mothers, ART-mothers’ parenting morale might
also be higher and the possibility of experiencing postpartum stress would be less
likely for them (Raguz et al., 2014). However, this assumption is still controversial

and there is a need of further investigation for clarification.
4.5.4. Conclusion

In conclusion, through this qualitative study it was observed that during infertility
and treatment process women experience excessive emotional difficulties and feel
like an “empty women”. They felt inadequate since they could not achieve their
idealized life with a child. Moreover, they had intense negative emotions; due to
these feelings and maladaptive coping mechanisms their feeling of “emptiness”

increased.

When these women became pregnant with these negative emotions and underlying
“emptiness”, it was observed that their infertility related experiences still had an
influence on them. Due to their prior disappointments these women had consistent

fears about losing their baby and as a result of their anxious attitudes they

243



demonstrated either preoccupied or avoidant type of prenatal attachment. During
the focus group discussions, it was observed that although they were anxious and
fearful about the health of their baby, the women who have avoidant prenatal
attachment styles did not realize their negative emotions. This might be the reason
why in some quantitative studies previously infertile women did not differentiate in
terms of pregnancy related anxiety and birth fear (e.g., Poikkeus et al., 2006). It was
thought that due to their avoidant attitudes these women might not have realized
their negative emotions and they could not reflect their anxiety while answering the
questions. Even so, the themes of pregnancy process revealed that since they were

proceeding towards “sufficiency”, they felt as progressing towards completion.

Lastly, while discussing about ART-conceived women’s projections about
motherhood it was observed that they had similar tendencies with pregnancy
process. As observed during the pregnancy process, they were still carrying the
burden of the past and their reactions were either excessive worry or avoidance
from the idea of motherhood. However, it was observed that despite the negative

influences of painful memories, they have still tried to be hopeful about the future.
4.5.5. Strengths of the Study

Concerning the strengths and contributions of present study, as mentioned in
previous parts, studying with a clinical sample is one of the important strengths of
present study. In this way, the findings of study provided knowledge about infertile
and ART-conceived women’s experiences and can be applicable in clinical health
psychology practices. For clinicians, it is an important study to understand the
psychological needs of infertile women based on different time points (i.e.,

infertility and treatment, pregnancy, motherhood).

In addition, in Turkish literature this is the first study examining the experiences of

pregnant women who conceived via ART. Although qualitative studies focusing on
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infertility and treatment process is more common in the literature, the studies
investigating ART-conceived women’s experiences from infertility to motherhood

are scarce also in global literature.

Lastly, although in the literature prior studies concerning infertility and pregnancy
process are commonly conducted by nurses, this study provided an insight about the
subject from a psychological point of view. For instance, from the emergent themes
it was understood that during infertility period psychotherapeutic interventions
should be the essential part of the treatment process. Since the participants’
psychological states concerning pregnancy process revealed that if the patients’
infertility related emotional difficulties are not handled by therapists or support
groups, they can experience adjustment problems in pregnancy and motherhood
periods. Therefore, through this qualitative study it was emphasized that for this
clinical population psychological support is indispensable at every stage of

treatment.
4.5.6. Clinical Implications

After the emergent themes of present qualitative study, I thought that since being
infertile might have triggered the women’s “early maladaptive schemas” (according
to schema therapy perspective; Young et al., 2003) or infertility might have led
numerous dysfunctional beliefs (according to cognitive behavioral therapy
perspective; Beck, 2011), working on these bases of their feelings of worthlessness
through individual psychotherapies could be helpful for infertile women. Moreover,
since the groups were almost homogenous and prior experiences of women were
alike, while talking to each other during the focus group discussions they felt
understood, they saw that they were not alone and after the groups all of them felt
relieved. Although I did not make any therapeutic intervention, from this

observation I thought that support groups or interpersonal group therapies (Yalom,
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1983) could also be beneficial for infertile women during treatment as well as

pregnancy process.

With respect to participants’ pregnancy related experiences it was apparent that due
to their trauma of infertility, ART-conceived pregnant women’s anxiety and fear of
losing their baby negatively affected their emotional states during pregnancy.
Regarding this result the literature findings also emphasized that pregnant women’s
higher depression and anxiety levels were also found predictive for postpartum
depression (Beck, 2001; Robertson, Grace, Wallington, & Stewart, 2004),
relationship problems between mother and children (Halligan, Murray, Martins, &
Cooper, 2007) and some problems in child psychology such as negative behavioral
reactivity (Davis et al., 2004), hyperactivity/attention deficiency, and emotional and
behavioral problems (O’Connor, Heron, & Glover, 2002). For these reasons, this
study also highlighted that previously infertile women’s pregnancy period anxiety

also should not be underestimated and should be intervened.

In the present study, it was also observed that participants’ infertility experiences
negatively influenced not only their pregnancy period but also their projections
about motherhood. When the women’s projections about motherhood were
discussed it was thought that infertile women’s prior anxiety could also be a risk
factor for women’ perceptions on motherhood and their postpartum psychological
well-being (Monti et al., 2008). Regarding their anxious attitudes, it was observed
that pregnant women projected similar tendencies (i.e., avoidance or preoccupation)
towards their parenthood ideals. Apart from this, it is also important to note that
since before having children women had unrealistic expectations from their “ideal”
baby, after the birth their adjustment to the “real” baby would also put a strain on
them (Monti et al., 2008). For this reason, through psychotherapeutic interventions,
working on the infertile women’s idealizations about having children would also be

helpful to prevent them from forthcoming disappointments.
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Therefore, in present study the themes regarding these three time points emphasized
that the effects of trauma of infertility might show persistence even during
motherhood. For this reason, this study highlighted that psychological support
seemed to be as an essential part of infertility treatment at each time point (i.e.,
infertility and treatment, pregnancy, motherhood). As mentioned previously (e.g.,
Peddie, van Teijlingen, & Bhattacharya, 2005; Slade, Emery, & Lieberman, 1997),
this study supported that whether or not a successful pregnancy takes place
understanding and working on ART-women’s emotional needs should be a part of
infertility treatment process. This is because of the fact that the course of ART-
mothers’ pregnancy and motherhood adjustments might be different from naturally

conceived mothers (McMahon et al., 1999).
4.5.7. Limitations and Directions for Future Studies

The current study is not without its limitations. First of all, because of having
pregnancy related complications, excessive anxiety, and being pregnant by itself,
only a few number of women participated to the study. Some patients of the clinic
did not want to attend the group because they thought that talking about prior
experiences could negatively influence them. In other words, they refused to
participate the focus groups to not to remember the infertility process. Moreover, in
present study each focus group discussion was conducted only once. In further
studies making a longitudinal research design and conducting group sessions at
three time points (i.e., infertility and treatment, pregnancy, motherhood) with more
participants would provide a rich seam of information. Third, due to the nature of
focus groups no therapeutic intervention was applied to the participants. As a
moderator, I did not make any therapeutic intervention, but I have realized that
women saw the benefit of group discussion. Based on this observation it can be
recommended that organizing support groups or interpersonal group therapies

(Yalom, 1983) could also be beneficial during treatment as well as pregnancy
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process. As the last limitation, it is important to note that the subjects of present
study were only females. However, from diagnosis to pregnancy process men also
closely witness this situation and men’s attitudes and reactions throughout this
process can also influence women’s experiences. For this reason, to observe the
men’s psychological experiences and their point of view throughout this process, in
further qualitative studies men can also be included. Understanding the men’s side

can also be healing for previously infertile women.
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CHAPTER 5

GENERAL CONCLUSION

The present dissertation aimed to achieve a deeper understanding of the psychology
of pregnant women who conceived via assisted reproductive techniques (ART). The
idea of this study was originated from the assumption that regardless of the
successful treatment outcome, women with infertility history continue to perceive
themselves as “infertile” and cannot get rid of the negative emotional states of being
infertile (e.g., Braverman et al., 1998; Hjelmstedt et al., 2004; Olshansky, 1990). As
a result of their past experiences, these women are likely to have higher levels of
pregnancy distress, anxiety for losing their baby (Hjelmstedt et al., 2004; McMahon
et al,, 1997), and they experience adjustment problems during both pregnancy
(Lepecka-Klusek & Jakiel, 2009) and motherhood (Gibson et al., 2000; Glazebrook
et al., 2004). Based on this knowledge, to be able to understand how these past
experiences influence the psychology of ART-conceived pregnant women, a mixed-
method design was employed and three separate studies were conducted within the
scope of this dissertation. In Study 1, Turkish adaptation of Parenthood Motivation
Scale (PMS) was carried out; in Study 2, the effects of parenthood motivation and
prenatal distress on pregnancy adaptation and prenatal attachment were
investigated, while also investigating the moderator roles of perceived social
support, insecure attachment styles and prenatal distress; and in Study 3, ART-
conceived pregnant women’s experiences from the infertility diagnosis towards
their pregnancy process were tried to be understood. In this chapter, the findings of

these three studies will be concluded together.
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In the first study, the results of Turkish adaptation of PMS revealed that the scale is
a reliable and a valid assessment tool, and similar to the original version, it
consisted of six dimensions, namely continuity, nurturance, relationship, identity,
social pressure, and materialism. When the motivational bases of naturally- and via
ART-conceived expectant mothers were compared, it was found after controlling
the effects of various demographical characteristics (i.e., age, education level,
duration of marriage, marital satisfaction and duration of struggle for having
children) that ART-women demonstrated significantly higher motivation levels in
terms of overall PMS, and identity and social pressure dimensions. This result was
in line with prior findings, which indicated that childlessness was a direct threat for
identity of infertile women (Greil et al., 2018), and in collectivist cultures, due to
extended family networks, infertile women could have significantly higher
parenthood motivation in terms of identity and social pressure dimensions (Cassidy

& Sintrovani, 2008).

The present findings related to parenthood motivation revealed that, as emphasized
by Langdridge et al. (2000), higher motivation bases could negatively influence the
ART-conceived women and increase their stress levels. Regarding the effects of
ART-women’s parenthood motivation on their prenatal attachment, it was observed
in the second study that higher parenthood motivation was a risk factor for having
lower levels of prenatal attachment. Moreover, if these women had higher prenatal
distress levels or avoidant attachment pattern, the intensity of this negative relation
could increase. In terms of the moderator role of prenatal distress on this
association, it is important to note that in the case of having higher parenthood
motivation and increased prenatal distress, the relation between parenthood
motivation and prenatal attachment revealed a counter slope. This means that due to
their higher motivations and excessive fear about losing their baby (Gibson et al.,
2000; Litt et al., 1992; Yakupova et al, 2015), these women demonstrated

preoccupied and overprotective attitudes towards their unborn baby and showed
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more emotional involvement (Agostini et al., 2009; Van Balen, 1996; Fisher et al.,
2008). In consistence with these findings, ART-women’s preoccupied tendency was
also observed in the third study. It was noticed throughout the focus group
discussions that, since they were highly motivated for having children but also
fearful about having miscarriages, some participants showed preoccupied
attachment towards their baby. They revealed over-concern for the baby and felt the
movements of the baby even if the baby was smaller than they could feel (e.g., as

observed in a participant who was pregnant for only 6 weeks).

In addition to this, in the second study, the results that are related to the moderator
role of avoidant attachment style on the relation between parenthood motivation and
prenatal attachment were also backed up by the data from the third study. Regarding
this association, in Study 2, the findings revealed that, in case the women had
higher parenthood motivation and higher avoidant attachment patterns, their
prenatal attachment was decreased. Similarly, in Study 3, participants’ avoidant
attitudes and lower prenatal attachment levels became visible through their lack of
preparation for the baby and not paying attention to the movements of the fetus.
Although ART-women use these avoidant attitudes to overcome their pregnancy
related stress (McMahon et al., 1999), the results from Study 2 and 3 demonstrated
that these avoidant tendencies decreased women’s prenatal attachment, and in this

way became a risk factor for the problems concerning postnatal attachment (Muller,

1996) and mother-child relations (Siddiqui & Hégglof, 2000).

A similar trend was observed for women’s anxious attitudes. In the second study,
with regards to the relation between prenatal distress and pregnancy adaptation,
women with higher anxious attachment patterns demonstrated lack of adaptation.
Moreover, in the third study, it was observed during the discussions with ART-
conceived women concerning their pregnancy period experiences that, as they could

not feel in control over the baby’s living, to be able to overcome their excessive
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anxiety, they frequently checked whether their baby was still alive and healthy.
When these results are evaluated together, to decrease the adverse effects of this
combination (i.e., higher prenatal distress and higher anxious attachment pattern) on
women’s psychological adaptation, it can be recommended that ART-conceived
women’s excessive prenatal distress and anxious attachment style should be

handled in conjunction with psychotherapeutic interventions or support groups.

Stress buffering mechanism of perceived social support was another essential point
of the present dissertation. In the second study, regarding the relation between
prenatal distress and pregnancy adaptation, the moderator role of perceived social
support from friends was found to be the only significant finding. Moreover, when
the association between parenthood motivation and women’s pregnancy adaptation
in terms of identification with the motherhood role was considered, it was found
that the moderator role of perceived social support from the significant other (i.e.,
doctor, nurse, relatives etc.) could significantly enhance this relation. When these
two findings were taken together, it was concluded that rather than family members
(e.g., spouse, mother and father), ART-conceived women commonly benefited from
the outside sources. In the study, the non-significant role of perceived social support
from family members was found interesting at first. However, when a
comprehensive information related to participants’ experiences was achieved from
the third study, it was observed that, since ART-conceived pregnant women felt
alone and misunderstood by their spouse, mother and father, they could not feel as
supported from these sources. Consistent with earlier findings (e.g., Cooper-Hilbert,
1998; Mabhlstedt, 1985), in the third study ART-women were angry towards their
spouse; they felt lack of emotional understanding and support from them, and
believed that the men’s contribution over the process was scarce. Regarding these
findings, it is important to note that due to men’s different coping strategies such as
use of distancing, they might not be perceived as supportive (Williams, 1997).

Furthermore, in terms of other family members such as mothers or fathers, the
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uselessness of their support might be associated with cultural structure of Turkish
society (see Kagitcibasi, 2007). Since extended family networks are more intrusive
in Turkey, it seems that rather than becoming a source of social support, these

people could create social pressure on ART-women.

In conclusion, from the first to the third studies, present dissertation was a
comprehensive study where each part completed the other. Working with a clinical
sample, using a mixed method research design, and comprehensive consideration of
the subject can be regarded as the strong aspects of this dissertation. The outcome
of each study emphasized the importance and value of having children in Turkish
culture. Moreover, it was observed that having children was perceived to be a
crucial part of these women’s gender role and to satisfy this societal expectation,
women were highly motivated for motherhood. Although they had higher
motivation levels and were enthusiastic about this pregnancy, due to the negative
experiences throughout the treatment process, the results emphasized that ART-
conceived women had increased prenatal distress levels that could reduce their

pregnancy adaptation and prenatal attachment.

As the last word, the findings of present dissertation demonstrated that providing
psychological support at each stage of the treatment seems to be essential for this
clinical group. While working with ART-conceived women, the results of the
present dissertation might be useful for clinical health psychology practices in

Turkey.
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APPENDICES

APPENDIX A: DEMOGRAPHIC INFORMATION FORM

GEBE BiLGi FORMU

GENEL BIiLGILER Tarih:

1. Yasimz: .........
2. Kag¢ yillik evlisiniz? ........

3. Nasil evlendiniz?
Asik olarak o Arkadashgin sevgiye doniismesiyle O Birilerinin tamistirmasiyl:

Goriicii usulii O Diger O........

4. Esinizin ve\veya sizin baska bir evlilik gecmisiniz var mm?

Esimin var o Benim var o ikimizin de yok o

5. Esinizin ve\veya sizin daha énceki evliliklerinizden ¢cocuklar: var mi?
Esimin var o Benim var o ikimizin de yok o

6. Esiniz ile nasil bir iliskiniz var?
Oldukc¢a Kétii O Kotiio Ortao iyio Oldukega iyi o
7. Tam aldigimiz herhangi bir psikolojik rahatsizhigimiz var m?

Hayir O Evet O ise kisaca aciklayimiz.

8. Tam aldigimiz herhangi bir fiziksel rahatsizhgimiz var mi?
Hayir O Evet O ise kisaca aciklayimiz.
9. En son mezun oldugunuz okul:

ilkégretimo Liseo Universite O Master O Doktorao

Digero.........
10. Calisma durumunuz:
Calisiyorum o Gebelik doneminde ara verdim o Calismiyorum O

11. Esinizin en son mezun oldugu okul:
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12. Esinizin calisjma durumu: Calisiyor O Calismyor o
13. Gelir durumunuz nedir? Diisiik o Orta o Yiiksek O

14. Hayatimzin en uzun siiresini nerede gecirdiniz?

Koy o Kasaba o Sehir o Metropol o

15. Annenizin egitim durumu nedir? 16. Babamizin egitim durumu nedir?
Okur-yazar degil o Okur-yazar degil o
Okur-yazar o Okur-yazar O

[lkokul mezunu o [lkokul mezunu o

Ortaokul mezunu o Ortaokul mezunu o

Lise mezunu o Lise mezunu o

Universite mezunu o Universite mezunu o
Lisansiistii egitim mezunu O Lisansiistii egitim mezunu O
GEBELIK OYKUSU

17. Gebeliginizin kac¢incl haftasindasimz? .......... hafta

18. Hangi yardimeci iireme teknigiyle gebe kaldimz?

Asllama o IVF (tiip bebek) o Mikroenjeksiyon teknikleri o Diger o .....ccceennee.
19. Gebeliginizin tiirii nedir?

Tekil o Cogul o

20. Bebeginizin\bebeklerinizin cinsiyeti nedir?

Kiz o Erkek o (Cogul gebelik durumunda kutularin yanina rakam yazimz.)
21. Viicut agirhgimz: Simdiki ...... kg Gebelik oncesi: ...... kg

22. Gebeliginizdeki kilo degisiminden sikayetci misiniz? Hayir o Evet o

23. Gebeliginiz siiresince gebelige bagh bir saghk problemi ile kars1 karsiya kaldimz m1?

Hayir o Evet o ise kisaca aciklayimz.

24. Bu kacinci gebeliginiz?..........
25. Varsa, kaybedilen bebek sayisi: ............
26. Su ana kadar gecirdiginiz gebeliklerde bir sorun yasadiniz m?

Hayir o Evet o ise kisaca aciklayimiz.
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27. Cocuk sahibi olamama nedeniniz size ne olarak agikland1?

Kadina ait infertiliten Erkege ait infertilite Nedeni bilinmeyen infertilite
28. Kag y1l once infertilite (kisirhk) tamis1 aldimiz? ..........

29. Kag senedir cocuk sahibi olmak icin ugrasiyorsunuz? ..........

30. Kac senedir tedavi goriiyorsunuz? ...........

31. Kacincl deneme sonrasi bu gebelik gerceklesti? ...........

32. Cocuk sahibi olmanin sizin i¢cin 6nemi nedir? Kisaca agiklayiniz.

33. Gebe kalma siirecinde yasadiginiz problemler nelerdi? Kisaca aciklayimz.

34. Bu siirecte, hangi alanlarda ve kim tarafindan size destek verilmesini isterdiniz? Kisaca

aciklayiniz.

35. Gebeliginizde ve gebe kalma siirecinizde en ¢ok destegi kimden ya da kimlerden

gordiiniiz? Kisaca aciklayimz.

36. Esinizin gebeliginiz boyunca size verdigi destegi nasil tanimlarsimz?

Hic¢ Biraz Orta Derecede Cogunlukla Her zaman
Destek Olmadi Destek Oldu Destek Oldu Destek Oldu Destek Oldu
1 2 3 4 5

37. Sizce infertilite (kisirhik) ne kadar ciddi bir saghk problemidir?

Hic¢ Biraz Orta Cok Son
Derecede Derece
1 2 3 4 5

38. Sizce infertilite (kisirlik) ne kadar tedavi edilebilir bir saghk problemidir?

Hic¢ Nadiren Orta Cogunlukla  Her zaman
Derecede
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39. Gebe kalmanin ve ¢cocuk sahibi olmanin sizin icin 6nem derecesi nedir?

Hig Biraz Orta Cok Son
Onemli degildir Onemlidir Derecede Onemlidir Onemlidir Derece
Onemlidir

1 2 3 4 5

40. Gebe kalma ve cocuk dogurma konusunda iizerinizde bir baski olustu mu?
Hayir o Evet O

Cevabimiz "Evet" ise,

Ne derece baski hissettiniz?
Hic Biraz Orta Fazla Olduk¢a Fazla
1 2 3 4 5

Bu baskiyi en ¢ok kim veya kimler tarafindan hissettiniz?

41. Gebeliginiz siiresince bebeginize bir sey olacagindan ya da onu kaybedeceginizden ne
kadar korkuyorsunuz?

Hig Biraz Orta Cok Son Derece
Korkmuyorum Korkuyorum Derecede Korkuyorum  Korkuyorum
Korkuyorum 1 2 3
4 5

42. Kendinizi annelige ne kadar hazir hissediyorsunuz?

Hic¢ Biraz Orta Cok Son Derece
Hazir degilim Hazirim Derecede Hazirim Hazirim Hazirim
1 2 3 4 5
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APPENDIX B: PARENTHOOD MOTIVATION SCALE

(ORIGINAL FORM)

The following statements refer to how you feel
about having a child. Please indicate the score for
each which best reflects how you feel. Thank you
for your time.

Strongly disagree

Disagree

Neither

Agree

Strongly agree

Continuity

Own experience of being a child

Carry on the family line

Can give a child a good home

Shape the next generation

To guide and help a new person

=== =] =

NIN|ININ|IN

WlW|Wlw|w

IN NN EN N EN

gijoijuijurjo

Nurturance

To give love to a child

Could bring up a child well

Deep need for a child

To receive love from a child

Enjoyment a child could give

== =] ==

NN N[ NN

WlW Wl Ww|w

INENENFENEN

gijforjuif gijot

Relationship

To have something that is a part of both us

To make us a family

To cement relationship with partner

Very important to partner

=== =

NIN[N[N

WlW|[W|w

ENENFENEN

921 K621 R4, 8§ @)

Identity

One of the most worthwhile things a person can
do

N

w

N

92}

Part of a women’s role

w

To enhance femininity

—_

NN

w

ENEN

ujo

Social pressure

Most friends have children

Religious beliefs/ philosophy of life

Pressure from family

Pressure from friends

== =] =

NN NN

WlW|Ww|w

ENENENEN

giforjoifo

Materialism

Child could help at home or work

—_

Material benefits a child could bring

NN

WlW|w

ENEN

421 K@)

Want love and support in old age
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APPENDIX C: PARENTHOOD MOTIVATION SCALE
(TURKISH FORM)

- s SR g1 E g g

Asagida cocuk sahibi olmakla ilgili ifadeler 2| 2 s g E g

bulunmaktadir. Ltitfen her bir ifade icin sizi en iyi ﬁ % % 3 % g ﬁ g

yansitan secenegi isaretleyiniz. Zaman ayirdigimizigin | E § | E| So E | | B &

tesekkir ederiz. 28| Bl L2 | 2| g8
<N M| Z aX M| XM

Cocuk sahibi olma istegimde ...

Neslin Devami

Kendi ¢cocukluk deneyimlerimin etkisi vardir. 1 2 3 4 5

Neslimi devam ettirme istegimin etkisi vardir. 1 2 3 4 5

Bir cocuga iyi bir ev ortami saglayabilecek olmamin 1 2 3 4 5

etkisi vardir.

Gelecek nesilleri sekillendirme istegimin etkisi vardir. 1 2 3 4 5

Bir bireyin yetismesine yardim ve rehberlik edecek 1 2 3 4 5

olmamin etkisi vardir.

Yetistirme

Bir cocuga sevgi verme istegimin etkisi vardir. 1 2 3 4 5

Bir cocugu iyi yetistirebilecek olmamin etkisi vardir. 1 2 3 4 5

Cocuk sahibi olmaya duydugum yogun ihtiyacin 1 2 3 4 5

etkisi vardir.

Bir cocuk tarafindan sevilme istegimin etkisi vardir. 1 2 3 4 5

Bir cocugun verebilecegi keyfin etkisi vardir. 1 2 3 4 5

Iliski

Ikimizin de bir parcasi olan bir seye sahip olma 1 2 3 4 5

istegimin etkisi vardir.

Cocugun bizi tam bir aile yapacak olmasinin etkisi 1 2 3 4 5

vardir.

Esimle iliskimizi saglamlastirma istegimin etkisi 1 2 3 4 5

vardir.

Esim i¢in ¢ocuk sahibi olmanin ¢ok 6nemli olmasinin 1 2 3 4 5

etkisi vardir.

Kimlik

Cocugun bir insanin yapabilecegi en degerli seylerden 1 2 3 4 5

biri olmasinin etkisi vardir.

Cocuk sahibi olmanin kadinlik roltintin bir parcasi 1 2 3 4 5

olmasinin etkisi vardir.

Kendimi tam bir kadin gibi hissetme arzumun etkisi 1 2 3 4 5

vardir.

Sosyal Baski

Cogu arkadasimin ¢ocuk sahibi olmasinin etkisi 1 2 3 4 5

vardir.

Dini inanc¢larimin/hayat felsefemin etkisi vardir. 1 2 3 4 5

Aile baskisinin etkisi vardir. 1 2 3 4 S

Arkadas baskisinin etkisi vardir. 1 2 3 4 5

Materyalizm

Cocugun evde ya da is yerinde yardimeci olabilecek 1 2 3 4 5

olmasinin etkisi vardir.

Cocugun bana saglayacagi maddi kazanclarin etkisi 1 2 3 4 5

vardir.

Yaslandigimda sevgi ve destek gérme arzumun etkisi 1 2 3 4 5

vardir.
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10.

11.

12.

13.

14.

APPENDIX D: THE SURVEY OF PARENTHOOD OUTLOOK

EBEVEYNLIGE BAKIS ANKETI

. Annemle babam hi¢ gecinemezdi.

I( ) Hi¢ Katilmiyorum II( )Katilmiyorum III[ JKararsizim IV( ) Biraz katiliyorum V( )Kesinlikle Katiltyorum

Cocuk evin nesesidir.
I( ) Hi¢ Katilmiyorum 1I(_ )Katilmiyorum IlI[ ]Kararsizim IV( ) Biraz katiliyorum V/( )Kesinlikle Katiliyorum

Cocuk sahibi olmak mesleki basarim engeller.
I( ) Hi¢ Katilmiyorum 1I(_ )Katilmiyorum IlI[ ]Kararsizim IV( ) Biraz katiliyorum V/( )Kesinlikle Katiliyorum

Anne-baba olmak icin ¢ok yashyim.

I( ) Hi¢ Katilmiyorum 1I(_ )Katilmiyorum IlI[ ]Kararsizim IV( ) Biraz katiliyorum V/( )Kesinlikle Katiliyorum

Evlilik hayatimdan ¢cok memnunum.
I( ) Hi¢ Katilmiyorum 1I(_ )Katilmiyorum IlI[ ]Kararsizim IV( ) Biraz katiliyorum V/( )Kesinlikle Katiliyorum

Cocuk yetistirmek icin gerekli maddi imkanlara sahibim.
I( ) Hi¢ Katilmiyorum 1I(_ )Katilmiyorum IlI[ ]Kararsizim IV( ) Biraz katiliyorum V/( )Kesinlikle Katiliyorum

Sosyal aktivitelere katilmay1 ¢ok severim.
I( ) Hi¢ Katilmiyorum 1I(_ )Katilmiyorum IlI[ ]Kararsizim IV( ) Biraz katiliyorum V/( )Kesinlikle Katiliyorum

Sosyal olarak yalmiz bir insamim.
I( ) Hi¢ Katilmiyorum 1I(_ )Katilmiyorum |lI[ ]Kararsizim IV( ) Biraz katiliyorum V/( )Kesinlikle Katiliyorum

Cocuklugum cok iyi gecti.

I( ) Hi¢ Katilmiyorum 1I(_ )Katilmiyorum IlI[ ]Kararsizim IV( ) Biraz katiliyorum V/( )Kesinlikle Katiliyorum

Insan ileride gurur duyacag bir evlat yetistirmeli.
I( ) Hi¢ Katilmiyorum 1I(_ )Katiimiyorum IlI[ ]Kararsizim IV( ) Biraz katiliyorum V/( )Kesinlikle Katiliyorum

Cocuk yetistirmek icin hi¢ sabirh degilim.
I( ) Hi¢ Katilmiyorum 1I(_ )Katilmiyorum IlI[ ]Kararsizim IV( ) Biraz katiliyorum V/( )Kesinlikle Katiliyorum

Saghk endiselerim sebebiyle cocuk sahibi olmak istemiyorum.
I( ) Hi¢ Katilmiyorum 1I(_ )Katiimiyorum IlI[ ]Kararsizim IV( ) Biraz katiliyorum V/( )Kesinlikle Katiliyorum

Evlilik hayatimda ¢ok problemlerim var.
I( ) Hi¢ Katilmiyorum 1I(_ )Katiimiyorum IlI[ ]Kararsizim IV( ) Biraz katiliyorum V/( )Kesinlikle Katiliyorum

Maddi imkanlarim yeterli degil.
I( ) Hi¢ Katilmiyorum 1I(_ )Katiimiyorum |lI[ ]Kararsizim IV( ) Biraz katiliyorum V/( )Kesinlikle Katiliyorum
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15.

16.

17.

18.

19.

20.
21.

22.

23.

24.

25.

26.

27.

28.

29.

30.

31.

Sosyal faaliyetler insan1 hayata baglar.
I( ) Hi¢ Katilmiyorum 1I(_ )Katilmiyorum |lI[ ]Kararsizim IV( ) Biraz katiliyorum V/( )Kesinlikle Katiliyorum

Ben ¢ok beceriksiz biriyim.
I( ) Hi¢ Katilmiyorum 1I(_)Katilmiyorum IlI[ ]Kararsizim IV( ) Biraz katiliyorum V/( )Kesinlikle Katiliyorum

Cocuk yetistirmekle ilgili olarak ailemden cok sey gordiim.
I( ) Hi¢ Katilmiyorum 1I(_ )Katilmiyorum |lI[ ]Kararsizim IV( ) Biraz katiliyorum V/( )Kesinlikle Katiliyorum

Evlilik ¢cok kutsal bir miiessesedir.
I( ) Hi¢ Katilmiyorum 1I(_ )Katilmiyorum IlI[ ]Kararsizim IV( ) Biraz katiliyorum V/( )Kesinlikle Katiliyorum

Cocugum olursa beni ¢ok yoracagim diisiiniiyorum.
I( ) Hi¢ Katilmiyorum 1I( )Katilmiyorum [ ]Kararsizim 1V( ) Biraz katiliyorum V( )Kesinlikle Katiliyorum

Ebeveyn olmak icin gerekli saghk sartlarina sahibim.

I( ) Hi¢ Katilmiyorum 1I(_ )Katilmiyorum |lI[ ]Kararsizim IV( ) Biraz katiliyorum V/( )Kesinlikle Katiliyorum
Keske hi¢ evlenmeseydim.

I( ) Hi¢ Katilmiyorum 1I( )Katilmiyorum [ ]Kararsizim 1V( ) Biraz katiliyorum V( )Kesinlikle Katiliyorum

Ailemizin geliri ¢ocuk yetistirmeye elverislidir.
I( ) Hi¢ Katilmiyorum 1I( )Katilmiyorum [ ]Kararsizim 1V( ) Biraz katiliyorum V( )Kesinlikle Katiliyorum

Hedef ve idealler hayata hayat katar.

I( ) Hi¢ Katilmiyorum 1I(_ )Katilmiyorum Ili[ ]Kararsizim 1V( ) Biraz katiliyorum V( )Kesinlikle Katiliyorum

Arkadas edinmekte zorluk ¢ekiyorum.
I( ) Hi¢ Katilmiyorum 1I( )Katilmiyorum [ ]Kararsizim 1V( ) Biraz katiliyorum V( )Kesinlikle Katiliyorum

icinde yetistigim aile ortamimi ¢ok begeniyorum.
I( ) Hi¢ Katilmiyorum 1I( )Katilmiyorum Ili[ ]Kararsizim 1V( ) Biraz katiliyorum V( )Kesinlikle Katiliyorum

iyi cocuk yetistirmek cok onemli bir hedeftir.
I( ) Hi¢ Katilmiyorum 1I( )Katilmiyorum [ ]Kararsizim 1V( ) Biraz katiliyorum V( )Kesinlikle Katiliyorum

Cocuk sahibi olmak sosyal yonden beni kisitlar.
I( ) Hi¢ Katilmiyorum 1I( )Katilmiyorum [ ]Kararsizim 1V( ) Biraz katiliyorum V( )Kesinlikle Katiliyorum

Saghgim ve sthhatim yerindedir.
I( ) Hi¢ Katilmiyorum 1I(_ )Katilmiyorum IlI[ ]Kararsizim IV( ) Biraz katiliyorum V/( )Kesinlikle Katiliyorum

Bekarhk sultanlikmis.
I( ) Hi¢ Katilmiyorum 1I( )Katilmiyorum Ili[ ]Kararsizim 1V( ) Biraz katiliyorum V( )Kesinlikle Katiliyorum

Cocuk yetistirmek icin yeterli gelirim yok.
I( ) Hi¢ Katilmiyorum 1I( )Katilmiyorum [ ]Kararsizim 1V( ) Biraz katiliyorum V( )Kesinlikle Katiliyorum

Sosyal yonden kendimi yeterli hissediyorum.
I( ) Hi¢ Katilmiyorum 1I( )Katilmiyorum [ ]Kararsizim 1V( ) Biraz katiliyorum V( )Kesinlikle Katiliyorum
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32.

33.

34.

35.

36.

37.

38.

39.

40.

41.

42.

43.

44,

45.

46.

47.

48.

I¢ine kapanik bir insanim.
I( ) Hi¢ Katilmiyorum 1I( )Katilmiyorum Ili[ ]Kararsizim 1V( ) Biraz katiliyorum V( )Kesinlikle Katiliyorum

Ben ¢ok baski altinda bityiidiim.

I( ) Hi¢ Katilmiyorum 1I(_ )Katilmiyorum [ [Kararsizim

V() Biraz katiliyorum V( )Kesinlikle Katiliyorum

Ben ¢ocuklari ¢ok severim.
I( ) Hi¢ Katilmiyorum 1I(_ )Katilmiyorum [ [Kararsizim

V() Biraz katiliyorum V( )Kesinlikle Katiliyorum

Cocuk giiriiltiisiinii hi¢ cekemem.
I( ) Hi¢ Katilmiyorum 1I( )Katilmiyorum [ ]Kararsizim 1V( ) Biraz katiliyorum V( )Kesinlikle Katiliyorum

Bir siirii saghk problemlerim var.
I( ) Hi¢ Katilmiyorum II( )Katilmiyorum Ili[ ]Kararsizim 1V( ) Biraz katiliyorum V( )Kesinlikle Katiliyorum

Esimin ailesi ile problemlerim var.
I( ) Hi¢ Katilmiyorum 1I( )Katilmiyorum [ ]Kararsizim 1V( ) Biraz katiliyorum V( )Kesinlikle Katiliyorum

Insan sosyal bir varhktir.
I( ) Hi¢ Katilmiyorum 1I( )Katilmiyorum [ ]Kararsizim 1V( ) Biraz katiliyorum V( )Kesinlikle Katiliyorum

Cocuklugumda ailem benimle hig ilgilenmedi.
I( ) Hi¢ Katilmiyorum 1I( )Katilmiyorum Ili[ ]Kararsizim 1V( ) Biraz katiliyorum V( )Kesinlikle Katiliyorum

Her insanin mutlaka bir hayat arkadasi olmal.
I( ) Hi¢ Katilmiyorum 1I( )Katilmiyorum Ili[ ]Kararsizim 1V( ) Biraz katiliyorum V( )Kesinlikle Katiliyorum

Cocuk sahibi olmak ideallerimi gerceklestirmemi engeller.
I( ) Hi¢ Katilmiyorum 1I(_ )Katilmiyorum IlI[ ]Kararsizim IV( ) Biraz katiliyorum V/( )Kesinlikle Katiliyorum

Evlilikten bekledigimi bulamadim.
I( ) Hi¢ Katilmiyorum 1I( )Katilmiyorum [ ]Kararsizim 1V( ) Biraz katiliyorum V( )Kesinlikle Katiliyorum

Anne ve babam cok iyi birer ebeveyndi.
I( ) Hi¢ Katilmiyorum 1I( )Katilmiyorum [ ]Kararsizim 1V( ) Biraz katiliyorum V( )Kesinlikle Katiliyorum

Cocuk sahibi olmak gibi bir idealim yok.

I( ) Hi¢ Katilmiyorum 1I( )Katilmiyorum [ ]Kararsizim 1V( ) Biraz katiliyorum V( )Kesinlikle Katiliyorum

Cocuklar bu zamanda maddi-manevi kiilfettir.
I( ) Hi¢ Katilmiyorum 1I( )Katilmiyorum [ ]Kararsizim 1V( ) Biraz katiliyorum V( )Kesinlikle Katiliyorum

Evlilik ozgiirliiklerimi kisitladi.
I( ) Hi¢ Katilmiyorum 1I( )Katilmiyorum [ ]Kararsizim 1V( ) Biraz katiliyorum V( )Kesinlikle Katiliyorum

Anne baba sefkati hi¢c gormedim.
I( ) Hi¢ Katilmiyorum 1I( )Katiimiyorum Ili[ ]Kararsizim 1V( ) Biraz katiliyorum V( )Kesinlikle Katiliyorum

Hayirh evlat yetistirmek cok giizel bir seydir.

I( ) Hi¢ Katilmiyorum 1I(_ )Katilmiyorum IlI[ ]Kararsizim IV( ) Biraz katiliyorum V/( )Kesinlikle Katiliyorum
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APPENDIX E: MARITAL LIFE SCALE

EVLILIK YASAMI OLCEGI

Asagida evlilik yagamina iliskin 10 ciimle bulunmaktadir. Bu climlelerden her birinin
altinda da "kesinlikle katilmiyorum", "katilmiyorum", "kararsizim", "katiliyorum" ve "kesinlikle

katiliyorum" segenekleri yer almaktadir. Her ciimleyi dikkatle okuyunuz ve sizin evlilik

yasaminiza uyan segenegi ¢arpi (X) koyarak isaretleyiniz.

1. Evlilikten beklediklerimin ¢ogu gergeklesti.
() Kesinlikle ( ) Katilmiyorum () Kararsizim ( ) Katiliyorum
katilmryorum

2. Evliligimizdeki engellerin agilamaz oldugunu diisiiniiyorum.
( ) Kesinlikle () Katilmiyorum () Kararsizim ( ) Katiliyorum
katilmiyorum

3. Evliligimizi ¢ok anlamli buluyorum.
( ) Kesinlikle () Katilmiyorum
katilmiyorum

( ) Kararsizim ( ) Katiliyorum

4. Evliligimizde giderek eksilen heyecan beni rahatsiz ediyor.
( ) Kesinlikle ( ) Katilmiyorum () Kararsizim ( ) Katiliyorum
katilmiyorum

5. Evliligimiz zaman zaman bana bir yiik gibi geliyor.
() Kesinlikle () Katilmiyorum () Kararsizim ( ) Katiliyorum
katilmiyorum

6. Huzurlu bir ev yagamim var.
( ) Kesinlikle () Katilmiyorum
katilmiyorum

( ) Kararsizim ( ) Katiliyorum

7. Evliligimiz her gecgen giin daha iyiye dogru gitti.
( ) Kesinlikle ( ) Katilmiyorum () Kararsizim ( ) Katiliyorum
katilmiyorum

8. Bizim iliskimiz ideal bir kari-koca iligkisidir.
( ) Kesinlikle () Katilmiyorum () Kararsizim ( ) Katiliyorum
katilmiyorum

9. Esim benim i¢in ayn1 zamanda iyi bir arkadastir.
( ) Kesinlikle ( ) Katilmiyorum () Kararsizim ( ) Katiliyorum
katilmiyorum

10. Bagbasa kaldigimiz zaman benim canim hig sikilmaz.

( ) Kesinlikle ( ) Katilmiyorum () Kararsizim ( ) Katiliyorum
katilmiyorum
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() Kesinlikle
katiliyorum

( ) Kesinlikle
katiliyorum

( ) Kesinlikle
katiltyorum

( ) Kesinlikle
katiliyorum

( ) Kesinlikle
katiliyorum

( ) Kesinlikle
katiliyorum

( ) Kesinlikle
katiliyorum

() Kesinlikle
katiliyorum

( ) Kesinlikle
katiliyorum

() Kesinlikle
katiliyorum



APPENDIX F: REVISED PRENATAL DISTRESS QUESTIONNAIRE

PRENATAL DISTRES OLCEGI (Revize Versiyon)

Gebelikte bir takim durumlar bazi kadinlar i¢in rahatsizlik verici veya tedirgin edici olabilir. Ancak, baska
kadimlar ayni seylerden rahatsiz olmayabilir. Biz, sizin gebeliginiz siiresince su ana kadar endise
duydugunuz ya da rahatsiz oldugunuz seyleri 6grenmek istiyoruz. Gebeliginizin bu doneminde, kendinizi
rahatsiz, endiseli ya da iizgiin hissettiginiz durumlar liitfen asagida yer alan “0-Hi¢”, “1-Biraz” ve “2-

Cok Fazla” segeneklerden birini isaretleyerek cevaplayimiz.

1. Gebeliginizin bu déneminde yeni dogan bebegin bakimi konusunda kendinizi rahatsiz, iizgiin ya da
endiseli hissediyor musunuz?

0 1 2
Hig Biraz Cok Fazla

2. Gebeliginizin bu doneminde yiiksek tansiyon veya seker hastahg: gibi devam eden saghk
sorunlarinizin gebeliginize etkisi konusunda kendinizi rahatsiz, iizgiin ya da endiseli hissediyor

musunuz?
0 1 2
Hig Biraz Cok Fazla

3. Gebeliginizin bu doneminde enerjinizin diisiik olmasi ve kendinizi yorgun hissetmeniz konusunda
kendinizi rahatsiz, iizgiin ya da endiseli hissediyor musunuz?
0 1 2
Hig Biraz Cok Fazla

4. Gebeliginizin bu doneminde dogum sirasinda hissedeceginiz agri/sanci konusunda kendinizi
rahatsiz, iizgiin ya da endiseli hissediyor musunuz?
0 1 2
Hig Biraz Cok Fazla

5. Gebeliginizin bu doneminde aldigimiz saghk bakim hizmetleri icin yaptiginiz harcamalar konusunda

kendinizi rahatsiz, iizgiin ya da endiseli hissediyor musunuz?
0
Hig Biraz Cok Fazla

6. Gebeliginizin bu doneminde kilonuzda ve viicudunuzun goriiniimiinde olusan degisiklikler
konusunda kendinizi rahatsiz, iizgiin ya da endiseli hissediyor musunuz?
0 1 2
Hig Biraz Cok Fazla

7. Gebeliginizin bu doneminde bebegin beklenenden ¢ok erken dogma olasihgr konusunda kendinizi

rahatsiz, iizgiin ya da endiseli hissediyor musunuz?
0 1 2
Hig Biraz Cok Fazla
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8. Gebeliginizin bu doneminde gebelikte ortaya ¢ikan kusma, ayaklarda sislik veya bel agris1 gibi
bedensel sikayetler konusunda kendinizi rahatsiz, iizgiin ya da endiseli hissediyor musunuz? (Evet ise;

hangi sikayetler? ...........cooviiiniiiiieeeeee e ll)
0 1 2
Hig Biraz Cok Fazla

9. Gebeliginizin bu déneminde aldigimiz tibbi bakimin kalitesi konusunda kendinizi rahatsiz, iizgiin ya
da endiseli hissediyor musunuz?
0 1 2
Hig Biraz Cok Fazla
10. Gebeliginizin bu déoneminde bebegin dogumu nedeniyle diger insanlarla olan iliskilerinizde
yasayacaginiz degisiklikler konusunda kendinizi rahatsiz, iizgiin ya da endiseli hissediyor musunuz?

(Evet ise; ozellikle kiminle?....................oooooini. )
0 1 2
Hig Biraz Cok Fazla

11. Gebeliginizin bu déneminde sagliksiz bir bebeginiz olabilecegi konusunda kendinizi rahatsiz, iizgiin
ya da endiseli hissediyor musunuz?
0 1 2
Hig Biraz Cok Fazla
12. Gebeliginizin bu doneminde dogum sirasinda neler olacag: konusunda kendinizi rahatsiz, iizgiin ya
da endiseli hissediyor musunuz?
0 1 2
Hig Biraz Cok Fazla
13. Gebeliginizin bu déneminde ¢alisma yasaminiz veya ailenizin bakim konusunda kendinizi rahatsiz,
iizgiin ya da endiseli hissediyor musunuz?
0 1 2
Hig Biraz Cok Fazla
14. Gebeliginizin bu déneminde bebegin giysileri, beslenmesi ve saghik bakimi icin yapacagimz
harcamalar konusunda kendinizi rahatsiz, iizgiin ya da endiseli hissediyor musunuz?
0 1 2
Hig¢ Biraz Cok Fazla
15. Gebeliginizin bu déoneminde bebegin dogumundan sonra bir iste cahsmak durumunda olmaniz
konusunda kendinizi rahatsiz, iizgiin ya da endiseli hissediyor musunuz?
0 1 2
Hig Biraz Cok Fazla
16. Gebeliginizin bu déneminde bebegin dogumundan sonra bebegin giinliik bakimi, diger bakim
konular1 ve bebek bakiminda destek alinan kisiler konusunda kendinizi rahatsiz, iizgiin ya da endiseli

hissediyor musunuz?
0 1 2
Hig Biraz Cok Fazla

17. Gebeliginizin bu déneminde kullandigimiz sigara, alkol ya da ilaclardan bebegin etkilenmis olup

olmadig1 konusunda kendinizi rahatsiz, iizgiin ya da endiseli hissediyor musunuz?
0 1
Hig Biraz Cok Fazla
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APPENDIX G: PRENATAL SELF EVALUATION QUESTIONNAIRE

Prenatal Kendini Degerlendirme Ol¢egi (PKDO) Tiirkce Formu
Asagidaki ifadeler hamile kadimnlar tarafindan olusturulmustur. Her ifadeyi okuyarak hangi yanitin sizin
duygularinizi en iyi sekilde tanimladigina karar verin. Daha sonra her ifadeye uygun gelen segenegi

isaretleyin.

Cok fazla
tammmliyor
Kismen
tanimlhiyor
Biraz
tamimliyor
Hig
tammmlamiyor

1. Gebe olmak i¢in iyi bir zaman.

2. Anne-babalari, ¢ocuklari ile birlikteyken izlemek hosuma
gidiyor.

3.Gebeligim siiresince ortaya ¢ikabilecek rahatsizliklarin
iistesinden gelebilirim.

4. Esimle dogacak bebegimiz hakkinda konusuyoruz.

5. Esim gebeligim siiresince beni elestirdi.

6. Icimde bir cocuk bityiitmenin bir 6diil oldugunu diistiniiyorum.
7. Dogum konusunda cok sey bilmem gerektigini diisliniiyorum.
8. Agri ile bas edebilirim

9. Gebeligim nedeniyle meydana gelen degisiklilere aligmakta
zorlantyorum.

10. Uzgiin oldugumda esim bana anlay1s gosterir.

11. Stresli oldugum zaman bu durumun iistesinden gelebilirim.
12. Dogumumun saglikli bir sekilde ilerleyecegini diigiiniiyorum.
13. Doguma hazirlanmak i¢in yapabilecegim ¢ok az sey var.

14. Annem dogacak olan bebegimle ilgileniyor.

15. Bir¢cok durumda sakinligimi koruyabilecegime inaniyorum.
16. Bebegimin saglikli olmayacagi konusunda endiselerim var.
17. Ne zaman agr1 yasasam bunun en koétii sey oldugunu
disiiniirim.

18. Dogumun, sonu oldugunu bilmek benim kendimi kontrol
etmeme yardim edecektir.

19. Bebegime bakmay1 dort gézle bekliyorum.

20. Annem gebe olmamdan mutlu.

21. Annem yararli dnerilerde bulunur.

22. Gebeligimden zevk aliyorum.

23. Esim benimle gebeligim hakkinda konugmay1 seviyor.

24. Dogum sirasinda yasayacaklarim konusunda iyi seyler
disiiniiyorum.
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(Continued)

Cok fazla

tamimhiyor

Kismen

tamimhiyor

Biraz
tamimhiyor

Hic¢

tanimlamiyor

25. Dogum sirasinda agrilarim oldugunda ne yapmam gerektigini
biliyorum.

26. Bir an 6nce dogum yapmay1 istiyorum.

27. Doktor ve hemsirelerin dogum sirasindaki sorunlarimla
ilgilenmemesinden korkuyorum.

28. Annemle problemlerim hakkinda rahatlikla konusabiliyorum.

29. lyi bir anne olup olamayacagim konusunda kuskularim var.

30. Sik sik bebekte olabilecek sorunlari diigiiniiyorum.

31. Annem torununu sabirsizlikla bekliyor.

32. Hamile olmaktan memnunum.

33. Etrafimda ¢ocuklarin olmasi hosuma gidiyor.

34. Cocuk bakimi ile diger sorumluluklarimi ve islerimi
dengelemem zor olacak.

35. Esim, ihtiya¢ duydugumda ev islerinde yardim eder.

36. Gebelik siiresince cinsel hayatimizdaki degisiklik konusunda,
esimle konugmakta zorlanirim.

37. Annem yanimda oldugunda kendimi iyi hissediyorum.

38. Dogumda iyi olmak i¢in kendi kendimi hazirliyorum.

39. Dogum sirasinda kontroliimii kaybedecegimden eminim.

40. Dogumum sirasinda esimin bana destek olacagina inantyorum.

41. Dogumda bana kotii seyler olabileceginden korkuyorum.

42. Bebek bakiminin o kadar da eglenceli olmadigini diisiiniiyorum.

43. Esim duygularim ve sorunlarimla onu siktigimi diigtintiyor.

44. Annem ve ben ne zaman bir araya gelsek tartisiriz.

45. Bebege yeterli dikkati / 6zeni gostermek benim igin zor olacak.

46. Bebegin, bana bir yiik olacagini diisiiniiyorum.

47. Dogumda olacaklara kendimi hazir hissediyorum.

48. Dogumda kendi kendime yardimei olabilmek i¢in
yapabilecegim bazi seyler biliyorum.

49. Dogum zamani geldiginde, agrili olsa bile tiim giictimle
ikinabilirim.

50. Nasil bir anne olmak istedigim konusunu diigiiniiyorum.

51. Dogumda olusabilecek sorunlar hakkinda endiselerim var.

52. Dogum stresinin benim bas edebilecegimden ¢ok daha fazla
olacagini diisliniiyorum.

53. Dogum sirasindaki rahatsizliklara dayanabilirim.
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(Continued)

Cok fazla
tammmliyor
Kismen
tanimlhiyor
Biraz
tammmliyor
Hic
tamimlamiyor

54. Bebek bakimi i¢in ayirdigim zaman nedeniyle kendime ¢ok az
zaman kalacagindan endigeliyim.

55. Kendimle ilgili siiphelerim oldugunda annem beni rahatlatir.

56. Dogum hakkinda yeterli bilgim oldugumu diisiiniiyorum.

57. Dogum sirasinda bazi seylerin kotii gitmesinden korkuyorum.

58. Bu hamileligi kabul etmek benim icin zor.

59.Annem bildigim sekilde davranmam konusunda beni destekliyor.

60. Esimin gebeligim siiresince cinsel hayatimizla ilgili benimle
konusabilecegini diisiiniiyorum.

61. Simdiye kadar bu gebelikle ilgili her sey iyiydi.

62. Bebege suan sahip olmayi istemezdim.

63. Dogumda bebegimi kaybetmekten korkuyorum.

64. Dogumda kontroliimii kaybedersem, yeniden kontroliimii
saglamakta zorlanirim.

65. Annem kararlarimu elestirir.

66. Bu gebelige uyum saglamak konusunda sorun yasiyorum.

67.Bebegimin bana benzememesinden korkuyorum.

68. Dogumda olabilecek biitiin kotii olaylar1 aklimdan geciyor.

69. Bu hamilelik benim i¢in bir hayal kiriklig: oldu.

70.Bebegin bakimini paylasmak konusunda esime giivenebilirim.

71.Normal dogum yapacagim konusunda kendime giiveniyorum.

72. Dogumun dogal ve heyecan verici bir olay oldugunu
diistiniiyorum.

73. Bebegimi simdiden sevmeye bagladigim.

74. Bu hamilelik benim i¢in doyum verici.

75. Iyi bir anne olacagima inantyorum.

76. Suan hamile olmaktan iiziintli duyuyorum.

77. Hamileligin hos olmayan bir ¢ok yOnii var.

78. Bebegimle olmaktan hoslanacagimi hissediyorum.

79. Hamile oldugum i¢in mutluyum.
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APPENDIX H: THE PRENATAL ATTACHMENT INVENTORY

PRENATAL BAGLANMA ENVANTERI

Asagidaki ciimleler gebelik boyunca kadinlarin yasadiklar: diisiinceleri, duygulari ve
durumlart agiklamaktadir. Gegen ay siiresince bu diisiince, duygu ve durumlarla ilgili
tecriibelerinizle ilgilenmekteyiz. Liitfen size uygun secenegi isaretleyiniz.

Her Sik Hig¢bir
zaman | sik | Bazen |zaman

CUMLELER

1. Bebegimin su an neye benzedigini merak ederim.

2. Bebegimi adiyla ¢agirdigimi hayal ederim.

3. Bebegimin hareketini hissetmekten hoslanirim.

4. Bebegimin simdiden kisiliginin olustugunu
diistiniirim.

5. Diger insanlarin bebegimin hareketlerini hissetmeleri
icin ellerini karnimin iizerine koymalarina izin veririm.

6. Yaptigim seylerin bebegimde bir fark olusturacagina
inanirim.

7. Bebegimle birlikte yapacagim seyleri  planlarim.

8. Bebegimin i¢cimde ne yaptigini diger insanlarla
paylagirim.

9. Bebegimin neresine dokundugumu hayal ederim.

10.Bebegimin ne zaman uyudugunu bilirim.

11.Bebegimi hareket ettirebilirim.

12.Bebegim i¢in bir seyler satin alir ya da yaparim.

13.Bebegimi sevdigimi hissederim.

14.Bebegimin orada ne yaptigini hayal etmeye galisirim.

15.Karnimi kollarimla sararak oturmaktan hoglanirim.

16.Bebegimle ilgili ritya goriiriim.

17.Bebegimin nigin hareket ettigini bilirim.

18.Karnimin iizerinden bebegimi oksarim.

19.Bebegimle sirlarimi paylagirim.

20.Bebegimin beni duydugunu bilirim.

21.Bebegimi diisiindiigiimde ¢ok heyecanlanirim.
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APPENDIX I: MULTIDIMENSIONAL SCALE OF PERCEIVED SOCIAL
SUPPORT- REVISED

COK BOYUTLU ALGILANAN SOSYAL DESTEK OLCEGI

Asagidaki ankette, 12 ciimle ve her bir cimlenin altinda cevaplarinizi isaretlemeniz i¢in 1’den
7’ye kadar rakamlar verilmistir. Her climlede sOylenenin sizin i¢in ne kadar ¢ok dogru
oldugunu veya olmadigini belirtmek i¢in o ciimle altindaki rakamlardan yalniz bir tanesini
daire i¢ine alarak isaretleyiniz. Sizce dogruya en yakin olan rakamui isaretleyiniz. Liitfen hi¢bir

climleyi cevapsiz birakmayiniz

1. Ailem ve arkadaslarim disinda olan ve ihtiyacim oldugunda yanimda olan bir insan

(6rnegin, flort, nisanh, sozlii, akraba, komsu, doktor ) var.

1 - 2 - 3 - 4 - 5 - 6 - 7
(Kesinlikle hayir) (Kesinlikle evet )

2. Ailem ve arkadaslarim disinda olan ve seving ve kederlerimi paylasabilecegim bir

insan (6rnegin, flort, nisanl, s6zlii, akraba, komsu, doktor ) var.

1 - 2 - 3 - 4 - 5 - 6 - 7
(Kesinlikle hayir) (Kesinlikle evet )

3. Ailem (6rnegin, annem, babam, esim, ¢ocuklarim, kardeslerim) bana gercekten

yardimci olmaya cahisir.

1 - 2 - 3 - 4 - 5 - 6 - 7
(Kesinlikle hayir) (Kesinlikle evet )

4. intiyacim olan duygusal yardimi ve destegi ailemden (6rnegin, annemden, babamdan,

esimden, cocuklarimdan, kardeslerimden ) alirim.

1 - 2 - 3 - 4 - 5 - 6 - 7
(Kesinlikle hayir) (Kesinlikle evet )

5. Ailem ve arkadaslarim disinda olan ve beni gercekten rahatlatan bir insan (6rnegin,

flort, nisanh, sozlii, akraba, komsu, doktor ) var.

1 - 2 - 3 - 4 - 5 - 6 - 7
(Kesinlikle hayir) (Kesinlikle evet )
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6. Arkadaslarim bana gercekten yardimci olmaya cahsirlar.

1 - 2 - 3 - 4 - 5 - 6 - 7
(Kesinlikle hayir) (Kesinlikle evet )

7. Isler kotii gittiginde arkadaslarima giivenebilirim.

1 - 2 - 3 - 4 - 5 - 6 - 7
(Kesinlikle hayir) (Kesinlikle evet )

8. Sorunlarimi ailemle (6rnegin, annemle, babamla, esimle, cocuklarimla, kardeslerimle)

konusabilirim.
r - 2 - 3 - 4 - 5 - 6 - 7
(Kesinlikle hayir) (Kesinlikle evet )

9. Seving ve kederlerimi paylasabilecegim arkadaslarim var.

1 -2 - 3 - 4 - 5 - 6 - 7
(Kesinlikle hayir) (Kesinlikle evet )

10. Ailem ve arkadaslarim disinda olan ve duygularima 6nem veren bir insan (6rnegin,

flort, nisanh, sozlii, akraba, komsu, doktor ) var.

1 - 2 - 3 - 4 - 5 - 6 - 17
(Kesinlikle hayir) (Kesinlikle evet )

11. Kararlarimi vermede ailem (6rnegin, annem, babam, esim, ¢ocuklarim, kardeslerim)

bana yardimel olmaya isteklidir.

1 - 2 - 3 - 4 - 5 - 6 - 7
(Kesinlikle hayir) (Kesinlikle evet )

12. Sorunlarimi arkadaslarimla konusabilirim.

1 - 2 - 3 - 4 - 5 - 6 - 17
(Kesinlikle hayir) (Kesinlikle evet )
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APPENDIX J: EXPERIENCES IN CLOSE RELATIONSHIPS-REVISED
(ECR-R)

Asagida verilen cimlelere ne oOlcide katildiginizi
esinizle olan iligkinizi gdz 6niinde bulundurarak
cevaplayiniz. Her maddenin evliliginizdeki duygu ve
duslincelerinizi ne oranda yansittigini karsilarindaki 5
aralikli cetvel Uzerinde ilgili rakami yuvarlak igine
alarak belirtiniz. Eger esinizi kaybettiyseniz veya
esinizden ayri yasiyorsaniz, asagidaki maddeleri bir
iliski icinde bulundugunuzu varsayarak cevaplayiniz.

1 2 3 4 5
Hig Biraz Kararsizim/ Biraz Tamamen
katilmiyorum  katilmiyorum  fikrim yok katihyorum katihyorum

ONEMLI  NOT: Asagidaki  ciimlelerin
bazilarinda “yakin olmak” veya “yakinlasmak”
ifadeleri gecmektedir. Bu ifadelerle kastedilen
esinizle duygusal yakinhk kurmak, disincelerinizi
veya basinizdan gecenleri esinize a¢cmak, esinize
sarilmak ve benzeri davranislardir. Latfen ilgili
sorulari bu tanima goére cevaplayiniz.

Hi¢ Katilmiyorum
Biraz Katilmiyorum
Biraz Katiliyorum
Tamamen Katiliyorum

Kararsizim

,_\
N
w
I
ul

1. Esimin sevgisini kaybetmekten korkarim.

2. Gergekte ne hissettigimi esime géstermemeyi tercih
ederim.

3. Siklikla, esimin artik benimle olmak istemedigi
korkusuna kapilirim.

4. Ozel duygu ve diisiincelerimi esimle paylasmak
konusunda kendimi rahat hissederim.

5. Siklikla, esimin beni gergekten sevmedigi kaygisina
kapilirim.

6. Esime glivenip dayanmak konusunda kendimi rahat
birakmakta zorlanirim.
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7. Esimin beni, benim onu 6nemsedigim kadar
onemsemediginden endise duyarim.

8. Esime yakin olma konusunda ¢ok rahatimdir.

9. Siklikla, esimin bana duydugu hislerin benim ona
duydugum hisler kadar gticlii olmasini isterim.

10. Esime acgilma konusunda kendimi rahat hissetmem.

11.iliskilerimi kafama gok takarim.

12.Esime fazla yakin olmamayi tercih ederim.

13.Benden uzakta oldugunda, esimin baska birine ilgi
duyabilecegi korkusuna kapilirim.

14.Esim benimle ¢ok yakin olmak istediginde rahatsizlik
duyarim.

15.Esime duygularimi gésterdigimde, onun benim igin
ayni seyleri hissetmeyeceginden korkarim.

16.Esimle kolayca yakinlasabilirim.

17.Esimin beni terkedeceginden pek endise duymam.

18.Esimle yakinlasmak bana zor gelmez.

19.Esim kendimden stiphe etmeme neden olur.

20.Genellikle, esimle sorunlarimi ve kaygilarimi
tartisirim.

21.Terk edilmekten pek korkmam.

22.7or zamanlarimda, esimden yardim istemek bana iyi
gelir.

23.Esimin, bana benim istedigim kadar yakinlasmak
istemedigini distndrim.

24.Esime hemen hemen her seyi anlatirim.

25.Esimin bazen bana olan duygularini sebepsiz yere
degistirdigini hissederim.

26.Basimdan gecenleri esimle konusurum.

27.Cok yakin olma arzum bazen insanlari korkutup
uzaklastirir.
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28.Esim benimle ¢ok yakinlastiginda gergin hissederim.

29.Esim beni yakindan tanirsa, “gercek ben”i
sevmeyeceginden korkarim.

30.Esime glivenip dayanmak konusunda rahatimdir.

31.Esimden ihtiyag duydugum sefkat ve destegi
gorememek beni 6fkelendirir.

32.Esime glivenip dayanmak benim igin kolaydir.

33.Baska insanlara denk olamamaktan endise duyarim

34.Esime sefkat gostermek benim igin kolaydir.

35.Esim beni sadece kizgin oldugumda 6nemser.

36.Esim beni ve ihtiyaglarimi gergekten anlar.
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APPENDIX K: INFORMED CONSENT FORM

Arastirmaya Goniillii Katihm Formu
Bu ¢aligma, ODTU Psikoloji Boliimii Klinik Psikoloji Doktora 6grencisi Zulal Térenli
tarafindan, Dog. Dr. Ozlem Bozo danmismanliginda, doktora tez calismas1 kapsaminda
yiritiilmektedir. Bu form sizi aragtirma kosullar1 hakkinda bilgilendirmek i¢in hazirlanmistir.
Calismanin Amaci Nedir?

Bu arastirmanin amaci, daha 6nce hi¢ ¢ocuk sahibi olmamus, infertilite (kisirlik) tanisi
almis ve yardimcei tireme teknikleriyle gebe kalmis olan anne adaylarinin, gebelik doneminde
yasadiklar stres ve destek faktorlerini belirleyip bebegiyle prenatal donemdeki iliskisini
incelemektir.

Bize Nasil Yardimc1 Olmamz isteyecegiz?

Arastirmaya katilmay1 kabul ederseniz, sizden yaklasik 30 dakika siirecek olan bir anketi
doldurmaniz beklenmektedir. Sorular1 cevaplarken samimi yanitlar vermeniz arastirma
sonuglarinin dogrulugu ve giivenilirligi agisindan ¢ok dnemlidir. Bu sebeple liitfen sizin i¢in en
dogru olan yanit1 veriniz.

Ankete verilen yanitlar araciligiyla, yardimei tireme teknikleriyle gebe kalmis olan anne
adaylarinin gebelik donemindeki duygusal ihtiyaglarinin anlasilmasi ve ileride bu konuda
kendilerine yardimci olunmasi1 amaglanmaktadir.

Sizden Topladigimiz Bilgileri Nasil Kullanacagiz?

Verdiginiz yanitlar neticesinde toplanilan veriler, tamamen gizli tutulacak, bu bilgilere
yalnizca arastirmacilar ulasabilecektir. Katilimcilarin kimligini gizli tutmak sartiyla elde edilecek
bilgiler toplu halde degerlendirilecek, sonuclar ise bilimsel yayinlarda veya egitim amagl olarak
kullanilabilecektir.

Katilminizla ilgili bilmeniz gerekenler:

Bu ¢alismaya katiliminiz tamamiyla goniilliiliik temelinde olmalidir. Anket genel olarak
kisisel rahatsizlik verecek sorular igermemektedir. Ancak, cevaplama esnasinda sorulardan ya da
herhangi baska bir nedenden 6tiirii kendinizi rahatsiz hissetmeniz durumunda ¢alismaya
katilmay1 reddedebilir, cevaplama isini yarida birakip ¢ikabilirsiniz. Boyle bir durumda anketi
uygulayan kisiye, anketi tamamlamadiginiz1 sdylemek yeterli olacaktir.

Arastirmayla ilgili daha fazla bilgi almak isterseniz:

Bu calismaya katildiginiz i¢in simdiden tesekkiir ederiz. Calisma hakkinda daha fazla
bilgi almak igin ODTU Psikoloji B6liimii Klinik Psikoloji Programi doktora dgrencilerinden
Zulal Torenli (E-posta: zulal.torenli@gmail.com) ile iletisim kurabilirsiniz.

Bu calismaya tamamen goniillii olarak katilyyorum. Verdigim bilgilerin bilimsel amacl
yayimlarda kullanilmasini kabul ediyorum.
Ad Soyad Basharfleri Tarih Imza
S A A
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APPENDIX L: DEBRIEFING FORM

KATILIM SONRASI BiLGI FORMU

Oncelikle arastirmamiza katildiginiz igin tesekkiir ederiz.

Katildiginiz bu arastirma, daha énce de belirtildigi gibi, ODTU Psikoloji Béliimii
Klinik Psikoloji Doktora 6grencisi Zulal Torenli tarafindan, Dog. Dr. Ozlem Bozo
danismanliginda, doktora tez ¢aligmasi kapsaminda yiiriitiilmektedir. Calismanin amaci, daha
once hig ¢ocuk sahibi olmamus, infertilite (kisirlik) tanisi almis ve yardimci iireme
teknikleriyle gebe kalmis olan anne adaylarinin, hamilelik doneminde yasadiklar stres ve
destek faktorlerini belirleyip onlarin gebelige uyum siireglerini ve bebegiyle prenatal
donemdeki iligkisini incelemektir.

Bu amagla, sizden ilk olarak bir dizi anket doldurmaniz istenmistir. Caligmanin bu
kisminda ilk olarak yardimei tireme teknikleriyle gebe kalmis olan anne adaylarinin hamilelik
siirecindeyken sahip olduklar1 ebeveynlik motivasyonu sekli ve yasadiklari stresin, onlarin
prenatal donemdeki baglanma stillerine ve gebelige uyum saglamalarina olan etkisi
arasgtirilirken, gebelerin kendi baglanma stillerinin, algiladiklart sosyal destegin ve stresle basa
¢ikma tarzlarinin bu iligkiyi nasil yordayacagi incelenecektir. Bu ilk ¢alismanin sonuglariyla
iligkili olarak ikinci bir ¢alisma diizenlenmesi planlanmaktadir.

Bu ¢alismadan alinacak ilk verilerin Mart 2016 sonunda elde edilmesi
amaglanmaktadir. Elde edilen bilgiler sadece bilimsel arastirma ve yazilarda kullamlacaktir.
Aragtirmanin sonuglarin1 6grenmek ya da daha fazla bilgi almak i¢in Zulal Térenli (E-posta:

zulal.torenli@gmail.com) ile iletisim kurabilirsiniz.

Caligsmaya katkida bulunan bir géniillii olarak katilimci haklarinizla ilgili veya etik ilkelerle

ilgi soru veya gériislerinizi ODTU Uygulamal1 Etik Arastirma Merkezi’ne iletebilirsiniz.

e-posta: ueam@metu.edu.tr
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APPENDIX N: TURKISH SUMMARY/TURKCE OZET

BOLUM 1

GENEL GIRi$S

Infertilite, Diinya Saglik Orgiitii'niin tanimima gére, herhangi bir korunma yontemi
kullanmaksizin 12 ay1 agkin siiredir gebelik olusamamasi sorunudur (Zegers-
Hochschild ve ark., 2009). Gerek tan1 ve tedavi siirecinin belirsiz olmasi, gerekse
stire¢ iginde kisilerin tekrarlayan kayiplar yasamasi (Lalos, 1999), kaygi, liziinti,
depresyon ve sugluluk gibi pek ¢cok olumsuz duyguyu da beraberinde getirmektedir
(Berg ve Wilson, 1991). Yapilan ¢aligmalar, bu tip olumsuz psikolojik sonug¢lardan
cogu zaman kadmlarm etkilendigini (Greil, 1997), infertilitenin kaynagindan
bagimsiz olarak, tan1 ve tedavi siirecinde kadinlarin daha c¢ok baski hissettigini
gostermektedir. Bu duruma neden olan etkenler arasinda, islemlerin ¢ogunlukla
kadin bedeninde gerceklesmesi, toplumun ¢ocuk sahibi olmaya dair beklentilerine
cogunlukla kadinlarin maruz kalmasi ve anneligin kadinligin 6nemli bir temsili

olarak goriilmesi diisiiniilebilir (Hussain, 2006).

Alanyazindaki Tirk calismalarda da bu konu dikkati ¢ekmektedir. Yapilan
aragtirmalar, erkek kaynakli infertilite tanismma ragmen kadmlarin kendilerini
"eksik" ve tamamlanmamis olarak gordiglini ve toplumun kadinlikla ilgili
beklentilerini kargilayamadiklarint hissettigini vurgulamaktadir (Boz ve Okumus,
2017). Son 15 yilda yapilmis Tiirk ¢alismalarda, infertilite slirecinde kadinlarin
depresyon ve kaygi diizeylerinin arttig1, fakat algiladiklar1 sosyal destek ile stres
diizeylerinin azaldig1r (Aldemir, Eser, Ozturk Turhan, Dalbudak ve Topcu, 2015;
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Karlidere ve ark., 2007); yas ve infertilite siireci arttikca kisilerin kaygi ve
depresyon diizeyinin arttig1 (Guz, Ozkan, Sarisoy, Yanik ve Yanik, 2003) ve buna
bagli olarak da gebelik oraninin diistiigii vurgulanmistir (Terzioglu ve ark., 2016).
Yapilan bu caligmalar genel olarak kigilerin tan1 ve tedavi siirecindeki
psikolojilerini anlamaya yo6nelik olsa da, basarili ve gebelikle sonuglanan bir tedavi

stirecinden sonra bile kadinlarin olumsuz duygu durumlari1 devam edebilmektedir.

Alanyazinda, yardimer iireme teknikleriyle olusan gebeliklerde anne adaylarinin
psikolojik durumlarin1 anlamaya yonelik olarak yapilmis ¢alismalarda gebeligin bu
kadinlar i¢in zorlu bir siire¢ oldugu o6ne ¢ikmaktadir (Boivin ve ark., 2001). Bu
kadimnlari hamile olduklara inanmakta giigliik ¢ekip bebek kaybindan korktuklari
(Bernstein, Lewis ve Seibel, 1994; Hammarberg, Fisher ve Wynter, 2008;
McMahon, Ungerer, Beaurepaire, Tennant ve Saunders 1997; Olshansky, 1990),
gebelik uyumlarinin zor oldugu (Lepecka-Klusek ve Jakiel, 2007) ve gebelik
donemi baglanmalarinin ya asir1 korumaci (Fisher, Hammarberg ve Baker, 2008) ya
da umursamaz (Bernstein, Lewis ve Seibel 1994; McMahon, Tennant, Ungerer ve

Saunders, 1999) oldugu belirtilmistir.

Yardimer iireme teknikleriyle olusan gebeliklerde anne adaylarimin psikolojik
durumlarin1 anlamaya yonelik olarak yapilmis Tiirk ¢aligmalar oldukca sinirlidir.
Yapilan bu c¢alismalarda, ¢ocuk sahibi olmanin bu kadinlar i¢in “bir mucize ve
hayatin anlam1” oldugu (Ataman, 2007); gebeligin zorlu gectigi, sosyal baski
hissettikleri ve bebek kaybindan korktuklar1 (Keskin, 2014); baglanma ve annelik
roliine uyum konusunda zorluk yasadiklar1 (Boz, Ozgetin ve Teskereci, 2018) gibi
bulgular dikkati ¢ekmektedir. Bunlarin yani sira, kadinlarin gebelikleri siiresince
yasadiklart olumsuz duygu durumlarinin dogumdan sonra da devam edebilecegi, bu
sebepten erken donemde yapilan miidahalelerin dogumdan sonraki anne-bebek
iligkisi i¢in de iyilestirici olabildigi (As¢1t ve Kizilkaya Beji, 2012)

vurgulanmaktadir. Bu konu oOzelinde yapilan Tiirk g¢aligmalarin smirli olmasi
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nedeniyle Boz ve arkadaslarinin (2018) 6nerdigi gibi, yardimci lireme teknikleriyle
olusan gebeliklerde anne adaylarinin psikolojik ihtiyaclarini anlamaya yonelik nitel

ve nicel Tiirk ¢caligmalara ihtiya¢ duyulmaktadir.

Bu bilgiler 15181nda, bu tezin amaci yardimci tireme teknikleriyle gebe kalmig anne
adaylariin psikolojilerini kapsamli olarak anlamaya c¢aligmaktir. Karma yontemli
bir ¢alisma olarak planlanan bu tezde, birbirinden bagimsiz fakat birbirini
tamamlayan ii¢ ayr1 calisma yiiriitiilmiistir. Ilk calismada, yardimeci iireme
teknikleriyle gebe kalmig anne adaylarimin ebeveyn olma motivasyonlarin
incelemek amaciyla Ebeveynlik Motivasyonu Olgeginin (Parenthood Motivation
Scale) Tiirkgeye uyarlama calismasi yapilmistir. Bu ¢alisma kapsaminda dogal ve
tedaviyle gebe kalmis kadinlarin motivasyon temelleri de karsilastirilmistir. ikinci
calismada, Ebeveynlik Motivasyonu Olgegini de bir degerlendirme &lgegi olarak
kullanarak, yardimeci iireme teknikleriyle gebe kalmis anne adaylarmin ebeveyn
olma motivasyonlar1 ile dogum 6ncesi streslerinin onlarin gebelik adaptasyonlart ve
dogum Oncesi baglanmalar1 {izerindeki etkisini incelemek ve bu iliski {lizerinde
algilanan sosyal destek ile kadinlarin yetiskin baglanma stillerinin bi¢imleyici
etkisini arastirmak amacglanmistir. Son olarak, {igiincii ¢calismada yardimei iireme
teknikleriyle gebe kalmis anne adaylarmin infertilite tanisin1 almalarindan itibaren
gecirdikleri deneyimlerini anlamaya yonelik iki ayr1 odak grup toplantis
gerceklestirilmistir. Yapilan bu son calismada, ikinci ¢alismadaki bazi bulgularin

altinda yatan nedenlerin de anlamlandirilmas1 amag¢lanmastir.
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BOLUM 2

CALISMA 1: EBEVEYNLIK MOTiVASYONU OLCEGINiN TURKCEYE
UYARLANMASI

2.1. Giris

Son yillarda lireme ve korunma yontemlerinin artmasiyla, cocuk sahibi olmak
biyolojik bir “armagan” olmaktan ziyade, ciftlerin istekleri dogrultusunda diistiniip
karar verdikleri bir siirecin iirtiniidiir (Bigner, 2010; Michaels, 1988; Richardson,
1993; Rotkirch, Basten, Viisinen ve Jokela, 2011). Oyle ki, dogurganhiga iliskin
biyolojik bir sorun oldugu durumlarda bile, ¢iftler altta yatan ¢ocuk isteklerini
karsilamak i¢in pek cok tedavi yontemini denemekte; psikolojik, fizyolojik ve
ekonomik yonden uzun ve zorlu olan bu siirece tahammiil etmektedirler (Colpin, de
Munter ve Vandemeulebroecke, 1998; Weaver, Clifford, Hay ve Robinson, 1997).
Bu sebepten, yardimcer lireme teknikleriyle olusan gebeliklerde dogal gebeliklere
kiyasla kisilerin oOzellikle altta yatan motivasyonlar1 bakimindan daha 6zgiin

ozelliklere sahip olmasi s6z konusu olabilir.

Bu amagla, bu ¢alismada dogal yollarla ve yardimci iireme teknikleriyle cocuk
sahibi olacak kadinlarin ebeveynlik motivasyonlarina dair derinlemesine fikir sahibi
olmak amaciyla ilk olarak Cassidy ve Sintrovani (2008) tarafindan gelistirilen
Ebeveynlik Motivasyonu Olgeginin Tiirkgeye uyarlama c¢alismasi yapilmistir.
Olgegin faktdr yapilar1 ve psikometrik 6zellikleri dogal ya da tedaviyle gebe kalmus
kadmnlarla yapilmustir. Ikinci olarak, bu iki grup anne adayr ebeveynlik
motivasyonlar1 bakimindan kiyaslanmistir. Bu bdliimde, konuyla ilgili kisa bir

tarihcenin ardindan, cocuk sahibi olmanin psikolojik, sosyal ve ekonomik
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yonlerinden bahsedilecek, son olarak da dogal ve yardimci iireme teknikleriyle
cocuk sahibi olan kisilerin ebeveyn olma motivasyonlarini kiyaslayan ¢aligmalara

yer verilecektir.
2.1.1. Cocuk Sahibi Olma Istegi Uzerine Yapilmis Teorik A¢iklamalar

Ebeveyn olma motivasyonu ve ¢ocuk sahibi olma istegiyle iliskili olarak pek ¢ok
teorik yaklagim tarafindan One siiriillen c¢esitli agiklamalar bulunmaktadir.
Psikanalitik yaklasima gore ¢ocuk sahibi olma istegi dogustan gelen biyolojik ve
ogrenilmemis diirtiilerle iliskilidir. Kadinlardaki bu diirtii “annelik i¢gilidiisii” olarak
tanimlanmistir (Benedek, 1959; Deutsch, 1944; 1945). Freud’a gore kadinlar
erkeklere kiyasla daha narsisistik 6zelliklere sahip oldugundan kendi 6z sevgilerini
bir ¢ocuga yansitmak isterler (Freud, 1914). Bunun yami sira, yine Freud (1965)
kadmlarm 6zellikle erkek cocuga sahip olma isteginin, penise sahip olma arzusuyla

iliskili olabilecegini 6ne siirmiistiir.

Erikson’a (1963) gore ¢ocuk sahibi olma istegi kisinin kendisinden sonraki nesillere
fayda saglamak amaciyla sahip oldugu o6zgecil tutumlariyla iligkilidir. Erikson
(1963) psiko-sosyal gelisim donemlerinden “iiretkenlige karst durgunluk”
basamaginda kisinin yakin bir iliski kurduktan sonraki ihtiyacinin toplum ve
kendisinden sonraki nesiller i¢in liretme, sorumluluk alma ve baskalar1 tarafindan
ihtiya¢ duyulma oldugunu belirtmistir. Cocuk sahibi olma arzusu da bu ihtiyact

karsilayan 6nemli etkenlerden birisidir.

Dehset yoOnetimi kuramima (terror management theory) gore kisi kendi
olimliiliglinii fark ettiginde ¢ok yogun kaygi yasar. Cocuk sahibi olmak ise neslin
devamliligin1 saglayarak kisinin varolussal kaygisini azaltabilmeyi (Solomon,
Greenberg ve Pyszczynski, 1991), onu sembolik anlamda O6liimsiizlestirmeyi ve
kisinin 6z degerini yiikseltmeyi saglar (Fritsche ve ark., 2007; Wisman ve

Goldenberg, 2005; Yaakobi, Mikulincer ve Shaver, 2014).
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Annelik ve iireme feminist bakis a¢isinin odaklandigi 6nemli konu basliklarindandir
(Gerson, 1984). Bu yaklasima gore annelik arzusu icten gelen bir diirtii degil erkek
egemen toplumun dayattigt sosyal kurallarin bir {rlinidir. Yardimer iireme
tekniklerini de elestiren feminist bakis a¢isi, kadinlarin tedavi yontemleri karsisinda
asagl konumda kaldigmi, oysa ki kadinlarin {irememe Ozgiirliigiiniin de

bulundugunu savunmaktadir.

Hoffman ve Hoffman’in (1973) kiiltiirleraras1 arastirma konusu olan “cocugun
degeri” modeline gore ise ¢ocuk sahibi olmak c¢iftlerin bir takim psikolojik, sosyal
ve ekonomik ihtiyaglarini kargilamaktadir. Kisiler bu ihtiyaclarin dnceligine gore ve
sahip olduklar1 “alternatif kaynaklara” gdre ¢cocuga deger bicmekte ve ¢ocuk sahibi

olmaya karar vermektedirler.

Bu teorik bilgiler 1s181nda, kisinin ebeveyn olma motivasyonlarin1 anlamak igin,
cocuk sahibi olmay1 etkileyen psikolojik, sosyal ve ekonomik faktorleri anlamanin

onemli oldugundan bahsetmek miimkiin olabilir.
2.1.2. Ebeveyn Olma Motivasyonunun Ekonomik, Sosyal ve Psikolojik Yonleri
2.1.2.1. Cocuk Sahibi Olmanin Ekonomik Yo6nleri

Ekonomik faktorler ciftlerin ¢ocuk sahibi olma zamanlarimi etkileyen 6nemli
belirleyicilerdendir (Tough, Tofflemire, Benzies, Fraser-Lee ve Newburn-Cook,
2007). Kisiler ¢ocuk sahibi olmay1 diisiiniirken ¢cocugun maddi yonden gelir ve
giderlerini géz oniinde bulundurmaktadirlar. Ozellikle son yillarda ¢ocuk sahibi
olmak maddi bir yiik olarak da goriildiigiinden, kisiler kendilerini ekonomik yénden
hazir hissedinceye kadar ¢ocuk fikrini ertelemeyi segebilirler (Bigner, 2010; Van
Balen, Verdurmen ve Ketting, 1997).

Maddi getirileri bakimindan, ¢ocugun ekonomik degeri 6zellikle kaynaklarin siirl

oldugu kesimlerde 6n plana ¢ikmaktadir. Ciinkii ebeveynler i¢in ¢ocuk sahibi olmak
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ozellikle yashlik yillarinda ekonomik yonden bir giivence olarak goriilmektedir
(Hoffman, Thornton ve Manis, 1978). Bununla paralel olarak, Kagit¢ibasi (1982) da
cocugun ekonomik degerinin, erkek ¢cocuk sahip olmanin da 6nemli oldugu, daha az
gelismis ve kirsal kesimlerde daha yaygin oldugunu vurgulamaktadir. Ancak
ozellikle son 30 yillik siiregte, Bat1 {ilkelerinde oldugu gibi Tiirkiye’de de ¢ocugun
maddi 6neminin azalmaya basladigi, ¢gocuk sahibi olmanin sembolik ve psikolojik

oneminin daha 6n plana ¢iktig1 goriilmektedir (Kagitcibasi ve Ataca, 2005).
2.1.2.2. Cocuk Sahibi Olmanin Sosyal Yonleri

Glinlimiizde cevresel ve sosyal faktorler kisinin ¢ocuk kararini da etkilemektedir
(Rotkirch, 2008). Ornegin, kisinin calisma durumuna, egitim diizeyine, yasadig1
yere ve etnik kdkenine bagli olarak ¢ocuk kararini sekillendirdiginden s6z edilebilir
(Bigner, 2010). Bunun yam sira, ¢ocuk sahibi olmak evliligin énemli bir kriteri
olarak diisiiniildiigiinden (Wu ve Macneill, 2002), ¢iftler gerek kendi ebeveynleri,
gerekse arkadaslar1 ve sosyal ¢evreleri tarafindan ¢ocuk sahibi olmalar1 yoniinde bir
baskiya maruz kalmaktadirlar (6rn., Olafsdottir, Wikland ve Moller, 2011).
Ozellikle toplulukgu ve geleneksel kiiltiirlerde evlilik, annelik (Boyacioglu ve
Tiirkmen, 2008), soyun devamliligi ve erkek cocuk sahibi olmak (Kagit¢ibasi,
1982; Kagit¢ibasi ve Ataca, 2005) daha ¢ok dneme sahiptir. Ciftler cocuk sahibi
olma kararlarim1 i¢inde bulunduklari toplumun bu tip beklentilerini karsilamaya

yonelik olarak verebilmektedirler.

Sosyal beklentiler agisindan kiyaslanildiginda kadinlarin erkeklere gore daha yogun
baski hissettikleri, pek ¢ok kiiltiire gore kadin olmanin annelikle 6zdeslestigi
(Glover, McLellan ve Weaver, 2009), anneligin kadin kimliginin 6nemli bir
gostergesi olmast (Gillespie, 2003) ve bu sebepten ¢ocuksuz kadinlarin kendilerini
“degersiz”, “yetersiz”’ ve “anormal” olarak gormesi alanyazinda pek ¢ok caligma

tarafindan vurgulanmaktadir (6rn., Choi, Henshaw, Baker ve Tree, 2005;

Boyacioglu ve Tiirkmen, 2008).
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2.1.2.3. Cocuk Sahibi Olmanin Psikolojik Yonleri

Ekonomik ve sosyal etkenlerin yan1 sira kisileri ¢cocuk sahibi olma y&niinde motive
eden pek ¢ok psikolojik faktor de bulunmaktadir. Teorik yaklagimlarin 6ne siirdigi
nedenlerin yani sira, kisinin sosyal statii sahibi olmak, kabul ve onay gérmek ve
esiyle iligkisini iyilestirmek gibi biling diizeyinde; ge¢misteki suclulugunu onarmak
ve kendi annesi gibi olmak gibi biling dis1 diizeyde var olan psikolojik nedenleri
bulunabilmektedir (Papaligoura, Papadatou ve Bellali, 2012). Bunlarin yam sira,
cocuk sahibi olmanin verecegi hazzin idealize edilmesi (Eibach & Mock, 2011),
cocuk sahibi olmanin sevgi, eglence ve nese vermesi (Montgomery ve ark., 2010)
ve ebeveynlerin baglanma ve yakinlik kurma ihtiyaglarini karsilamas1 (Hoffman ve

Hoffman, 1973) gibi psikolojik ihtiyac¢lardan da bahsetmek miimkiin olabilir.

2.1.3. Dogal Yollarla ve Yardimer Ureme Teknikleriyle Cocuk Sahibi Olan

Kadinlarin Ebeveynlik Motivasyonu

Biyolojik sirliliklarmin farkina varip infertil olduguyla yiizlesinceye kadar kisiler
ne zaman isterlerse ¢ocuk sahibi olabileceklerini diisiinmektedirler (Glover ve ark.,
2009; Papaligoura ve ark., 2012). Infertil oldugunu ve dogal yollarla cocuk sahibi
olamayacagin1 6grenen bireyi, dogal gebeliklere kiyasla, zor ve uzun bir tedavi
stireci beklemektedir (Colpin ve ark., 1998). Bu sebepten bu kisiler yogun bir ¢ocuk
hasreti yasamakta, ebeveynligi fazlaca idealize etmekte ve c¢ocuk sahibi olma
konusunda yiiksek diizeyde motivasyon gostermektedirler (Hammarberg, Fisher ve
Wynter, 2008; Smorti ve Smorti, 2012). Yasanan tiim olumsuzluklara ragmen pek
cok infertil hasta tedavi siirecine devam etmeyi tercih ettiginden, bu kisilerin ¢cocuk
sahibi olma motivasyonlarin1 anlamaya yonelik pek ¢ok c¢alisma gerceklestirilmistir.
Yapilan bu caligmalarda infertil kadinlarin erkeklere ve dogal yollarla gebe kalan
kadmlara kiyasla ebeveynlik motivasyonlarinin fazla olmasi, g¢ocuk sahibi

olamamanin “kadin olmay1 basaramamak” olarak degerlendirilmesi ve ¢ocuk sahibi
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olunca “tam bir aile” olunacag1 goriisii dikkati ¢ekmektedir (Colpin ve ark., 1998;
Van Balen ve Trimbos-Kemper, 1993).

Farkl kiiltiirler arast yapilan karsilastirmali ¢aligmalarda, bireyci (individualistic)
kiiltiirlere  kiyasla  topluluk¢u (collectivistic) kiiltiirlerde ebeveyn olma
motivasyonunun ozellikle sosyal baski, kimlik ve maddecilik alt boyutlarinda 6n
plana ¢iktig1 dikkati ¢ekmektedir (Cassidy ve Sintrovani, 2008). Bu calismalara
gore toplulukcu kiiltiirlerde genis aile baglarmin kuvvetli olmast ve c¢ocuk
dogurmanin "kadinlik gostergesi" olarak algilanmasi bu farka yol agan nedenler
arasindadir. Toplumun beklentilerini karsilayamadiklarini diislintip arkadaglarindan
ve ailelerinden (Olafsdottir ve ark., 2011) bask1 hisseden bu kadinlarin algiladiklar
sosyal baski diizeyi de onlarin motivasyonlarini arttiran etkenler arasindadir (Dyer,

Mokoena, Maritz ve Van der Spuy, 2008).

Sonug¢ olarak, alanyazindaki bilgiler dogrultusunda, yardimer lireme teknikleriyle
cocuk sahibi olan kadinlarin 6zellikle sosyal baski ve kadinlik boyutlar1 bakimindan
yliksek motivasyon gosterdikleri ve dogal yollarla ¢ocuk sahibi olan kisilere kiyasla

digsal motivasyonlarinin daha 6n planda oldugu sonucuna varilmaigtir.
2.2. Calismanin Amaclari

Bu c¢aligmada yukarida bahsedilen bilgiler 1s1ginda, ilk olarak Ebeveynlik
Motivasyonu Olgeginin Tiirkgeye uyarlamasinin yapilmasi amaglanmistir. ikinci
olarak ise dogal ve yardimci iireme teknikleriyle gebe kalmis kadinlarin bu dlgegin
alt1 alt boyutu bakimindan (neslin devamu, yetistirme, iligki, kimlik, sosyal baski ve

materyalizm) karsilastirilmast amaglanmaistir.

Calismada, yas, egitim diizeyi, gelir diizeyi, yasanilan yer, evlilik siiresi, evlilik
doyumu ve cocuk sahibi olmak i¢in harcanilan zaman gibi degiskenlerin anlamli

etkileri kontrol edildikten sonra, tedaviyle gebe kalmis anne adaylarimin genel
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motivasyon diizeyleri ile sosyal baski ve kimlik alt boyutlarinda anlamli olarak daha

yiiksek motivasyon gdsterecegi Onerilmistir.
2.3. Yontem
2.3.1. Katimcilar

Bu c¢alismanin katilimeilari, 272 (%59.5) dogal yollarla ve 185 (%40.5) yardime1
ireme teknikleriyle gebe kalmis ve halen gebelik doneminde olan toplam 457
kadindir. Katilimcilarin bir kismina internet araciliiyla ulagilmistir. Fakat yardimci
iireme teknikleriyle gebe kalmis anne adaylarina bu sekilde erisim saglanamadigi
icin aragtirmacit Ankara’nin en biiyiik tiip bebek merkezlerinden birinde goniilli

olarak ¢alismis ve buradaki hastalardan veri toplamistir.
2.3.2. Araglar
2.3.2.1. Demografik Bilgi Formu

Demografik bilgi formu, katilimcilarin demografik 6zelliklerinin, esiyle iliskilerinin
ve gebelik silirecinin anlagilmasina yonelik agik uglu ve Likert tipi sorular

icermektedir.
2.3.2.2. Ebeveynlik Motivasyonu Olcegi

Ebeveynlik motivasyonunu degerlendirmek amaciyla, Cassidy ve Sintrovani (2008)
tarafindan Olgek haline getirilen bu ara¢ 24 maddeden ve 6 faktorden olusan 5°li
Likert tipi bir dlgektir. Orijinal dlgekte her bir alt 6lgek i¢in hesaplanan i¢ tutarlilik
katsayisi, “neslin devami” icin .89, “yetistirme” i¢in .78, “iligki” i¢in .86, “kimlik”
icin .87, “sosyal bask1” i¢in .82 ve “materyalizm” i¢in .81 olarak rapor edilmistir.

Olgegin Tiirk drneklem igin degerleri bu ¢alisma kapsaminda hesaplanmustir.
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2.3.2.3. Ebeveynlige Bakis Anketi

Anne ve baba adaylarinin ebeveynlige yonelik tutumlarini 6lgen bu Olgek 48
maddeden olusan 5°1i Likert tipi bir olgektir. Olgegin sekiz alt boyutu
bulunmaktadir. Bu boyutlar ve bu calismada hesaplanan i¢ tutarlilik degerleri su
sekildedir: aile ortami1 (a = .88), hedef ve idealler (a = .79), cocuk sahibi olmak ile
ilgili gortisler (a = .76), fiziksel yeterlilik (a = .60), evlilige dair goriisler (o = .84),

ekonomik durum (a = .83), sosyal uyum (a = .66) ve kisisel beceri (a = .65).
2.3.2.4. Evlilik Yasam Olcegi

Katilimeilarin - evlilik doyumlarmi 6lgmek amaciyla Tezer (1996) tarafindan
gelistirilen bu 6lgek 10 maddeden olusan 5°li Likert tipi bir 6l¢ektir. Bu ¢alismada

Olcegin i¢ tutarliligi .91 olarak belirlenmistir.
2.3.3. islem

Olgegin cevrilmesi i¢in yazarlardan izin alinmasinin ardindan ODTU Uygulamali
Etik Arastirma Merkezi’nden etik kurul onay1 alinmistir. Anketler 6ncesinde onam
formu, sonrasinda ise katilim sonrasi bilgilendirme formu katilimcilara

sunulmustur. Tiim 6l¢eklerin doldurulmasi yaklasik 30 dakika siirmiistir.
2.3.4. Analiz

Olgek adaptasyon calismasi igin dogrulayici faktor analizi, her iki gebe grubunu
kiyaslamak icin ise bagimli degiskenle anlamli sonuglar veren yas, egitim diizeyi,
evlilik siiresi, evlilik doyumu ve cocuk sahibi olmayir deneme siiresi gibi

degiskenler kontrol edilerek ¢oklu kovaryans analizi (MANCOVA) yapilmistir.

334



2.3.5. Sonuglar ve Tartisma

Calisma bulgulari, dlgegin Tiirkge versiyonunun faktdr yapisinin orijinal dlgekle
uyumlu oldugunu ve alt1 faktor ortaya koydugunu gdstermistir. Toplam 6lgek ve alt
Olgeklerin i¢ tutarlilik glivenirligine bakildiginda, materyalizm faktoriiniin (a = .55)
zayif olmasi disinda diger bes faktor i¢in giivenilirlik puaninin iyi diizeyde oldugu
(o =.71-.82 aralifinda) goriilmiistiir. Materyalizm faktoriiyle iliskili olarak, 24.
maddenin 22 ve 23. maddelerle diisiik korelasyon gostermesinin katilimcilarin bu
maddeye duygusal degerler atfetmesinin ve son yillarda cocuk sahibi olmanin
ekonomik degerlerindense duygusal degerlerinin 6nem kazanmasinin (Kagitcibasi

& Ataca, 2005) neden olmus olabilecegi diigiiniilmiistiir.

Olgekte gerek her iki grubun motivasyonel temellerini kiyaslamak, gerekse olgiite
dayali gecerliligi 6l¢mek amaciyla dogal yollarla ve yardimci tireme teknikleriyle
gebe kalmis kadinlar toplam motivasyon puani ve dlgegin alt boyutlar1 bakimindan
karsilastirilmistir. Yas, egitim diizeyi, evlilik siiresi, evlilik doyumu ve ¢ocuk sahibi
olmayr deneme siiresi gibi degiskenler kontrol edilerek yapilan ¢oklu kovaryans
analizi sonuglari, tedaviyle gebe kalan kadinlarin toplam motivasyon diizeyleri ile
kimlik ve sosyal baski boyutlarinda anlamli sonuglar verdigini gostermistir. Bu
bulgular alanyazinla uyumlu olup Cassidy ve Sintrovani’nin (2008) de belirttigi
gibi, bu faktorlerin toplulukcu kiiltiirlerde (Kagit¢ibagi, 2007) dnemli bir yere sahip
oldugunu gostermistir. Bunun yani sira, kim/ik boyutuyla iliskili olarak, alanyazinda
dogal yollarla ¢ocuk sahibi olamamaktan 6tiirii kadinlarin kendilerini “kadin olmay1
basaramamis” gibi hissetmeleri (Van Balen ve Trimbos-Kemper, 1993) ve cocugun
kadin1 “tamamladig1’” (Newton ve ark., 1992) yoniindeki bulgular agiklayici
niteliktedir. Sosyal bask: boyutuyla iliskili olarak ise, Bat1 kiiltiirlerinde sosyal bask1
cocuk sahibi olmak i¢in en az etkili faktdr olmasina ragmen (Colpin ve ark., 1998;

Langdridge ve ark., 2000; Van Balen ve Trimbos-Kemper, 1995), bu calismayla
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Dogu kiiltiirlerinde ¢iftlerin ¢cocuk sahibi olma kararlarinda toplumun 6nemli bir

yerinin oldugu bir kez daha gdsterilmistir.

Bu c¢alismadaki analizlerde dikkat edilen bir diger 6nemli konu, ¢oklu kovaryans
analizinde kadinlarin ¢ocuk sahibi olmayir deneme siireleri kontrol edilmedigi
takdirde kimlik ve sosyal baski faktorlerine ek olarak, yetistirme, iliski ve
materyalizm boyutlarinda da yardimci iireme teknikleriyle gebe kalmis kadinlarin
daha yiiksek motivasyon gosterdikleri goriilmiistlir. Bu sonuglar, yetistirme, iligki ve
materyalizm boyutlarinin daha ¢ok gebe kalinmadan 6nce ¢ocuk sahibi olmak icin
caba sarf edilen siireyle iligkili oldugunu vurgulamaktadir. Cocuk sahibi olmak i¢in
gecirdikleri zaman igerisinde sayisiz deneme gegirip motivasyonlarinin bu siiregte
artmig olmasi (Rotkirch, 2011), iligki kalitelerinin diigmesi (Langdridge ve ark.,
2000) ve tedavi siirecinin olduk¢a masrafli olmasi (Van Balen ve Visser, 1997),
kisileri ¢ocuk sahibi olarak bu alanlardaki ihtiyaclarini telafi etmek yoniinde motive

ediyor olabilir.

Bu analizde yalnizca neslin devami faktoriinde anlamli fark olmamasinin Dehset
Yonetimi Kurami'nin da 6ne siirdiigii gibi, kisinin neslinin devamliligin1 saglama
isteginin bilin¢dis1 bir ihtiya¢ olmasiyla iligkili olabilecegi diisiiniilmiistiir (6rn.,

Fritsche, et al., 2007).
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BOLUM 3

CALISMA 2: PSIKOSOSYAL FAKTORLERIN YARDIMCI UREME
TEKNIKLERIYLE GEBE KALMIS ANNE ADAYLARININ GEBELIK
DONEMi UYUMLARI iLE GEBELIK DONEMi BAGLANMALARI
UZERINDEKI ETKIiSI

3.1. Giris

Gebelik, kisinin kendini mutlu ve iyi hissettigi bir donem olarak diisiiniilmesine
ragmen depresyon, kaygi ve stres gibi duygusal zorluklar1 da barindiran bir siirectir
(Carter, 2005; Dunkel Schetter ve Tanner, 2012). Cogunlukla dogum ve bebegin
saglhyla ilgili konularda kaygilanan anne adaymin (Green, Kafetsios, Statham ve
Snowdown, 2003) yasadigi zorluklarin ele alinmasi anne ve bebegin gebelik
siirecinden itibaren saglikli iligki kurabilmesi i¢in olduk¢a 6nem tasimaktadir (Della

Vedova, Dabrassi ve Imbasciati, 2008).

Yardimer ilireme teknikleriyle gebe kalmis olan anne adaylarinda, normal
gebeliklere kiyasla gecmis yasantilarin olumsuz etkilerinin daha gozle goriiliir
oldugundan s6z etmek miimkiin olabilir (Harf-Kashdaei ve Kaitz, 2007). Cocuk
sahibi olmak konusunda yiiksek motivasyon diizeyine sahip olan bu kadinlar
(Cassidy ve Sintrovani, 2008), gebe kalincaya kadar pek ¢ok basarisiz deneme,
ciddi saglik sorunlar1 ve bebek kaybi yasamaktadirlar. Bu tip olumsuz yasam
olaylarmin, yardimei lireme teknikleriyle gebe kalan anne adaylarimin iizerinde
olumsuz etkileri olabildiginden, bu kadinlarin gebelik déonemlerinde kendilerine has
ozellikler gormek s6z konusu olabilir (Colpin, De Munte ve Vandemeulebroecke,

1998; Yakupova, Zakharova ve Abubakirov, 2015).

337



Yardimer iireme teknikleriyle olusan gebelikler gerek tedavi gerek gebelik
siirecinde duygusal olarak yipratici oldugundan (Hjelmstedt, Widstrom ve Collins,
2006) ve gebelikleri boyunca bu kadinlar sik sik doktor kontroliine gitmek zorunda
olduklarindan (Lepecka-Klusek ve Jakiel, 2009), “hasta” psikolojisinden ¢ikamamis
olduklarindan bahsetmek miimkiin olabilir (Hjelmstedt, Widstrém, Wramsby ve
Collins, 2004; Olhansky, 1990). Bu nedenle, bu kadinlarin gebelik siirecine dair
kontrol algilarinin diisiik oldugu, yiiksek diizeyde kaygi yasayabildigi, kendilerini
olas1 bebek kayiplarina karst hazirlikli tuttuklarindan gebelik adaptasyonu ve
gebelik donemi baglanmasi konularinda zorluk yasadigi alanyazindaki ¢alismalar

tarafindan vurgulanmistir (Hjelmstedt ve ark., 2006).

Bu calismanin amaci, yardimer iireme teknikleriyle olusan gebeliklerde anne
adaylarinin gebelik adaptasyonu ve gebelik donemi baglanmasini olumsuz etkileyen

faktorlerin anlasilmasidir.
3.1.1. Gebelik Stresi

Yardimer iireme teknikleriyle gebe kalan kadinlar, dogal yollarla gebe kalmis
kadinlara kiyasla genel kaygi diizeylerinde bir farklilik gostermeseler de, gebelik
stresi bakimindan daha olumsuz bir tablo ¢izmektedirler (McMahon, Ungerer,
Beaurepaire, Tennant ve Saunders, 1997; Hjelmstedt, Widstrom, Wramsby ve
Collins, 2004). Yapilan aragtirmalar, yardimci iireme teknikleriyle gebe kalan
kadmlarin gebelik donemi streslerinin oldukga yiiksek oldugunu, 6zellikle bebegin
saglig1 ve bebek kaybi konusunda yogun kaygi yasadiklarini (Hjelmstedt et al.,
2003; McMahon et al., 1997) ve kisinin ge¢misteki kayip sayisi arttikca gebelik
streslerinin de arttigin1 gostermektedir (Yakupova, Zakharova ve Abubakirov,

2015).
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3.1.2. Gebelik Adaptasyonu/Uyumu

Gebelik adastasyonu, kadmlarin gebelik siirecine ve gebelikle ilgili degisimlere
uyum gosterme diizeylerini gdstermekte ve gebelik stresinden olumsuz yonde
etkilenmektedir (Lepecka-Klusek ve Jakiel, 2009). Bu konuda yapilmis ¢alismalar,
sosyal destegin adaptasyonu arttiran dnemli bir etken oldugunu vurgulamaktadir
(Jesse, Walcott-McQuigg, Mariella ve Swanson, 2005). Alanyazindaki bazi
caligmalar, yardimc1 lireme teknikleriyle gebe kalan kadinlar icin stresle iliskili
olarak gebelik uyumlarinin diistiigiinii gosterse de; kimi ¢aligmalara gore ise bu
kadmlar gebelige uyumla ilgili daha az sikayet¢i olmaktadir (Ulrich, Gagel,
Hemmerling, Pastor ve Kentenich, 2004).

3.1.3. Sosyal Destek

Sosyal destek, kisiler infertilite gibi stresli durumlarla karsilagtiginda onlarin
adaptasyonlarini arttirarak stresin olumsuz sonuglarindan daha az etkilenmelerini
saglayan en Onemli faktorlerden birisidir (6rn., Martins, Peterson, Almeida,
Mesquita-Guimardes ve Costa, 2014). Aile, arkadas ve “6zel” bir insandan
algilanan sosyal destek, stresin olumsuz etkilerini “tamponlamakta” ve o6zellikle
herhangi bir hastaliga bagli stres durumlarinda kisi {izerinde iyilestirici etki

gostermektedir (Uchino, 2006).
3.1.4. Baglanma Stilleri

Baglanma stilleri, bireysel farkliliklar ortaya koyan ve kisinin stresli bir durumla
nasil basa ¢ikacagini gosteren onemli belirleyicilerden birisidir (Bowlby, 1969,
1973). Kisinin kendisine bakim veren kisiyle gelistirdigi ve sonrasinda tiim
duygusal yasamina etki eden bu i¢sel mekanizmalar, giivenli ve gilivensiz baglanma
olarak ikiye ayrilmakta; giivensiz baglanma stilleri ise en temel olarak kaygili ve
kaginmact baglanma olarak ikiye ayrilmaktadir (Ainsworth, Blehar, Waters ve

Wall, 1978). Ozellikle bireyler stresli bir durumla karsilastiklarinda devreye giren
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bu igsel faktorler (Amir, Horesh ve Lin-Stein, 1999), kisilerin stres diizeylerini
azaltmak i¢in kisa vadeli rahatlama sagliyor olsa da; uzun vadede islevsiz bir bas
etme mekanizmasi ortaya koymakta ve kisinin problemli durum karsisindaki kaygi
diizeyini artirmaktadir (Mikulincer ve Florian, 1995; Mikulincer, Florian ve Weller,

1993).
3.1.5. Gebelik Donemi Baglanmasi

Baglanma teorisiyle benzer yillarda One siiriilen gebelik donemi baglanmasi
kavrami, anne adaymin dogumdan Onceki siirecte bebek ile kurdugu iliskiyi
tanimlamaktadir (Muller, 1992; 1993). Yapilan caligmalar, gebelik donemi
baglanmasinin daha ¢ok gebelik haftasiyla iliskili oldugunu, haftalar ilerleyip bebek
biiylidiikkge baglanmanin da arttigini (Della Vedova ve ark., 2008) ve bu sebepten
dogal ve tedaviyle gebe kalmis kadinlar arasinda herhangi bir farkliliga neden
olmadigint (Hjelmstedt ve ark., 2006; McMahon ve ark., 1997; Stanton ve
Golombok, 1993) gosteriyor olsa da; alanyazindaki pek ¢ok c¢alisma yardimci
ireme teknikleriyle gebe kalmig olan anne adaylarmin gebelik dénemi
baglanmalarmin diisiik oldugunu, bu kadinlarin bebekle bag kurmay1 erteledigini
(Armstrong ve Hutti, 1998), anne karnindaki bebekle daha az konustuklarini ve
bebek i¢in hazirlik yapmaktan kagindiklarimi gostermektedir (McMahon ve ark.,
1999).

Bu bulgularin aksine, alanyazindaki kimi caligmalarda ise yardimci iireme
teknikleriyle gebe kalmis olan anne adaylarinin bebekleriyle daha sinirlt iligki
kurdugu vurgulanmaktadir. Bu c¢aligmalara gore anne adayi tedavi siirecinde pek
cok 6zveride bulundugu icin gebelik siirecinde de bebegine ¢ok fazla baglanmakta

ve 0zen gostermektedir (Agostini ve ark., 2009).
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3.1.6. Ebeveynlik Motivasyonu

Ebeveynlik motivasyonu, ¢iftlerin cocuk sahibi olma arzularini sekillendiren 6nemli
etkenlerden birisidir (Miller, 1994). Brenning, Soenens ve Vansteenkiste’ye (2015)
gore igsel motivasyonlar1 yiiksek olan kisilerin psikolojik iyilik halleri ve iliski
kaliteleri yiiksek olmaktadir. Ebeveyn olma motivasyonunun yiiksek oldugu
kisilerde ebeveynligin daha tatmin edici bir deneyim olarak gorildigi ifade
edilmektedir (Rholes, Simpson ve Friedman, 2006). Bunun yam sira, yiriitiilen
birgok ¢alismada, ebeveynlik motivasyonunun kiside baski yaratan bir etken de
oldugu, bu sebepten kisinin stres seviyesini arttiran bir faktér de olabilecegi

vurgulanmaktadir (6rn., Langdridge ve ark., 2000).
3.2. Calismanin Amaclari

Bu ¢aligma, yardimei tireme teknikleriyle gebe kalmis olan anne adaylarinin gebelik
donemi stresleri ile ebeveynlik motivasyonlarinin, onlarin gebelik uyumlarn ile
gebelik baglanmalari iizerindeki etkisine bakarken, sosyal destek, yetiskin baglanma

stilleri ve stresin bu iligkiler lizerindeki bigimleyici rollerini incelemektir.
3.3. Yontem
3.3.1. Katihmcilar

Bu calismanin katilimcilari, yardimci lireme teknikleriyle gebe kalmig 185 anne
aday1dir. Infertilite ve yardimer iireme teknikleriyle ilgili Facebook gruplarmin yani
sira, arastirmaci Tirkiye'nin en biiylik tlip bebek merkezlerinden birisinde goniilli

caligarak katilimcilara erisim saglamistir.

341



3.3.2. Araglar
3.3.2.1. Demografik Bilgi Formu

Toplam 42 sorudan olusan bu form, katilimcilarin demografik 6zelliklerinin, esiyle
iligkilerinin ve gebelik siirecinin anlasilmasina yonelik agik uglu ve Likert tipi

sorular igermektedir.
3.3.2.2. Prenatal Distres Olcegi (Revize Versiyonu)

Yali ve Lobel (1999) tarafindan gelistirilen ve Lobel ve arkadaglari (2008)
tarafindan revize edilen bu 6l¢ek, anne adaylarinin gebelikle ilgili endiselerini dlgen
toplam 17 maddeden olusmaktadir. Olgegin Tiirkce’ye adaptasyonu Yiiksel, Akin
ve Durna (2011) tarafindan gergeklestirilmistir. Bu ¢alismada, dlgegin i¢ tutarlilik

katsay1s1 .80 olarak hesaplanmustir.
3.3.2.3. Prenatal Kendini Degerlendirme Olgegi

Lederman (1979) tarafindan gelistirilen bu dlgek anne adaylarinin gebelik dénemi
adaptasyonlarin1 dlgmeye yarayan 79 maddeden ve yedi faktdrden olusan 4’li
Likert tipi bir 6lcektir. Olgegin Tiirkceye adaptasyonu Beydag ve Mete (2008)
tarafindan gerceklestirilmistir. Olcegin yedi alt boyutu ve bu doktora tezinde
hesaplanan i¢ tutarlilik katsayilar1 su sekildedir: kendi ve bebegin saghg ile ilgili
diisiinceler (o = .84), gebeligin kabulii (a = .79), annelik roliiniin kabulii (a = .73),
doguma hazir olus (a = .67), dogum korkusu (a = .70), kendi annesiyle iliskisi (a =

.88) ve esiyle iliskisi (a = .77).
3.3.2.4. Prenatal Baglanma Envanteri

Muller (1993, 1996) tarafindan anne adaylarinin anne karnindaki bebege dair
duygu, diisiince ve deneyimlerini belirlemek ve baglanma diizeylerini 6lgmek

amaciyla gelistirilen bu 6lcegin Tirkce’ye adaptasyon calismasi Yilmaz ve Beji
yla gelis ceg ¢y ptasyon calig ]
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(2013) tarafindan gergeklestirilmistir. Tek faktorden olusan ve 4'lii Likert tipi bir
Olcek olan bu dlgek i¢in bu doktora ¢alismasinda hesaplanan i¢ tutarlik katsayist

.90°dur.
3.3.2.5. Cok Boyutlu Algilanan Sosyal Destek Olcegi (Revize Versiyonu)

Zimet ve arkadaslar1 tarafindan gelistirilen 6lgek (1988), kisilerin algiladiklari
sosyal destek diizeylerini aile, arkadas ve “6zel bir insan” boyutlarinda 6lgmeyi
amaclayan, 12 maddeden olusan 7’li Likert tipi bir dlgektir. Olcegin Tiirkge
uyarlamas1 Eker ve arkadaslar1 (2001) tarafindan gerceklestirilmistir. Olgegin bu
arastirmadaki i¢ tutarlilig tiim Slgek i¢in .90, aile faktorii igin .93, arkadas faktori

icin .91 ve Ozel bir insan faktorii icin .86 olarak hesaplanmuistir.
3.3.2.6. Ebeveynlik Motivasyonu Olcegi

Ebeveynlik motivasyonunu degerlendirmek amaciyla, Cassidy ve Sintrovani (2008)
tarafindan gelistirilen bu 6l¢cek 24 maddeden ve 6 faktdrden olusan 5°1i Likert tipi
bir o6lgektir. Olgegin Tiirkgeye uyarlama c¢alismasi bu tezin birinci ¢alismasi
kapsaminda yapilmistir. Bu ¢alismada her bir alt 6lgek i¢in hesaplanan i¢ tutarlilik
katsayilari, “neslin devami” i¢in .78, “yetistirme” i¢in .87, “iligki” i¢in .74, “kimlik”

icin .79, “sosyal baski” i¢in .75 ve “materyalizm” i¢in .52 olarak belirlenmistir.
3.3.2.7. Yakin Iliskilerde Yasantilar Envanteri-IT

Bu o6lgek yetiskin baglanma stillerini 6lgmek amaciyla Fraley, Waller ve Brennan
(2000) tarafindan gelistirilmis ve Selguk, Glinaydin, Siimer ve Uysal (2005)
tarafindan Tiirkceye uyarlanmistir. Olgek kaginma boyutu igin 18 ve kaygi boyutu
icin de 18 olmak tizere toplam 36 maddeden olusan 5°li Likert tipi bir 6l¢ektir. Bu
calismada Olgegin i¢ tutarhilign kacinma i¢in .89, kaygi icin .84 olarak

hesaplanmustir.
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3.3.3. islem
Bu caligmada birinci ¢caligsmayla ayni1 islemler takip edilmistir.
3.3.4. Analiz

Calismada bir dizi moderasyon analizi yapilmis ve analizlerde Hayes ve Matthes

(2009) tarafindan gelistirilen makro kullanilmigtir.
2.3.5. Sonuglar ve Tartisma

Calisma sonuclarina bakildiginda, prenatal stres ile gebelik adaptasyonu iliskisinde
arkadastan algilanan sosyal destegin bi¢imleyici rolii oldugu goriilmiistiir.
Katilimeilarin arkadaslar tarafindan algiladiklari sosyal destek diizeyi arttikca stres
seviyelerinin diistigli goriilmiistiir. Bu iligki, stres diizeyinin sosyal destek faktorleri
tarafindan azalabilecegini gosteren stres tamponlama hipotezini destekler
niteliktedir (Cohen ve Wills, 1985). Ayrica, ¢alisma bulgular1t Kuo ve arkadaglarinin
(2007) gebelik adaptasyonunun sosyal destek aracilifiyla arttig1 vurgusuyla tutarl
bulunmustur. Bu bulgularla iligkili olarak dikkati ¢eken en 6nemli noktalardan birisi
arkadas desteginin bu popiilasyon i¢in anlamli olan tek faktdr olmasidir. Amir ve
arkadaslarinin (1999) belirttigi gibi, bu bulgular infertil kisilerin aile disindaki
destek faktorlerinden daha ¢ok faydalandigini gostermektedir.

Analizlerden elde edilen bir diger anlamli sonug, prenatal stres ile gebelik
adaptasyonu iligkisinde kaygili baglanma stilinin bi¢imleyici rolii oldugu
yoniindedir. Kisilerin kaygili baglanma diizeyleri arttikca stres seviyeleri artmakta
ve gebelik adaptasyonlar1 diigmektedir. Baglanma teorisinde de belirtildigi, bu
bulgular kaygili baglanmanin kisinin stres diizeyini (Mikulincer ve Florian, 1995)
ve bebek bekleyen kadinlarin gebelik stresini arttirdigini (Trillingsgaard ve ark.,
2011) desteklemektedir.
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Ebeveynlik motivasyonu ile prenatal baglanma iliskisinde gebelik stresinin anlamli
bir bicimleyici rol iistlenmesi ¢aligmanin diger 6énemli bulgularindandir. Kisilerin
stres seviyeleri arttikca ebeveynlik motivasyonunun olumsuz etkilerinin arttig1 ve
kadimlarin prenatal baglanmalarmin diistiigli goriilmiistiir. Bu bulgular, alanyazinla
uyumlu olarak, yiiksek stresin prenatal baglanma diizeyini diislirdiigiinii (Condon ve
Corkindale, 1997) ve kadmlarin bebekleriyle daha az etkilesim kurdugunu
(McMahon ve ark., 1999) gostermektedir.

Ebeveynlik motivasyonu ile prenatal baglanma iliskisinde ikinci olarak kagimmaci
baglanma stilinin de anlamli bir bigimleyici rol iistlendigi goriilmistiir. Kisilerin
kaginmact baglanma stilleri arttikca ebeveynlik motivasyonu ile prenatal baglanma
arasindaki olumsuz iliski siddetlenmektedir. Bu bulgular, Bowlby’nin (1973) de
belirttigi gibi, kacinmaci baglanma stiline sahip kisilerin 6zellikle yiiksek stres

altinda duygusal yakinlik kurmaktan ka¢indigini géstermektedir.

Analizlerde dikkati ¢eken bir diger sonug, ebeveynlik motivasyonu ile kadinlarin
kendi ve bebegin saghigi ile ilgili diisiinceler bakimindan adaptasyonlarinin
iliskisinde gebelik stresinin bi¢imleyici rol istlenmesidir. Goriildiigii gibi, yiiksek
diizeyde ebeveynlik motivasyonuna sahip olmak bu kadinlarin gebelik uyumlar:
bakimindan olumsuz bir etki ortaya koymaktadir (6rn., Harf-Kashdaei ve Kaitz,

2007).

Yapilan analizlerden elde edilen son bulgu, ebeveynlik motivasyonu ile annelik
roliiniin kabulii arasindaki iligkide “6zel bir insan” tarafindan algilanan sosyal
destegin anlamli bir bi¢imleyici rol gostermesidir. Bu bulgu, yardimci iireme
teknikleriyle gebe kalan kadinlar i¢in saglik ¢alisanlarinin 6nemli bir etkiye sahip
oldugunu desteklemektedir (Brucker ve McKenry, 2004).
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BOLUM 4

CALISMA 3: YARDIMCI UREME TEKNIiKLERIYLE GEBE KALMIS
ANNE ADAYLARININ SURECE DAIR DENEYIMLERININ ODAK GRUP
GORUSMELERIYLE INCELENMESI

4.1. Giris

Infertilite ve kisinin kendi istegi disinda c¢ocuk sahibi olamamasi kanser gibi
oliimciil hastaliklar kadar kisilerin kaygi ve depresyon diizeylerini arttiran bir saglik
sorunudur (Domar, Zuttermeister ve Friedman, 1993). Yapilan arastirmalar, tedavi
olumlu sonuclanip gebelik olussa da ge¢mis siireclerin etkilerinin devam ettigini,
kadmlarim gebelik doneminde ve sonrasinda duygusal sorunlar yasayabildigini

gostermektedir (6rn., Hjelmstedt, Widstrom, Wramsby, & Collins, 2004).
4.1.1. Infertilite ve Tedavi Siireci

Dogal yollarla ¢ocuk sahibi olamayacagin1 6grenen bireyler sevdikleri bir kisiyi
kaybetmis gibi yas siirecine girmekte (Lazarus ve Folkman, 1984) ve Kiibler-
Ross’un (1969) belirttigi gibi sirasiyla inkar, kizginlik, pazarlik, depresyon ve
kabullenme duygularim1 yasamaktadir. Tedavi esnasinda yasadigi olumsuz
tecriibelerle tekrar tekrar umut ve kayip dongiisiine giren bireyler i¢in gegirdikleri
bu siirecin olumsuz etkileri ileriki siiregte de etkilerini gdsterebilmektedir

(Hjelmstedt, Widstrom, Wramsby, Matthiesen ve Collins, 2003).
4.1.2. Gebelik Siireci

Infertilite ve tedavi siirecinde duygusal ve ekonomik yénden pek ¢ok yatirim yapan

kadinlar, tedavi gebelikle sonuglandiginda kimi zaman hamile oldugu ger¢egini
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gormezden gelirken (Harris ve Daniluk, 2010) kimi zaman ise yalnizca bebege
odaklanip siddetli kaygt ve korku semptomlar1 gosterebilmektedirler (Hjelmstedt,
Windstrom ve Collins, 2006). Fakat bu bulgularin yani sira, alanyazinda dogal
yollarla olusmus gebeliklere kiyasla yardimer tireme teknikleriyle gebe kalmis olan
kadimlarm psikolojik yonden herhangi bir farklilik géstermedigini ve hatta gebelige
dair daha olumlu duygulara sahip oldugunu gosteren ¢aligmalar da bulunmaktadir

(Klock ve Greenfeld, 2000).
4.1.3. Annelik

Alanyazindaki yardimci tireme teknikleriyle gebe kalmis kadmnlarin annelik
deneyimlerini anlamaya yonelik olarak yapilmis calismalarda da birbiriyle celisen
sonuglar dikkati ¢ekmektedir. Kimi caligmalara gore, tedaviden bagimsiz olarak
anneler depresyon, kaygi (Gibson, Ungerer, Tennant ve Saunders, 2000; Raguz,
McDonald, Metcalfe, O’Quinn ve Tough, 2014) ve ebeveynlik stresi (Colpin ve
Soenen, 2002) gibi yonlerden herhangi bir farklilik gostermezken; yapilan bazi
caligmalar bu kadinlarin infertil olmayla ilgili gegmisteki yetersizlik duygularinin
halen devam ettigini ve onlarin ebeveynlige dair 6zgiivenlerini disiirebildigini

gostermektedir (Gibson ve ark., 2000).
4.2. Calismanin Amaclari

Bahsedilen bulgularda goriildiigli gibi, alanyazinda infertil olup yardimci iireme
teknikleriyle cocuk sahibi olan kadmlarin tedavi, gebelik ve ebeveynlik
deneyimlerine dair yapilan ¢aligmalar ii¢ gruba ayrilmaktadir. Bu kadinlarin dogal
yollarla ¢cocuk sahibi olan kadinlardan herhangi bir farklilik géstermedigini belirten
caligmalar oldugu gibi, daha iyi ya da daha koétii duygu durumlari oldugunu savunan

caligmalar da vardir.

347



Bu bilgiler 15181nda, bu ¢aligmanin amaci yardimer iireme teknikleriyle ¢ocuk sahibi
olma yolunda olan bu kadinlarin infertilite siirecinden baglayip annelik ideallerine

uzanan bu yolculuktaki deneyimlerini anlamaktir.
4.3. Yontem
4.3.1. Katihmcilar

Birinci ve ikinci ¢aligmada veri toplanilan klinigin hastalarindan olusan ilki bes,

ikincisi ti¢ kigiden iki ayr1 odak grup goriismesi yapilmstir.
4.3.2. Araglar
4.3.2.1. Demografik Bilgi Formu

Katilimeilarin demografik o6zelliklerinin, esiyle iliskilerinin ve gebelik siirecinin

anlasilmasina yonelik agik uclu ve Likert tipi toplam 14 sorudan olugsmaktadir.
4.3.3. Veri Toplama: Odak Grup Goriismeleri

Krueger ve Casey (2000) tarafindan, tehdit edici olmayan ve kisilerin kabul
gordiigiinii hissettigi, 6zenle planlanmis tartisma grubu olarak tanimlanan odak grup
goriigmeleri; grup etkilesimini de goéz onilinde bulundurarak bir konu hakkinda

kapsamli bir bakis acisiyla bilgi edinilmesini saglayan etkili bir aragtir.
4.3.4. Islem

Etik kurul onayinin ardindan, Ankara’nin en biiylik tiip bebek kliniklerinden birinde
odak grup goriismeleri organize edilmistir. Gorligmeler ortalama iki saat siirmiis ve
goriisme esnasinda katilimcilarin da izinleri dogrultusunda, ses kayit cihaziyla kayit
tutulmus ve tim goriismeler desifre edilmistir. Her iki toplantinin ardindan,

katilimcilara 15 dakikalik bir bilgilendirme sunumu yapilmaistir.
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4.3.5. Tematik Analiz

Desifre edilmis olan goriisme kayitlari, odak grup goriismelerinde yaygin olarak
kullanilan tematik analiz yOntemiyle analiz edilmistir. Teorik bir c¢ergeveye
sikismadan daha esnek bir bakis ag¢is1 sunan bu analizde Braun ve Clarke’in (2006)

onerdigi alt1 basamakli analiz yontemi kullanilmistir.
4.3.6. Calismanin Giivenilirligi

Temalar olusturulurken giivenilirligi saglamak adina nitel bir arastirma grubu
kurulmus, desifreler ve arastirmacinin kendi gézlemleri de gbz Oniinde tutularak

semalara karar verilmistir.
4.3.7. Sonuglar ve Tartisma

Analiz sonuglart ortaya ¢ikan temalarin zamansal yonden ii¢ ana baslik altinda
toplandigin1 gostermektedir. Bu baglamda, birinci {ist anlam temas: infertilite ve
tedavi siirecine dair “bos teneke” gibi hissetmek temasi olarak isimlendirilmistir.
Yapilan goriismeler esnasinda kadinlarin infertilite donemine dair deneyimlerinde,
kendilerini “bos”, ise yaramaz ve yetersiz hissettikleri dikkati c¢ekmistir. Bir
katilimcimin kullandig1 “bos teneke” metaforunun bu anlamda kapsayici olabilecegi
diisiiniilmiistiir. Alanyazindaki g¢aligmalara bakildiginda, benzer sekilde, infertil
kadmlarin kendilerini yetersiz gordiikleri ve rahimleri yerine adeta “bos bir delik”

varmis gibi hissettikleri dikkati ¢ekmektedir (Domar ve ark., 2012).

Bu iist anlam temasinin altinda, ¢ocuklu hayatin idealizasyonu, olumsuz duygular
ve uyumsuz bas etme yollar: temalart bulunmaktadir. Kadinlarin kendilerini yetersiz
hissetmelerinin en 6nemli nedenlerinden birisi ¢ocuklu hayatin onlar i¢in ¢ok ideal
oldugu goriisiidiir. Alanyazinda da bu bulguyu destekleyen ¢alismalar
bulunmaktadir (6rn., Fisher ve ark., 2008; Smorti ve Smorti, 2012). Bu ideallerine

ulagmada infertilite engeliyle karsilasan kadinlar pek c¢ok olumsuz duygu

349



yasamakta, kendilerini yalniz ve haksizliga ugramis hissetmektedir. Diger kadinlar
kolaylikla ¢ocuk sahibi olabildikleri i¢in, infertii olmanin “sanssizlik” ve
“adaletsizlik” oldugunu diistinmektedirler (Redshaw ve ark., 2007). Bunun yani sira
eslerinden ve ailelerden destek goremediklerini hissedip yogun sekilde 6tke duyan
bu kadinlarin kimi zaman sosyal ortamlardan geri ¢ekilerek olumsuz duygulariyla
bas etmeye calistiklar1 dikkati cekmektedir (Davis ve Dearman, 1991). Alanyazinda
da belirtildigi gibi, sosyal g¢evresi tarafindan anlasilmadigini hisseden infertil
kadmlarm en sik kullandigi bas etme yollarindan birisi sosyal geri ¢ekilmedir
(Glover ve ark., 2009). Bunun yant sira daha 6nce de Tiirk kiiltiirii i¢in vurgulanan
dini bas etmeler (6rn., Karaca & Unsal, 2015) ve kadmlarm “giicliiliik maskesi”
ardina saklanarak duygularini bastirmalar (Katiraei ve ark., 2010) yine goriismeler

esnasinda One ¢ikan diger basa ¢ikma mekanizmalarindandir.

Ikinci iist anlam temasi, gebelik siirecine dair olarak “Ya kaybedersem?” temasi
olarak isimlendirilmistir. Goriismeler esnasinda, ge¢cmiste yasanan olumsuz
deneyimlerin etkilerinin gebelik siirecinde etkisini gosterdigi dikkati ¢gekmistir. Bu
iist anlam temasinin altinda ge¢mis kayiplara takili kalma, siirekli endise hali ve
“tamamlanmaya’ dogru ilerleme temalar1 yer almaktadir. Alanyazinda ortaya ¢ikan
bu temalarla iligkili olarak, yardimci lireme teknikleriyle gebe kalan kadinlarin
bebegini kaybetme korkusundan kaynakli olarak yliksek kaygi diizeyine sahip
oldugu (Hjelmstedt ve ark., 2003), bu kaygilariyla bas etme yontemi olarak ya asir
korumac1 olup siirekli gebeliklerine odaklandiklari (Fisher, Hammarberg ve Baker,
2008) ya da kacinmaci davranip gebelik ve bebek yokmus gibi davrandiklar: dikkati
cekmistir (Harris ve Daniluk, 2010).

Ucgiincii ve son iist anlam temasi, kadinlarmn annelik kurgulartyla iliskili olup hayal
kiritklig1 ve umut temasi olarak adlandirilmistir. Bu ana temanin altindaki temalara
bakildiginda, bu kadmlarin annelik ideallerinde de gebelik siirecindeki

deneyimlerinin benzerlik gostermesi dikkati cekmektedir. Gegmisteki siirecin yasini
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siirdiirme ve ge¢misteki tiim acilara ragmen umutlu olma alt temalar1 bu baslik
altinda toplanmaktadir. Gegmisin yasini siirdiirmeyle iligkili olarak, Redshaw ve
arkadaslarinin (2007) belirttigi gibi, basarili tedavi sonuclarina ya da saglikla
gerceklesmis dogumlara ragmen, infertilite ge¢misi olan bireyler tedaviyle gebe
kalmis olma durumunun kirgmmhigimi ve pigsmanhigini devam ettirebilmektedir.
Yapilan goriismelerde dikkati ¢eken, alanyazinda da vurgulandigr gibi, gebe kalma
stireci ¢cok zorlu oldugundan, bu kadinlarin anneligi de ¢ok zor ve problemlerle dolu
bir donem olarak algiliyor olmasidir (6rn., Glazebrook ve ark., 2004). Bu kaygi ve
korkularla bag etmek i¢in kimi kadinlarin yine kaginmaci bir tutum i¢inde oldugu ve
annelik tizerine hi¢ diisiinmedikleri dikkati ¢ekmistir. Son olarak, yasanilan tiim
olumsuzluklara ve zorluklara ragmen katilimcilarin gelecege umutla baktigi,
gecmisteki tiim acilara ragmen umutlu olduklar1 ve Glazebrook ve arkadaslarinin

(2004) da belirttigi gibi anneligi bir 6diil gibi gordiikleri fark edilmistir.
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BOLUM 5

GENEL SONUC

Bu doktora tezi yardimci ilireme teknikleriyle gebe kalmis anne adaylarinin
psikolojik durumlarim1 derinlemesine anlamaya yonelik olarak planlanmig karma

yontemli bir ¢caligmadir.

Birinci calismada, Ebeveynlik Motivasyonu Olgegi'nin gegerli ve giivenilir bir
Olglim aract oldugu ve orijinal Olgekteki gibi alti faktdrden (neslin devamu,
yetistirme, iligki, kimlik, sosyal baski, materyalizm) olustugu bulunmustur. Yas,
egitim diizeyi, evlilik siiresi, evlilik doyumu ve ¢ocuk sahibi olmak i¢in gecirilen
stire gibi motivasyonu etkileyen degiskenlerin etkisi kontrol edilip bu alt1 faktor
dogal ve yardimci iireme teknikleriyle gebe kalmig anne adaylar1 arasinda
karsilagtirildiginda, yardimci tlireme teknikleriyle gebe kalmis anne adaylarinin
genel motivasyon diizeyi ile kimlik ve sosyal baski alt boyutlarinda anlamli olarak
ylksek degerler gosterdigi bulunmustur. Bu bulgular alanyazindaki diger
caligmalarla tutarli olarak infertil kadinlarin ¢ocuksuzlugu kadin kimligine yonelik
bir tehdit olarak gordiigiinii (Greil ve ark., 2018) ve topluluk¢u kiiltiirlerde sosyal
baskinin daha fazla hissedildigini (Cassidy ve Sintrovani, 2008) desteklemektedir.

Birinci ve ikinci ¢alisma bulgulari birlikte diisiiniildiigiinde, ilk olarak Langdridge
ve arkadaglarinin da (2000) belirttigi gibi, yardimci lireme teknikleriyle gebe kalmis
kadmlarm yiiksek motivasyon diizeyine sahip olmalarinin onlar1 olumsuz sekilde
etkiledigi ve gebelik donemi baglanmalarini diiglirdiigii gortilmistiir. Eger bu
kadmlar ayn1 zamanda yiiksek diizeyde gebelik stresine ya da kaginmaci bir

baglanma stiline sahiplerse bu olumsuz iligki pekismekte ve kadinlarin gebelik
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donemi baglanmalar1 daha olumsuz sekilde etkilenmektedir. Yiiksek motivasyon
diizeyine sahip kadinlar i¢in stresin araci roliine bakildiginda, alanyazin bulgulariyla
uyumlu olarak bu kadinlarin bebegini kaybetmeye dair yiiksek diizeyde
korkularinin oldugu (Gibson ve ark., 2000; Litt ve ark., 1992; Yakupova ve ark.,
2015) ve bu korkuyla bir bas etme yontemi olarak endiseli ve asir1 koruyucu bir
baglanma stili gosterdikleri dikkati ¢ekmistir (Agostini ve ark., 2009; Van Balen,
1996; Fisher ve ark., 2008). Kadinlarin bu tip asir1 koruyucu egilimleri, {i¢lincii
calismada ortaya ¢ikan temalarda da fark edilmistir. Ornegin, iigiincii ¢alismada
yliksek motivasyon diizeyleri ve kaybetme korkulartyla bebegin hareketlerine ¢ok
fazla odaklanan anne adaylarindan birisinin alti haftalik bebegi heniiz
hissedebileceginden ¢ok ufak olmasina ragmen hissedebildigini ifade etmesi bu

konu 6zelinde dikkati ¢eken bulgular arasindadir.

Ikinci calismada kaygili baglanma stiline sahip kadinlarla iliskili olarak ortaya ¢ikan
diger bir bulgu kaygili baglanmanin gebelik donemi stresi ile gebelik adaptasyonu
arasindaki negatif yonlii iliskiyi pekistirip gebelik adaptasyonunu diisiiriiyor
olmasidir. Ucgiincii ¢alismayla birlikte diisiiniildiigiinde bu kadimnlarin kontrol
algisinin diistiigii, o sebeple bebegin saglikli ve hayatta oldugundan emin olmak i¢in
sik sik kontrol etme ihtiyact duydugu anlasilmistir. Her iki ¢calismanin bulgular1 bir
arada dugiiniildiigiinde, yardimci iireme teknikleriyle gebe kalmis kadinlarin gebelik
donemi uyumlarin1 arttirmak icin terapi ya da destek gruplari aracilifiyla stres
seviyelerinin diigliriilmesinin ve kaygili baglanma stiline sahip olmalar1 yoniinde i¢

gorii kazandirilmasinin faydali olabilecegi diistiniilmektedir.

Yine ikinci ¢alismada goriilen kaginmaci baglanma stiline sahip olmanin yiiksek
motivasyon diizeyi ile gebelik donemi baglanmasi arasindaki iliskiyi zayiflatan bir
role sahip olmasi iiciincii ¢alismayla da desteklenmis, kaginmaci baglanma stiline
sahip olan kadinlarin bebekleri i¢in herhangi bir hazirlik yapmamasi ve bebegin

hareketlerine dikkat etmemesi dikkati ¢gekmistir. Kaginmaci baglanma stiline sahip
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olmak kisinin kaygisiyla bas etmesini sagliyor olsa da yapilan ¢aligmalar kaginmaci
baglanmanin dogum sonrast baglanma (Muller, 1996) ile anne-bebek iliskisi i¢in

(Siddiqui ve Hagglof, 2000) risk faktorii oldugunu géstermektedir.

Bu doktora tezinden elde edilen 6nemli bulgulardan bir digeri de, sosyal destegin
stres {izerinde tampon etkisi olmas1 hipotezinin dogrulanmis olmasidr. Ikinci
caligmanin bulgulari, arkadas tarafindan algilanan sosyal destegin bu kadinlar i¢in
stres ve gebelik uyumlar: arasindaki iligkiye iyilestirici yonde bicimleyici etki yapan
bir faktor oldugunu gostermistir. Bunun yani sira, yine ikinci ¢alismada “6zel bir
insandan” (6rn., doktor, komsu, akraba) algilanan sosyal destegin kisinin annelik
rolilyle 6zdesim kurmas1 yoniinde iyilestirici etki yapmasi dikkati ¢ekmistir.
Alanyazindaki ¢aligmalarin aksine, bu ¢alisma arkadas ve “6zel bir insan”
faktorlerinin stresin olumsuz sonuglarina sagaltici etki yaptigini gostermektedir.
Diger bir deyisle, bu ¢aligma yardimer iireme teknikleriyle gebe kalmis anne
adaylarinin aile bireylerindense dis ¢evreden algiladigini destegin daha olumlu etki

yarattigini gostermektedir.

Ikinci ¢alismada, kisilerin aile bireylerinden algiladiklar1 sosyal destekten fayda
goérmiiyor olmalar1 basta ilging bir bulgu olarak diislintilmiis olsa da, odak grup
goriismeleriyle birlikte diisiiniildiiglinde bu kadinlarin esleri, anne ve babalari
tarafindan kendilerini yalniz ve anlasiimamug hissettikleri, onlar tarafindan destek
hissetmeyip aksine yalniz birakildiklarini hissettikleri fark edilmistir. Bu bulguyla
iliskili olarak, alanyazinda erkeklerin farkli bas etme stratejilerini kullaniyor
olmalarina dikkat ¢ekilmistir (Williams, 1997). Bunlara ek olarak, anne ve baba
tarafindan algilanan sosyal destegin sagaltict olmamasiyla ilgili olarak ise, Tiirk
kiiltiiriinde genis aile baglarinin fazla miidahaleci olmasinin kisi iizerinde sosyal
baski yaratiyor ve kisinin destek algilamasini giiglestiriyor olabilecegi

diistintilebilir.
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Sonug olarak, tiim ¢alismalar bir arada diisiiniildiiglinde bu doktora tezi birbirini
tamamlayan ii¢ ¢alismadan olusan kapsamli bir arastirmadir. Klinik bir 6rneklem ile
calisilmasi, karma yontemli bir arastirma olmasi ve konunun biitiinciil bir sekilde
ele alinmis olmasi ¢alismanin kuvvetli yonleri arasindadir. Her bir ¢aligmada, Tiirk
kiiltiirii i¢in ¢ocuk sahibi olmanin 6nemi vurgulanmistir. Bunun yani sira, bu
caligma araciligryla Tiirk kiiltiiriinde ¢ocuk sahibi olmanin kadin cinsiyet kimligi
acisindan dnemli bir yere sahip oldugu ve toplumun beklentilerini karsilama
isteginin kadinlarin ¢ocuk sahibi olma motivasyonlarini sekillendirdigi goriilmiistiir.
Bu ¢aligmadan elde edilen bulgular ayrica yardimci iireme teknikleriyle gebe kalmis
olan kadinlarm yiiksek motivasyon diizeyine sahip olmalarina ragmen, ge¢misteki
olumsuz deneyimlerinden 6tiirii yogun gebelik stresi yasadiklarini, bununla iliskili
olarak da gebelik adaptasyonlarinin ve gebelik donemi baglanmalarinin diisiik

olabilecegini vurgulamaktadir.

Son soz olarak, bu doktora tezi yardimer tireme teknikleriyle cocuk sahibi olmaya
caligan bir birey icin psikolojik destegin tedavinin her basamaginda 6nemli
oldugunu gostermektedir. Tiirkiye'de klinik-saglik psikolojisi uygulamalarinda,
yardimeci tireme teknikleriyle gebe kalan anne adaylariyla ¢alisilirken bu tezden elde

edilen verilerden fayda saglanilabilir.
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