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Patients with strong religious faith,
studies show, sustain medical crises
with better outcomes than those who
do not hold strong spiritual beliefs or

maintain religious practices.1 Research also
shows that religious people tend to have a
greater sense of well-being, greater life satis-
faction, lower levels of depression and anxiety,
and a decreased risk of suicide.2-7

Society, especially religious society, has
traditionally valued woman for her life-giving
role. So it is not surprising that living with un-
realized hopes for a child can negatively affect
a woman’s psychological well-being.

Infertility and depression
Women who experience infertility report sig-
nificantly higher levels of depressive symp-
toms8 and anxiety9 than women in the fertile
population. In one study, 11% of infertile sub-
jects met the criteria for a major depressive
episode, compared to 3.6% of fertile sub-
jects.10 In another study of infertile women,
half of the subjects reported changes in their
sexual function, and 75% reported changes in
mood, such as increased feelings of sadness.9

There is also evidence that depressive
symptoms are associated with decreased fer-
tility and can interfere with the success of in-
fertility treatment. In one investigation,
women with a lifetime history of clinical de-
pression were nearly twice as likely to report
infertility as those not depressed.11 In vitro
fertilization (IVF) patients who reported

heightened levels of depressive symptoms
prior to beginning IVF treatment had signifi-
cantly lower success rates than women with
lower levels of depressive symptoms.12,13 In
general, infertility-related stress has been
found to have direct and indirect adverse ef-
fects on treatment outcomes.14

In caring for the infertile woman, then, it
is important to identify and minimize factors
that lead to depressive symptoms and psy-
chological distress and to identify and em-
phasize factors that are associated with
healthy coping. If, for example, religious
women were to report lower levels of depres-
sive symptoms or psychological distress dur-
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The stress and distress of
infertility: Does religion
help women cope?
In this evaluation of nearly 200 infertile women, high levels of 
religiosity and spirituality are significantly correlated with low 
levels of psychological distress. Clinicians should be prepared to
discuss religious and spiritual issues with their patients, as those 
issues may play an important role in the psychological health of 
infertile women—and in their response to infertility treatment. 
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✒ KEY POINTS

■ Women who experience infertility are more likely to suffer from heightened
depression and anxiety symptoms than women in general. The longer the
infertility and the greater the associated distress, the more likely a patient
will suffer depressive symptoms, which can in turn diminish fertility and
interfere with treatment success. 

■ A high level of spiritual well-being is significantly linked with less infertility
distress and fewer depressive symptoms, suggesting a relationship between
spirituality and the psychological well-being of women undergoing infertility
treatment. Conversely, self-reported depressive symptoms and lower levels
of spiritual well-being predict higher levels of infertility distress. 

■ Spirituality and religion are important sources of solace for most individuals.
Many physicians do not describe themselves as personally religious, and
most are not trained to discuss spiritual matters with patients. However,
physicians may be well-advised to inquire about and support patients’
religious beliefs to help promote their physical and psychological well-being.
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ing infertility than less religious women,
health care professionals might want to en-
courage their patients to consider religious or
spiritual practices that have provided comfort
in the past.

One study was located which considered
the relationship between faith and fertility,
and it only assessed Jewish women in Israel.
Women undergoing IVF were asked to indi-
cate their attitude toward religion and to clas-
sify themselves as secular, traditional, or or-
thodox.15 The study uncovered a significant
relationship between religious observance and
conception rates, with the highest rates in the
traditional group. Of those who conceived,
70% classified themselves as “traditional.”
Among the women who didn’t conceive, only
27% reported traditional religious practice.
Folkman and Chesney suggest that “reliance
on spiritual beliefs and engaging in spiritual
activity have been identified as ways of coping
in stressful situations.”16 Adherence to tradi-
tional faith may provide an effective way to
cope with adversity and disappointment.

Religion’s advantages—
and possible drawbacks
Strong religious beliefs may help or interfere
with coping and healing. On the one hand,
some may find comfort by believing that in-
fertility is part of a divine plan, while others
may interpret infertility as punishment from
a higher power for past sins and indiscretions.

Some infertile women who display strong re-
ligious or spiritual beliefs may achieve relax-
ation through prayer. Others may experience
heightened levels of distress from feeling that
their prayers for a child have gone unan-
swered, or from agonizing over whether to
pursue a treatment that may be specifically
banned by their religion.

Being religious may benefit the infertility
patient by providing a feeling of community
and reducing social isolation. Conversely, a re-
ligious perspective may heighten a woman’s
sense of social isolation from a religious com-
munity that emphasizes childbearing. Infer-
tile couples may be stigmatized by religious
doctrines that make parenthood a core iden-
tity, such as the Old Testament command-
ment to “be fruitful and multiply” (Genesis
1:28). Thus, religious beliefs may actually
compound the negative psychological effects
of infertility.17

An investigation
In order to explore these connections in fur-
ther detail, the authors conducted a study to
investigate the role of religiosity and/or spiri-
tuality in shaping the subjective psychological
well-being of infertile women. The 3 specific
questions addressed in this research were:
(1) Is there a relationship between spirituali-

ty (either religious well-being or existen-
tial well-being) and depressive symptoms?

(2) Is there an association between increased
spirituality and decreased infertility dis-
tress? and 

(3) Do women who report more depressive
symptoms also report more distress with
their infertility?

Materials and methods
Subjects
Those eligible to participate included all Eng-
lish-speaking women who had a scheduled ap-
pointment or procedure at any of the 4 offices
of Boston IVF, a hospital-affiliated infertility
practice, during the recruitment phase
(March 1 through August 1, 2000).

Materials
Each participant was asked to complete 4
questionnaires while waiting for an appoint-
ment with an infertility specialist. The ques-
tionnaires included:
• the Beck Depression Inventory,18 which

measures depression severity and is a wide-
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ly-used self-report instrument for assessing
depression

• the Fertility Problem Inventory,19 which
measures perceived infertility-related stress
and identifies and measures domains of
stress specific to infertility such as social,
sexual, and relationship concerns

• the Spiritual Well-Being Scale,20 evaluating
the quality of one’s spiritual health in a 2-di-
mensional construct: religious well-being
and existential well-being, and

• a demographic form, collecting information
on religious denomination, current religious
practices, infertility history, and mental
health history.

The Spiritual Well-Being Scale was de-
veloped to measure the quality of spiritual
health. It has two constructs—religious well-
being (well-being as it relates to God) and ex-
istential well-being (well-being as it relates to
life satisfaction).

Methods
The study was approved by the Institutional
Review Board of the Beth Israel Deaconess
Medical Center in Boston. Each question-
naire packet included a letter from the inves-
tigators explaining the study’s purpose and
procedures. It informed the prospective sub-
ject that completing the questionnaires im-
plied consent to become a participant.

During the recruitment phase, each re-
ception desk at the 4 Boston IVF waiting
rooms had a sign indicating that any woman
undergoing any infertility treatment was eli-
gible. The sign also explained that participants
would remain anonymous, that the study
would take approximately 20 minutes to com-
plete, and that participants would receive a
free relaxation audiotape when they handed
in the questionnaires. 

Women who expressed interest received
a packet that included the introductory letter
from the investigators, the questionnaires, and
a set of directions.

Statistical analysis
Participants were requested to fully complete
all 4 questionnaires, though not all were ex-
pected to do so (actually, 168 of 195 partici-
pants completed all 4). At present, there are
no formal procedures for scoring Beck De-
pression Inventory, Fertility Problem Inven-
tory, and Spiritual Well-Being Scale question-
naires that are missing data.17-19 Prior to

beginning the study, we elected to use the
standard scoring procedures of a widely used
anxiety questionnaire (State-Trait Anxiety In-
ventory) for scoring and weighing question-
naires that were missing data.21

Separate linear regression models (step-
wise algorithm) were used to determine if de-
mographic, religious, or medical characteris-
tics were independent predictors of
depressive symptoms (Beck Depression In-
ventory) or infertility distress (Fertility Prob-
lem Inventory). Predefined potential predic-
tors included a number of continuous
variables (age, education, duration of infertil-
ity, duration of infertility treatment, Spiritual
Well-Being Scale, and, depending on the re-
gression model, Beck Depression Inventory
or Fertility Problem Inventory.) Potential pre-
dictors also included a number of discrete
variables (marital status, employment status,
number of children [if any], whether or not
each subject considered herself to be opti-
mistic or pessimistic, religious education, fre-
quency of attendance at religious services,
current religious practice, prayer or medita-
tion, lifestyle change in religion, infertility di-
agnosis, and number of office visits.) Vari-
ables were included in the final Beck
Depression Inventory model or Fertility
Problem Inventory model if they had a P value
of 0.05 or less. Statistical analyses were per-
formed using SPSS 10.1 (www.spss.com).

Results
Participants included a total of 195 women
who were currently seeking treatment at
Boston IVF. Their ages ranged from 22 to 47
years (mean age, 36.4 years), and approxi-
mately 61% were in their 30s (Table 1). Half
of the group had some level of graduate edu-
cation, and a large majority of the women,
78%, were married. Approximately 86% were
currently employed, and over three-quarters
(77%) did not already have a child.

The religious demographics in Table 2 in-
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with coping and healing. On the one hand,

some may find comfort by believing that infertility
is part of a divine plan, while others may interpret
infertility as punishment from a higher power.
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dicate that 75% of the subjects were Christ-
ian (52% Catholic), 17% were Jewish, 4% had
“other” religions, and 2% reported no reli-
gious affiliation. The vast majority (85%) had
received some formal religious education.
Some 65% reported “regular” religious atten-
dance. About 35% said they attended religious
services at least monthly, while 30% said they
never attended services. A sizeable majority
of respondents, 79%, said they currently pray
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TABLE 1

Demographic characteristics 
of the study population

Participants 
(n=195)

Mean age in years (+_ sd) 36.4 (5.2)

Age (n, %)

<30 17 (8.7)

30–34 58 (29.8)

35–39 60 (30.7)

40–44 46 (23.6)

>45 13 (6.7)

Missing 1 (0.5)

Mean education in years (+_ sd) 16.8 (2.3)

Education (n, %)

High school degree 12 (6.2)

Some college 25 (12.8)

College degree 59 (30.3)

Graduate work 96 (49.2)

Missing 3 (1.5)

Marital status (n, %)

Single 11 (5.6)

Committed relationship 25 (2.6)

Married 152 (77.9)

Divorced 1 (0.5)

Missing 26 (13.3)

Currently employed (n, %)

Yes 167 (85.6)

No 28 (14.4)

Already have a child (n, %)

Yes 43 (22.1)

No 150 (76.9)

Missing 2 (1.0)

Optimistic/pessimistic (n, %)

Optimistic 48 (24.6)

Pessimistic 136 (69.7)

Missing 11 (5.6)

T wenty-
four

percent of
women in the
study grew
more active 
in their 
faith after 
experiencing
infertility. 

TABLE 2

Religious characteristics 
of the study population

Participants 
(n=195)

Religious denomination (n, %)

Catholic 101 (51.8)

Protestant 35 (17.9)

Other Christian 10 (5.1)

Jewish 34 (17.4)

Other 8 (4.1)

None 4 (2.1)

Missing 3 (1.5)

Religious education (n, %)

Religious school 58 (29.7)

Occasional studies/ 108 (55.4)
Sunday school

None 15 (7.7)

Missing 14 (7.2)

Current religious service 
attendance (n, %)

Yes 126 (64.6)

No 68 (34.9)

Missing 1 (0.5)

Frequency of religious service 
attendance (n, %)

Daily 2 (1.0)

Weekly 51 (26.2)

Monthly 16 (8.2)

Religious holidays only 21 (15.4)

Several times a year 30 (10.8)

At least once a year 15 (7.7)

Never 59 (30.3)

Missing 1 (0.5)

Current religious practice (n, %)

Secular 50 (25.6)

Traditional 74 (37.9)

Religious 48 (24.8)

Very religious 13 (6.7)

Missing 10 (5.1)

Currently pray or meditate (n, %) 154 (79.0)

Lifestyle change in religion (n, %)

More active 46 (23.6)

Less active 9 (4.6)

No change 136 (69.7)

Missing 4 (2.1)



The stress and distress of infertility: Does religion help women cope?

VOL. 3, NO. 2, OCTOBER 2005 Sexuality, Reproduction & Menopause

or meditate. Nearly one quarter of the sub-
jects (24%) reported becoming more religious
since experiencing infertility, while 4.6% re-
ported a decline in religiosity.

The mean duration of infertility among
participants was 31 months, and the mean du-
ration of infertility treatment was 18.4 months
(Table 3). One quarter of the subjects had
been attempting to conceive for more than 3
years, whereas over half (56%) reported in-
fertility treatment of 1 year or less. Infertility
diagnoses varied: 36% involved female factor
infertility, 6% male factor, and 11% both fe-
male and male factor. More than a third (37%)
had “unexplained” infertility.

The mean score (+_ SD) on the Beck De-
pression Inventory was 10.6 (7.4), with a range
of 0 to 39. On the Beck scale, a score of 10 
to 18 indicates mild to moderate depression,
19 to 29 reflects moderate to severe depres-
sion, and 30 or more describes severe depres-
sion. For the Fertility Problem Inventory, the
mean score was 148.1 (32.8) in a range of 67
to 219. For the Spiritual Well-Being Scale, the
mean was 88.6 (16.5) in a range of 47 to 120.
A low score on the Spiritual Well-Being Scale
is 20 to 40, a medium score is 41 to 99, and a
high score is 100 to 120.

To determine whether scores on the Beck
and Fertility Problem instruments could be
independently explained by demographic,
religious, or medical factors, 2 separate stepwise
linear regression models were conducted:
• Table 4A shows the final Beck model. Three

factors—elevated fertility distress on the
Fertility Problem Inventory, a greater num-
ber of fertility specialist office visits, and
lower spiritual well-being on the Spiritual
Well-Being survey—predicted higher levels
of depressive symptoms on the Beck De-
pression Inventory. 

• Table 4B shows the final Fertility Problem
Inventory model. Two factors—elevated de-
pressive symptoms on the Beck scale and a
longer duration of infertility—were predic-
tive of increased fertility distress scores on
the Fertility Problem Inventory.

There were significant positive correla-
tions between the Beck Depression Inventory,
Fertility Problem Inventory, duration of in-
fertility, and number of office visits. Signifi-
cant negative correlations were exhibited for
the Spiritual Well-Being Scale and both the
Beck Depression Inventory and Fertility
Problem Inventory (Table 5).

Discussion
The survey results suggest a link between de-
pressive symptoms and fertility distress in
women undergoing infertility treatment. Ad-
ditionally, there is an inverse correlation be-
tween spiritual well-being and depressive
symptoms and fertility distress.

A majority of Americans report some de-
gree of religious belief. Recent surveys indi-
cate 94% of Americans believe in a god, 63%
belong to a church, 44% have attended reli-
gious services within the past week, and 59%
say religion is “very important” in their lives.22
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TABLE 3

Medical characteristics 
of the study population

Participants
(n=195)

Mean duration of infertility 31.0 (24.2)
in months (+_ sd)

Duration of infertility (n, %)

0–12 months 22.5

13–24 months 33.1

25–36 months 17.4

37+ months 24.4

Missing 2.6

Mean duration of infertility 18.4 (20.4)
treatment in months (+_ sd)

Duration of infertility treatment (n, %)

0–6 months 31.3

7–12 months 25.1

13–24 months 22.6

25+ months 20.0

Missing 1.0

Infertility diagnosis (n, %)

Female factor 71 (36.4)

Male factor 12 (6.2)

Male and female factor 22 (11.3)

Unexplained 72 (36.9)

No diagnosis 12 (6.2)

Missing 6 (3.1)

Number of office visits (n, %)

First visit 16 (8.2)

1–4 visits 30 (15.4)

5–9 visits 31 (15.9)

10–14 visits 29 (14.9)

15 or more visits 88 (45.1)

Missing 1 (0.5)
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Spirituality and religion are thus important
sources of solace and support for most indi-
viduals.

Health professionals, however, tend to be
less religious than the general public. In one
study, while 72% of the American public re-
ported that “my whole approach to life is
based upon my religion,” only 39% of psychi-
atrists and 33% of psychologists felt the same
way.23 In a study comparing the spiritual views
of family physicians and their patients, pa-
tients were more likely to believe in God (91%
vs 64%) and the afterlife (60% vs 45%). Pa-
tients were also more likely than their physi-
cians to pray (85% vs 60%) and to feel close
to God (74% versus 43%).24

Religious variables are often neglected in
clinical research and medical practice. In a
1993 study of 1,666 abstracts published in
Clinical Research, only 1% included religious
measures.25 In a study of hospitalized patients,
80% reported their physician rarely or never
addressed spiritual issues, although 77% be-

lieved they should. Nearly half (48%) wanted
their doctor to pray with them, and 42%
wished their physician would ask them about
their faith healing experiences.26

In a national poll of 1,000 adults, 63%
wanted their physician to talk to them about
their spiritual health, but only 10% reported
their physician had done so.27 In another poll
of 1,004 adults, 82% of respondents reported
belief in the healing power of prayer, and 64%
stated physicians should pray with their pa-
tient, if requested to do so.28

Of 212 studies examining the impact of
religious commitment on health, 75% demon-
strated a positive effect, 17% demonstrated ei-
ther a mixed effect or no effect, and 7%
demonstrated a negative effect.1 Many of
these researchers believe the power of reli-
gious belief can promote healing in some pa-
tients. Religious belief can provide the posi-
tive psychological effect of social support,
improve health habits associated with regular
church attendance, or make stress-system
changes that have important stabilizing effects
on the nervous system and the hypothalamic-
pituitary axis.29

The results of our study suggest that in-
fertile women with higher levels of spiritual
well-being as measured by the Spiritual Well-
Being Scale also report fewer depressive
symptoms and less overall distress from their
infertility experience. Depressive symptoms
and infertility-generated distress are unpleas-
ant. Such distress may lead to termination of
infertility treatment. Distressed patients may
be less compliant and more difficult to work
with. Depressive symptoms are also associat-
ed with lower pregnancy rates in infertility
treatment.8,12,13

While the study results show a relation-
ship between spiritual well-being and distress
during infertility treatment, one should not
conclude that high levels of spiritual well-
being will diminish depressive symptoms or
infertility-associated distress. Depending on
the patient and the circumstances, religious
issues can be either healing or disruptive.
Therefore, it may not be clear to physicians
whether to encourage patients to discuss their
religious beliefs and practices.29

Talking about religion with patients
Most physicians are not trained to converse
with patients about their spiritual lives. To bet-
ter understand the patient’s concerns about
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TABLE 5

Correlations

Fertility Beck Number 
Problem Duration of Depression of office
Inventory infertility Inventory visits

Duration of infertility .232*

Beck Depression Inventory .715** .170*

Number of office visits .173* .223** .229**

Spiritual Well-Being Scale –.301** .019 –.361** –.124

* Correlation is significant at the 0.05 level (2-tailed).

** Correlation is significant at the 0.01 level (2-tailed).

Correlations for 168 subjects who completed all questionnaires.

TABLE 4A

Multiple linear regression for 
Beck Depression Inventory model (n=168)

Predictor Beta t P value
Fertility Problem Inventory 0.606 8.758 0.0005

Spiritual Well-Being Scale –0.211 –3.056 0.003

Number of office visits 0.133 2.003 0.048

TABLE 4B

Multiple linear regression for 
Fertility Problem Inventory model (n=168)

Predictor Beta t P value
Beck Depression Inventory 0.674 89.984 0.0005

Duration of infertility 0.186 2.752 0.007



The stress and distress of infertility: Does religion help women cope?

VOL. 3, NO. 2, OCTOBER 2005 Sexuality, Reproduction & Menopause

infertility, however, it may be helpful to ad-
dress spiritual and religious beliefs. It has
been suggested that when a physician ignores
these beliefs, the diagnostic assessment is in-
complete.30 Health care professionals may be
well-positioned to appreciate and support the
spiritual journeys of their patients.31

If physicians do choose to inquire about
the spiritual and religious beliefs of their pa-
tients, they could use a simple open-ended
question such as, “Do you have any religious
or spiritual practices that you would like me
to know about?”32 A panel of the American
College of Physicians suggests other ques-
tions, including:
• Is faith (religion, spirituality) important to

you?
• Has faith been important to you at other

times in your life?
• Do you have someone to talk to about reli-

gious matters?
• Would you like to explore religious matters

with someone?33

Physicians and other health care profes-
sionals can also support religious beliefs that
aid in coping, including rituals to mark events

such as a miscarriage or stillbirth.34 Physicians
should not prescribe activities that impose
their own religious views or initiate prayer un-
less they know the patient’s religious back-
ground and the patient has specifically re-
quested it. Physicians should not provide
in-depth religious counseling, which is best
handled by trained clergy.30,33

In summary, spirituality appears to play an
important role in the psychological health of
infertile women. Future studies are needed to
replicate and expand these findings. Health
care professionals may be well-advised to in-
quire about and support their patients’ reli-
gious beliefs to promote the physical and psy-
chological well-being of infertile women. ■
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In one study, patients were more likely than
their physicians to believe in God (91% vs 64%)

and the afterlife (60% vs 45%), and more likely 
to pray (85% vs 60%) and to feel close to God 
(74% vs 43%).
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