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Abstract

:

Coping with difficulty conceiving and the ensuing fertility treatments is a stressful experience that impacts many aspects of women’s lives. On the basis of Lazarus and Folkman’s model of stress and coping and Schaefer and Moos’s model of personal growth, and in view of the sparse literature on cultural aspects of infertility and personal growth, this study examined the relationship between stress on the one hand and personal growth and life satisfaction on the other among Arab and Jewish Israeli women. Furthermore, it investigated the moderating role played by perceived stigma, coping flexibility, cultural orientation (individualism and collectivism), and ethnicity. Two hundred five Arab and Jewish Israeli women undergoing fertility treatment completed self-report questionnaires. The results show that Arab women reported higher levels of personal growth and individualism than Jewish women. In the whole sample, a linear negative relationship was found between stress and life satisfaction, and a curvilinear relationship was found between stress and personal growth. In addition, perceived stigma, collectivism, individualism, and coping flexibility were found to moderate the association between perceived stress and personal growth. The findings provide further understanding of personal growth in the context of infertility, showing that personal resources and perceptions are more important than cultural differences in this regard.
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1. Introduction


Coping with difficulty conceiving and the ensuing fertility treatments is a highly stressful experience that impacts various aspects of a woman’s life. Even after successful treatment, self-image, familial and social relationships, and perceptions of life may be adversely affected [1,2]. According to Lazarus and Folkman’s [3] model of stress and coping, when individuals experience stress, they make consistent cognitive and behavioral efforts to restore balance in light of the new external and/or internal demands on their resources, whether physical, social, or psychological. In other words, successful coping depends on the resources available to them and is reflected in their satisfaction with life. Furthermore, in the past twenty years, research has indicated the potential positive changes that may occur in the wake of coping with a significant life crisis, namely personal growth [4,5]. Recent research has shown that fertility treatments may also lead to positive psychological outcomes, representing an opportunity for empowerment and personal growth for both the individual and the couple [6,7]. However, previous studies have paid scant attention to cultural aspects in this context.



The current study draws on both Lazarus and Folkman’s [3] model of stress and coping and Schaefer and Moos’s [4] model of personal growth in an attempt to identify personal and cultural characteristics (coping flexibility, cultural orientation, stigma, and ethnicity) that may moderate the association between perceived stress on the one hand and personal growth and life satisfaction on the other among women undergoing fertility treatment. The sample consisted of Jewish and Arab women in Israel, enabling us to compare women from different cultures reflected by their ethnicities.



1.1. Infertility and Stress


The inability to conceive or failure to carry a baby to term after at least one year of regular and unprotected sexual intercourse is challenging and stressful in most societies [8]. Israel is considered a leader in in vitro fertilization (IVF) and ranks first in the world in the use of this technology [9]. Indeed, assisted reproductive technologies are supported by the state, so that every Israeli woman aged 18 to 45 is entitled to unlimited, subsidized treatments up to the birth of two live children with her current partner, if applicable, irrespective of her family status or sexual orientation [10]. It is currently estimated that 15% of couples in their twenties in developed countries are diagnosed with fertility difficulties [11], and the same rate is reported in Israel.



Couples coping with fertility problems often report emotional distress [12]. The sense of failure, uncertainty, and lack of control over the treatment, along with the impact on the couple’s plans, the long wait for results, and the financial costs, place a heavy burden on their resources and can harm the intimacy of their relationship [13,14,15]. Moreover, research indicates that couples feel threatened by the medical terminology and the technical aspects of fertility treatment, particularly when there is a language barrier, such as when they belong to a cultural minority [16]. Some couples describe a withdrawal from social interactions due to the fear of revealing the problem to their friends and family, coupled with feelings of envy and rivalry. This alienation from their social group may prevent them from receiving support when they need it most [17], thus increasing their stress. Nevertheless, researchers have begun to recognize that fertility treatment may also lead to positive psychological outcomes, including personal growth and enhanced life satisfaction [18,19].




1.2. Personal Growth and Life Satisfaction


Personal growth [4], also called posttraumatic growth [20], is defined as positive and meaningful psychological changes which take place subsequent to a stress-related life event and occur as a result of coping with the experience. Growth can manifest itself in one or more of five ways: a closer bond with others; recognizing new life possibilities; a stronger sense of personal strength; increased spirituality; and a renewed appreciation of life [20].



Recent studies reveal the complex curvilinear relationship between perceived stress and growth. They show that intermediate levels of stress are related to higher levels of personal growth [21]. Rozen and colleagues [21] suggest that a low level of stress is insufficient to stimulate growth, while a high level of stress demands a large investment of mental and cognitive resources in order to regulate and process emotions, thereby reducing the degree of emotional availability required for the emergence of growth.



In recent years, researchers have begun to examine personal growth following a variety of stressful, although nontraumatic, life events, including fertility problems [7]. Although research in this field is still in its initial stages, there is evidence that women may experience personal growth in the wake of fertility treatment, in the form of changed self-perception and improved relationships [22].



Life satisfaction reflects the way in which the individual perceives and values their life [23] with respect to a range of domains, including family, interpersonal relationships, work, and studies [24]. Difficulty in any one of these aspects can undermine the sense of life satisfaction in general. Studies suggest that fertility treatment is detrimental to life satisfaction [25], with women undergoing treatment reporting lower satisfaction in life [26].



Although research indicates links between fertility treatment and both personal growth and life satisfaction, the factors that contribute to these positive outcomes are still unclear. Tedeschi and Calhoun [20] contend that individual characteristics, social support, and cognitive processing are important variables closely associated with positive changes. According to Schaefer and Moos [4], four sets of factors contribute to growth: personal characteristics, characteristics of the environment, characteristics of the life event, and coping responses. In the current study, we focused on coping flexibility, which not only represents a personal characteristic, but also relates to the cognitive processing of coping strategies.




1.3. Coping Flexibility


Studies demonstrate that the ability to be flexible, that is, to utilize different strategies as specific situations require, constitutes a resilience factor for coping with stress-related events [27]. It has been found, for example, that among bereaved siblings, a higher level of coping flexibility was associated with less distress and more posttraumatic growth [28].



Studies conducted among women undergoing fertility treatment show that those who act in a more flexible way by employing several strategies of active coping report less stress and more positive (re)thinking [13]. Furthermore, women who set new goals and pursued new activities as a means of adaptation displayed lower levels of anxiety and depression than those who focused exclusively on the attempts to conceive [29]. This was true even after 3–5 years of unsuccessful treatments. These reports suggest that a higher level of coping flexibility might be associated with both personal growth and greater satisfaction with life. However, personal resources cannot explain the whole picture; cultural characteristics should also be considered.




1.4. Infertility and Cultural Orientation: Individualism vs. Collectivism


The repercussions of fertility problems frequently result from social constructions rather than from the medical problem itself [30], indicating the important role of the sociocultural context in shaping the experience of coping with infertility. Israel is a familial society that highly values parenthood. The wide availability and prevalence of fertility treatments are signs of the social pressure promoting procreation [10] in both Jewish and Arab societies. However, there are cultural differences between the two populations.



The biblical commandment “be fruitful and multiply” is central to Judaism. Consequently, considerable medical and financial efforts are invested in bringing children into the world, both on the national and the individual level. Moreover, similar to the situation in many Western countries, Jewish Israeli society tends toward individualism, with the family generally characterized by democratic relationships and relatively permissive parental control. This reflects the belief that life experience, hardship, and adversities shape one’s personality, an attitude that encourages tackling challenges, confronting problems, and choosing an active and direct way of coping [10,31].



On the other hand, the Arab population in Israel (Muslims, Christians, and Druze), is in transition from a traditional to a more modern society. Despite the process of modernization, the family and collective are still favored over the individual [32]. This tendency to collectivism means that people see themselves and their life goals as integral to their family and community, and therefore involve themselves in social life and tend to rely on it at times of hardship [33]. Arab families prioritize families’ over individuals’ needs; they believe in predestiny and tend to regard illness, including infertility, as caused by metaphysical forces [31].



Among Muslim couples, a woman’s infertility can serve as legitimate grounds for divorce, or for the taking of a second wife by the husband, which is permitted by Islamic law [34]. When it is the man who is infertile, many couples avoid sharing this information, and their wives may take the “blame” and bear the stigma before the family and society [34,35].




1.5. Stigma


A stigma is a negative perception that differentiates a person from others. It includes three interdependent components: cognitive (the stereotype); emotional (prejudice); and behavioral (discrimination). Negative beliefs and feelings toward an individual or group may lead to discriminatory behavior, which, in turn, preserves and inflames existing stigmas and prejudices [36]. Research has shown that 49% of those who turn to fertility clinics are concerned about the associated stigma [37]. In a family-oriented society such as Israel, fertility problems per se constitute a stigma and may lead to varying levels of emotional distress. Many couples choose not to confide even in family members or close friends [34,38], thereby preventing the receipt of support.



This problem may be even more severe in Arab society, where parenthood is generally expected to follow immediately on marriage and motherhood is viewed as the most meaningful experience in a woman’s life [39]. Thus, Arab women dealing with fertility problems are less likely than Jewish women to receive support from their families, a factor found to encourage personal growth [40] and decrease life satisfaction [41].




1.6. The Current Study


This study examined the associations between stress and personal growth and life satisfaction among Israeli women undergoing fertility treatment, comparing Jewish and Arab women and exploring the moderating role of several personal and cultural factors. In light of the literature, we hypothesized the following:




	(1)

	
A negative linear relationship would be found between level of stress and life satisfaction, so that the higher the level of stress, the lower the satisfaction with life.




	(2)

	
A curvilinear relationship would be found between level of stress and personal growth, so that moderate levels of stress would be associated with higher levels of growth and high or low levels of stress would be associated with lower levels of growth.




	(3)

	
Coping flexibility would be positively associated with both life satisfaction and personal growth, so that the higher the level of coping flexibility, the higher the satisfaction with life and growth.









In addition, given the lack of previous findings on which to rely, the following questions were investigated exploratively:




	(1)

	
Is there a difference in the levels of stress, personal growth, and life satisfaction between Arab and Jewish women?




	(2)

	
Is the cultural orientation associated with personal growth and life satisfaction?




	(3)

	
Is the perceived stigma attached to fertility treatment associated with personal growth and life satisfaction?




	(4)

	
What is the unique and combined contribution of the study variables to personal growth and life satisfaction?




	(5)

	
Do coping flexibility, cultural orientation (collectivism/individualism), perceived stigma, and ethnicity (Arab, Jewish) moderate the association between stress on the one hand and personal growth and life satisfaction on the other?











2. Method


2.1. Participants


The sample consisted of 205 women aged 18–40 from throughout Israel who were undergoing fertility treatment. Of these, 105 were Arab and 100 were Jewish. Most were married and did not have children. The distribution of the participants in both groups on the categorical and continuous sociodemographic variables is presented in Table 1 and Table 2. As the tables indicate, economic status, years of education, years of marriage, and number of treatment cycles were similar in the two study groups. However, Arab women and their spouses were younger and had been in treatment for a longer time, and a higher proportion did not yet have children and claimed that the problem lay with their partner. On the other hand, more Jewish women were secular and were employed outside the home.




2.2. Instruments


Perceived Stress Scale (PSS) [42] includes 14 items concerning the participant’s feelings and thoughts during the last month (e.g., “How often have you felt nervous and ‘stressed’?”). Replies are indicated on a 4-point scale ranging from 1 (never) to 4 (very often). The Cronbach’s alpha was 0.88 in a previous study [21] and 0.84 in the current study. Thus, after reverse-coding the positively phrased items, a total score was calculated by averaging the responses to all items, with higher scores indicating a higher level of stress.



Posttraumatic Growth Inventory (PTGI) [43] was used to measure personal growth. The 21 items relate to changes concerning new possibilities, relating to others, personal strength, spiritual change, and appreciation of life. The participants were asked to indicate the degree to which they had experienced the change described in each item since beginning fertility treatment, marking their responses on a 6-point Likert scale ranging from 0 (not at all) to 5 (to a very great degree). Cronbach’s alpha of 0.90 was reported by the scale’s developers, and the same was found in the current study. A score was calculated for each participant by averaging her responses to all items, with higher scores indicating greater personal growth.



Satisfaction with Life Scale (SWLS) [44] consists of 5 items (e.g., “In most ways my life is close to my ideal”) marked on a 7-point Likert scale from 1 (strongly disagree) to 7 (strongly agree). The Cronbach’s alpha of the original scale was 0.87 (Diener et al., 1985), and that of the current study was 0.83. A total score was calculated by averaging the responses to all items, with higher scores indicating a higher level of life satisfaction.



Coping Flexibility Questionnaire (COFLEX) [45] contains 13 items assessing the ability to adapt and demonstrate versatility and reflective coping. The participants were asked to indicate how often they respond to serious problems in the manner described in each item, using a 4-point Likert scale from 1 (rarely or never) to 4 (almost always). Cronbach’s alpha of 0.78 was reported for the original scale, and the same was found in the current study. A score was calculated for each participant by averaging her responses to all items, with higher scores indicating greater coping flexibility.



Individualism–Collectivism Scale (ICS) [46], used to examine the participant’s cultural orientation, contains 32 items reflecting two cultural models: individualism (16 items; e.g., “I’d rather depend on myself than others”) and collectivism (16 items; e.g., “Parents and children must stay together as much as possible”). Responses are indicated on a 5-point scale ranging from 1 (strongly disagree) to 5 (strongly agree). The authors of the questionnaire report Cronbach’s alphas of 0.81 for individualism and 0.76 for collectivism [46]. In the current study, they were 0.67 and 0.63, for individualism and collectivism, respectively. Each of the participants was assigned a score for each measure equal to the mean of her responses to the relevant items, with higher scores indicating a higher level of individualism or collectivism.



Stigma Scale for Receiving Psychological Help Questionnaire (SSRPH) [47], adapted for women contending with infertility [48], consists of 5 items (e.g., “Receiving treatments for fertility problems carries a social stigma”), with a 4-point response scale ranging from 0 (do not agree) to 3 (very much agree). The Cronbach’s alpha was 0.76 in a previous study [48] and 0.67 in the current study. A score was calculated for each participant by averaging her responses to all items, with higher scores indicating higher perceived infertility-related stigma.



A sociodemographic questionnaire was used to obtain data regarding the participants’ personal and familial characteristics, including age, spouse’s age, education, years of marriage, religion, level of religiosity, period of infertility, cause of infertility, and stage of treatment.




2.3. Procedure


After receiving the approval of the University Review Board, the data were collected by posting a request in Hebrew and Arabic on social media and Internet parenting forums along with a link to the questionnaire. The criteria for inclusion in the study were being a woman of 18 or older with fertility problems who was currently undergoing treatment. The women were assured that participation was voluntary, that they could stop completing the questionnaire whenever they wished, and that no identifying information would be collected. Due to the method of data collection, the response rate cannot be assessed. A total of 225 questionnaires were received. After exclusion of those that were not fully completed or were submitted by women who did not meet the study criteria, 205 questionnaires were included in the analysis.




2.4. Data Analysis


All analyses were conducted using IBM SPSS version 27. First, one-way ANOVAs were conducted to compare the research groups (Research Question 1). Next, Pearson correlations were calculated to examine the relationships between the variables (Hypotheses 1 and 3 and Research Questions 2 and 3). Then, the unique and combined contribution of the study variables to personal growth and life satisfaction (Research Question 4) and the moderating role played by coping flexibility, cultural orientation, and stigma (Research Question 5) were examined by means of two hierarchical regressions. Where significant interactions were found, their source was examined by PROCESS, a procedure for examining direct and indirect effects [49]. In both regressions, the variables were entered in forced order. In Step 1, study group (Arab or Jewish) was entered together with the background characteristics found to correlate significantly with the research variables (age, economic status, months since start of treatment, number of treatment cycles, having children or not). Despite the strong connection between the number of treatment cycles and the time since the start of treatment (r = 0.57, p < 0.001), a multicollinearity test indicated that no problem was created by using both of these independent variables. Perceived stress was entered in Step 2, and coping flexibility, cultural orientation, and perceived stigma were entered in Step 3. In Step 4, moderation was examined by five interactions: stress X perceived stigma; stress X coping flexibility; stress X individualism; stress X collectivism; and stress X ethnicity. Finally, the possibility of a curvilinear relationship between stress and personal growth (Hypothesis 2) was examined by means of a 3-step hierarchical regression, with background variables entered in Step 1, a linear relationship between stress and growth in Step 2, and a quadratic relationship between these variables in Step 3.



In a preliminary stage, the missing data were completed by a process of multiple imputation. To ensure that the data completion remained unbiased, we examined the missing values template. Dividing the sample between the two populations showed that values were missing completely at random [50] in both groups. Hence, the completion process was conducted for each group separately. It should be noted that the missing value rate was not high (less than five percent), the only exception being the number of fertility cycles, which was found missing for over ten percent of the women. Little Test for Missing Completely at Random (MCAR) [51] indicated full randomness both for the Jewish and Arab participants combined and for each group individually (Arab: chi-square = 145.46, df = 122, p = 0.073; Jewish: chi-square = 104.41, df = 86, p = 0.086).





3. Results


3.1. Differences between Study Groups


The means and standard deviations of the variables in the two study groups, along with the results of the ANOVAs comparing the groups (Research Question 1), are presented in Table 3. As can be seen from the table, personal growth and individualism were higher among Arab women than among Jewish women. In addition, Arab women reported greater coping flexibility and perceived a greater stigma attached to fertility treatment. No other differences were found between the groups.




3.2. Associations between Study Variables


The results of the Pearson correlations between the study variables for each study group for the whole sample appear in Table 4. As the table shows, a higher level of stress was significantly related to lower life satisfaction in both groups, as predicted in Hypothesis 1. Moreover, in confirmation of Hypothesis 3, among all participants, greater coping flexibility was significantly associated with higher personal growth and with higher life satisfaction. In addition, a higher level of collectivism was significantly associated with both personal growth and life satisfaction (Research Question 2). No relationship was found between perceived stigma and either personal growth or life satisfaction (Research Question 3).




3.3. Contribution of the Study Variables to Personal Growth and Life Satisfaction


Two four-step hierarchical regressions were conducted to examine the unique and combined contribution of the independent variables to personal growth and life satisfaction (Research Questions 4 and 5). The results are presented in Table 5.



The regression for personal growth showed that the variables explained 40.3% of the variance in this outcome. In Step 1, the background variables contributed 15% to the explained variance, with being an Arab and higher economic status both associated with greater growth. Stress in Step 2 contributed a further 5.4% to the explanation of the variance, so that the higher the level of stress, the lower the level of personal growth. In Step 3, coping flexibility, stigma, and cultural orientation (collectivism/individualism) added 11.9% to the explained variance, with higher coping flexibility and collectivism significantly associated with higher personal growth. In Step 4, with an additional 8% of explained variance, four interactions between stress on the one hand and stigma, coping flexibility, individualism, and collectivism on the other were found to be significant. The interaction between stress and ethnicity was not significant.



The PROCESS procedure [49] was then used to examine the sources of the interactions. The results appear in Figure 1, Figure 2, Figure 3 and Figure 4. As Figure 1 indicates, when perceived stigma was high, the association between stress and personal growth was negative and stronger than that when perceived stigma was low. In other words, among women who sensed greater stigmatization because of their need for fertility treatment, greater stress was associated with lower growth. This effect was much weaker among women reporting low perceived stigma. In addition, when coping flexibility was low, the relationship between stress and personal growth was negative, but it was insignificant when coping flexibility was high (Figure 2). That is, among women displaying lower coping flexibility, greater stress was related to lower personal growth. However, no relationship was found between stress and growth among women demonstrating higher coping flexibility. Figure 3 shows that among women reporting higher levels of individualism, the association between stress and personal growth was negative, while this association was insignificant among women reporting low individualism. Finally, when the level of collectivism was low, a negative relationship was found between stress and personal growth, and it was insignificant among women reporting high collectivism (see Figure 4). That is, only among women reporting a lower level of collectivism, the greater the stress, the lower the level of growth (Research Question 4). In step 5, the moderation effect of ethnicity was not found to be significant.



With respect to life satisfaction, the independent variables explained 47.2% of the variance. In Step 1, the background variables accounted for 21.7% of the variance, showing that the better the woman’s economic status and the fewer treatment cycles she had undergone, the higher her life satisfaction. Stress in Step 2 contributed an additional 18.8% to the explained variance, with higher stress associated with lower life satisfaction. Step 3 added 5.6% to the explanation of the variance: higher coping flexibility and collectivism were associated with higher life satisfaction. None of the interactions entered in Step 4 were found to make a significant contribution to explaining the variance in life satisfaction (Research Question 5).




3.4. A Curvilinear Association between Stress and Personal Growth


A further hierarchical regression was performed to examine Hypothesis 2 concerning the association between stress and personal growth. The results of this analysis appear in Table 6 and Figure 5.



As Table 6 indicates, the curvilinear relationship between stress and personal growth entered in Step 3 contributed a significant 7.2% to the explained variance. In other words, women who experienced a moderate level of stress reported the greatest growth. In contrast, the more extreme the level of stress (either very high or very low), the less growth was reported.





4. Discussion


The current study sought to examine the implications of the stress evoked by fertility treatments on the personal growth and life satisfaction of Jewish and Arab women and investigate the moderating role played by perceived stigma, coping flexibility, cultural orientation, and ethnicity. Although the psychological consequences of infertility have been discussed extensively [8,14,15], cultural aspects have yet to receive sufficient attention, especially with respect to personal growth. The findings of the current study therefore constitute an important addition to the growing body of knowledge on the effects of fertility treatments.



4.1. Comparison between Arab and Jewish Women


The findings indicate a greater inclination toward individualism, perceived stigma, coping flexibility, and personal growth among Arab women in fertility treatment than among Jewish women. The fact that Arab women perceived themselves to be more individualistic than did the Jewish participants is surprising given that Jewish society as a whole is considered more individualistic than Arab society, which is typically described as collectivist [52,53]. However, it supports Joseph’s [54] claim that under certain circumstances, and despite familial group norms, Arab individuals and families have cultivated dynamic ideas about the self. Therefore, despite the dominant tendency to be invested in the collective, the “I” is also an active agent and not merely the passive product of the values, concepts, and constructs of family kinship.



Furthermore, difficulty conceiving may undermine an Arab woman’s sense that her life is clearly mapped out, dictated by the norms of procreation and family expansion, which are seen not only as supreme values [55], but also as a social obligation [56]. In addition, Arab women tend not to disclose their fertility problems, even to their closest friends and family members [34,38], which might distance them from their social network, thereby diminishing the power of these relationships and creating isolation. This distance may be interpreted as a need to take greater control of their lives and demonstrate independence, reflected in a higher sense of individualism, and maybe also encouraging them to endorse greater coping flexibility. Hence, in this context, Arab women’s tendency toward individualism, which usually reflects the belief that life experience, including adversities, shapes one’s personality, encouraging a choice of an active and direct way of coping, may be considered here as a coping mechanism for dealing with a highly judgmental society, what Dwairy [57] calls a type of self-imposed “emotional exile”, meaning that they tend to be more dependent on themselves than on the society, and adopted in order to cope with the stigmatization and social pressures they experience.



This explanation is supported by the finding that Arab participants reported higher perceived stigma than Jewish women. As the demand for procreation is anchored in religion and tradition, any deviation from the norm is negatively perceived [39]. This finding is in line with findings from Kuwait, indicating that women contending with infertility experience aggressive accusations, stigma, mental distress, and social ostracism [58].



Within this complex social reality, the Arab participants in our study also reported greater growth than the Jewish participants, most of whom defined themselves as secular. Research shows that the resources of religion and religious belief moderate the negative influences of stressful life events in general and coping with fertility problems in particular [59,60]. Thus, when individuals have a clear and firm belief from which they can derive strength and guidance, they may find positive meaning in stressful events [59]. Tedeschi and Calhoun, as well, maintain that social, religious, and cultural narratives significantly affect those dealing with harsh life events and that growth as a result of trauma is shaped by the culture in which they live [61].



Another possible explanation for the higher level of personal growth reported by Arab women lies in the claim that individuals with limited resources tend to experience greater growth [62]. Those with greater personal resources are likely to cope more effectively with stressful events. Consequently, such events do not undermine or require a reevaluation of their basic values and perceptions, which is a trigger for growth [63]. Thus, higher perceived stigma and less social support may ultimately have led to more personal growth among the Arab women.



On the other hand, no difference was found here between the Arab and Jewish participants with respect to the level of stress. This is consistent with a study of female victims of domestic violence, which found that Arab and Jewish participants reported similar levels of mental distress [64]. Both groups also reported similar levels of life satisfaction. It may be assumed that for all women, the grueling process of fertility treatment is a highly private and intense experience involving considerable physical and emotional hardship. It may therefore be manifested, inter alia, in a sense of dissatisfaction with life, irrespective of ethnic affiliation [65,66]. Moreover, the fact that no difference was found between the groups in life satisfaction, whereas differences were found in personal growth, demonstrates that they are two distinct constructs.



It is important to note that the associations between stress and both personal growth and life satisfaction were not moderated by ethnicity. In other words, notwithstanding the differences between Arab and Jewish women in the level of their reported perceptions, both their reported level of stress and the associations of stress with the dependent variables were similar.




4.2. The Role of Stress in Life Satisfaction and Personal Growth


As predicted by Hypothesis 1, a significant negative linear relationship between level of stress and life satisfaction was found in the sample as a whole and was not moderated by ethnicity. This general finding is consistent with previous studies [25,67] suggesting that difficulty conceiving interrupts the woman’s normative life course and frustrates her expectation of motherhood, thereby diminishing her quality of life [65,66] and life satisfaction [67].



In confirmation of Hypothesis 2, a curvilinear relationship was found between stress and growth, indicating that the greatest growth was associated with moderate levels of stress. This finding, reflecting the complexity of this relationship, is in line with the results of previous studies [21] and supports the notion that extreme levels of stress can inhibit growth. Whereas very low levels may not be enough to stimulate growth, very high levels may require significant cognitive and emotional investment to process the event, not enabling the degree of emotional availability needed to grow [21,68,69]. This finding is important as it adds to the recent theoretical discussion of the role of stress in personal growth [5,40]. Furthermore, it highlights the distinct role played by stress in advancing different positive outcomes, such as life satisfaction or well-being vs. personal growth [5].




4.3. The Contribution of Coping Flexibility, Perceived Stigma, and Cultural Orientation to the Relationship between Stress and Growth


As predicted (Hypothesis 3), coping flexibility was found to directly contribute to personal growth, in line with previous research [28,70]. This finding reinforces the contention that coping flexibility constitutes an adaptative resource in a situation of threat or ongoing stress [71]. Moreover, a study examining the psychological state of couples dealing with fertility problems found that emotional regulation processes, such as psychological flexibility through acceptance, were a significant predictor of depressive symptoms and psychological adjustment to infertility [72]. The current study is the first, however, to examine the role of coping flexibility in the specific context of fertility treatment, as well as its relationship with personal growth. The results indicate the importance of this resource for enabling growth among women in this stressful situation.



Furthermore, coping flexibility was found to play a moderating role in the relationship between stress and personal growth, showing that only among women with lower coping flexibility was greater stress associated with less growth. It is possible that women dealing with infertility who demonstrate little coping flexibility repeatedly employ the same coping strategy, which may not always be suitable for the situation [71]. Such women may find it difficult to embrace other, more effective, alternatives that would enable them to regulate more effectively the experienced stress, and may not be emotionally available for in-depth introspection and the processing of their experience, a necessary prerequisite for the development of growth [69].



The cultural orientation of collectivism was also found to directly contribute to growth among all participants (Research question 2). People oriented toward the values of the collective tend to see themselves and their life goals as integral to their family and community, and therefore involve themselves in social life and rely on it at times of hardship [33]. The literature indicates that the tendency toward collectivism constitutes an important resource that contributes to adaptive coping by increasing the individual’s sense of support and belonging [73]. In difficult times, this positive feedback helps people to organize their internal world and perform emotional processing. Furthermore, a positive relationship has been found between social involvement, emotional availability [74], positive disclosure [75], and posttraumatic growth, suggesting that the experience of growth leans on connection with others and is even fostered when the individual feels relieved and helped after sharing their experiences [75].



In addition, both collectivism and individualism were found to moderate the relationship between stress and personal growth, but in different directions. Thus, only among women with a low sense of collectivism was greater stress associated with a lower level of growth, and only among women reporting high levels of individualism was there a negative relationship between stress and personal growth. The sense of failure and inferiority that often accompany the need for fertility treatment is heightened by social norms that threaten the woman’s sense of identity and femininity and may lead to a sense of alienation and isolation from society [2].



This reality may lead to constant tension between the desire to maintain privacy and the desire to share in order to receive support and comfort from the social group [76]. Inevitably, some women choose to keep their distance from their community and therefore do not receive its support [77]. The greater the gap between the social support they need and what they actually receive, the higher their level of stress [78,79], a situation that not only inhibits their growth, but also may ultimately affect the success of the fertility treatment itself [80].



No direct relationship was found here between perceived stigma and personal growth. This corresponds with the trend in the research that views growth as a product of a combination of factors, including internal resources and environmental variables [4,20]. Examination of the moderating role of stigma revealed that only among women reporting high levels of perceived stigma was there a negative relationship between stress and personal growth. This is another indication of the cultural dynamic involved in growth. In Israeli cultural discourse, both Arab and Jewish, female identity is defined, first and foremost, in terms of fertility and reproduction. As a result, infertile women may be stigmatized as flawed, inferior, or those who were “left behind” [81]. This increases the distress of these women, isolating them from social interactions, sharpening their feelings of guilt, worthlessness, and failure, and potentially exhausting their resources [34,38,82], again preventing them from experiencing growth.



Taken together, the findings concerning the moderating role of the cultural aspects may indicate that more vulnerable and sensitive contexts, such as a perceived social atmosphere of stigma and lower regard for communal needs, as reflected in a lower assessment of collectivism and a higher sense of individualism, heighten stress to a degree that makes it difficult to experience personal growth. In other words, there may be some circumstances in which stress and growth are unrelated and others in which they are inversely related. Considering this option against the background of the curvilinear relationship found between stress and personal growth suggests a complicated association whereby there may be different “segments” of relations between stress and growth: women who experienced a moderate level of stress during their fertility treatments reported the greatest personal growth; very low levels of stress were unrelated to growth and became more relevant as the level of stress rose to moderate levels; and higher levels of stress were associated with lower personal growth. This study therefore provides hints of circumstances or contexts that may trigger, or alternatively hinder, the experience of growth among women undergoing fertility treatment. As this is only initial evidence, more research is needed to validate this suggestion and explore additional conditions that may enable personal growth.




4.4. The Role of Coping Flexibility, Perceived Stigma, and Cultural Orientation in the Relationship between Stress and Life Satisfaction


In further confirmation of Hypothesis 3, a positive relationship was found between coping flexibility and life satisfaction. This is consistent with the results of a study conducted among people being treated for inflammatory bowel disease, where coping flexibility was found to enable patients to adjust more quickly to their new reality, and therefore report higher levels of life satisfaction, than those with little flexibility [83].



In contrast, no direct relationship between perceived stigma and life satisfaction was found. This runs counter to the findings of a previous study reporting a negative relationship between perceived stigma and quality of life among HIV patients [84]. However, since, to the best of our knowledge, the current study is the first to examine this relationship in women undergoing fertility treatment, the discrepancy may stem from differences in the study populations.



A positive relationship was also found between collectivism and life satisfaction. People with a sense of community belonging who perceive their support system to be available feel comfortable relying on it in a crisis. Not only does it provide them with practical aid and assistance in problem-solving, but it also serves as a reminder of their strength in difficult times. Such support has been found to contribute to psychological health and increase the individual’s life satisfaction [26]. Thus, in accordance with Lazarus and Folkman’s [3] claim that successful coping depends on the resources available to the individual, coping flexibility and collectivism were found to represent such resources in the current study.



However, none of the three factors was found to play a moderating role in the relationship between stress and life satisfaction. This suggests that the relationship between these variables is affected more by external, objective, and quantitative factors [85] and less by internal resources, such as coping flexibility, perceived stigma, and a collectivist orientation.




4.5. Contribution of Sociodemographic Variables to Growth and Life Satisfaction


Several background variables were found to contribute to the two outcomes. First, the more treatment cycles the participants had undergone, the lower the sense of life satisfaction they reported. This is in line with the extensive literature pointing to the negative implications of fertility treatment, which is often perceived as traumatic [86]. The lengthy and difficult process is likely to overload a woman’s resources and detract from her physical and emotional well-being, thereby reducing her satisfaction in life [13,15]. It is reasonable to assume that the longer the process, the greater its negative effects.



In addition, higher economic status was associated with both higher growth and higher life satisfaction. This is probably due to the fact that fertility treatment represents a heavy financial burden stemming from expensive medical tests and medications, lost workdays, and other costs that are not subsidized [13]. Women who are better able to cope with this drain on their resources can be expected to suffer less of a decline in life satisfaction and be more emotionally available to experience growth.





5. Limitations


Certain limitations of the study should be noted. First, it relies on self-report questionnaires, a subjective measure that may lead to a social desirability bias. Secondly, the data were collected at a single point in time, which did not allow for an examination of changes over time. Future longitudinal studies might reveal the trajectory of growth and life satisfaction over the course of fertility treatment. Thirdly, convenience sampling does not allow us to collect extended medical data on participants. Future studies may combine data from women with information collected from medical records to allow a fuller picture of the physical condition of women in fertility treatments. Finally, the study employed a quantitative methodology, which provides a broad picture but does not enable us to draw causal inferences. Qualitative studies using in-depth interviews might enable a deeper understanding of the multidimensional phenomena of personal growth and life satisfaction among women in fertility treatment. Future studies might also engage the women’s spouses to reveal their point of view in this challenging process.




6. Conclusions


The current study is, to the best of our knowledge, the first to examine the personal growth and life satisfaction of Arab and Jewish women undergoing fertility treatment. The differences found in the pattern of the independent variables associated with the two outcomes support the claim in the literature that they are distinct constructs. Whereas personal growth is the result of an internal process involving introspection and the ability to look to the future, life satisfaction is associated with current feelings and perceptions.



The major contribution of this study lies in the differences found between Arab and Jewish participants in personal growth, as well as the added value in the findings that Arab women report on higher coping flexibility and individualism. The findings further our understanding of the relationship between stress, personal growth, and life satisfaction. These findings also promote the development of a unique body of theoretical and empirical research that explores the role of culture in coping with fertility problems. This knowledge can be used to design culturally sensitive interventions for different populations of women undergoing the same stressful experience, through the understanding of the available resources which each culture provides its members with.
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Figure 1. Sources of the Interaction between Stress and Perceived Stigma. 
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Figure 2. Sources of the Interaction between Stress and Coping Flexibility. 
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Figure 3. Sources of the Interaction between Stress and Individualism. 
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Figure 4. Sources of the Interaction between Stress and Collectivism. 
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Figure 5. Curvilinear Relationship between Stress and Personal Growth. 
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Table 1. Distribution of Study Participants on Categorical Background Variables, by Group.
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Jewish (n = 100)

	
Arab (n = 105)

	
df

	
χ2




	
Variable

	
Category

	
Frequency

	
%

	
Frequency

	
%






	
Religiosity

	
Religious

	
4

	
4.0

	
27

	
25.7

	
2

	
105.65 ***




	
 

	
Traditional

	
23

	
23.0

	
74

	
70.5

	
 

	
 




	
 

	
Secular

	
73

	
73.0

	
4

	
3.8

	
 

	
 




	
Place of

birth

	
Abroad

	
16

	
16.0

	
0

	
0.0

	
1

	
15.72 ***




	
Israel

	
84

	
84.0

	
90

	
100.0

	
 

	
 




	
Employed outside the home

	
No

	
17

	
17.0

	
57

	
55.3

	
1

	
32.20 ***




	
Yes

	
83

	
83.0

	
46

	
44.7

	
 

	
 




	
Location of

treatment

	
Private clinic

	
47

	
48.0

	
47

	
46.1

	
1

	
0.07




	
Public clinic

	
51

	
52.0

	
55

	
53.9

	
 

	
 




	
Children

	
No

	
71

	
71.0

	
87

	
83.7

	
1

	
4.67 *




	
Yes

	
29

	
29.0

	
17

	
16.3

	
 

	
 




	
Source of

problem

	
Woman

	
35

	
37.2

	
22

	
21.4

	
3

	
14.57 **




	
 

	
Spouse

	
12

	
12.8

	
32

	
31.1

	
 

	
 




	
 

	
Both

	
18

	
19.1

	
11

	
10.7

	
 

	
 




	
 

	
Unknown

	
29

	
30.9

	
38

	
36.9

	
 

	
 








* p < 0.05, ** p < 0.01, *** p < 0.001.
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Table 2. Means, Standard Deviations, and t Values of Continuous Background Variables, by Group.
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Background

Variables

	
Jewish (n = 100)

	
Arab (n = 105)

	
df

	
t




	

	
M

	
SD

	
N

	
M

	
SD

	
N






	
Age

	
34.34

	
5.60

	
96

	
27.51

	
4.78

	
97

	
185.80

	
9.11 ***




	
Economic status

	
2.62

	
0.82

	
99

	
2.57

	
0.83

	
105

	
202

	
0.79




	
Education

	
3.62

	
0.78

	
100

	
3.59

	
0.66

	
103

	
201

	
0.27




	
Years of marriage

	
4.90

	
3.56

	
84

	
5.13

	
3.96

	
105

	
187

	
0.41




	
Age of spouse

	
35.33

	
5.29

	
83

	
32.96

	
6.62

	
97

	
178

	
2.62 **




	
Months of fertility treatments

	
20.58

	
24.56

	
96

	
30.04

	
31.31

	
96

	
179.80

	
2.33 *




	
Number of treatment cycles

	
4.63

	
3.81

	
91

	
4.93

	
4.47

	
87

	
169.94

	
0.49








* p < 0.05, ** p < 0.01, *** p < 0.001.
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Table 3. Means, Standard Deviations, and F Values of Study Variables, by Group.
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Jewish

	
Arab

	
F(1, 203)

	
ηp2




	

	
M

	
S.D.

	
M

	
S.D.






	
Stress

	
2.54

	
0.49

	
2.47

	
0.45

	
1.16

	
0.006




	
Life satisfaction

	
4.18

	
1.25

	
4.33

	
1.23

	
0.80

	
0.004




	
Personal growth

	
3.83

	
0.99

	
4.39

	
0.60

	
24.69 ***

	
0.108




	
Perceived stigma

	
1.92

	
0.59

	
2.22

	
0.70

	
10.71 **

	
0.050




	
Individualism

	
3.48

	
0.37

	
3.62

	
0.39

	
6.20 *

	
0.030




	
Collectivism

	
3.68

	
0.33

	
3.70

	
0.33

	
0.10

	
0.000




	
Coping flexibility

	
3.00

	
0.38

	
3.41

	
0.37

	
60.89 ***

	
0.231








* p < 0.05, ** p < 0.01, *** p < 0.001.
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Table 4. Pearson Correlations between Study Variables, by Group.
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	Stress
	Life Satisfaction
	Personal

Growth
	Perceived Stigma
	Individualism
	Collectivism
	Coping Flexibility





	Stress
	-
	−0.42 ***
	−0.24 *
	0.40***
	0.16
	−0.18
	−0.37 ***



	Life satisfaction
	−0.57 ***
	-
	0.33 **
	−0.22*
	0.07
	0.22 *
	0.23 *



	Personal growth
	−0.35 ***
	0.59 ***
	-
	−0.09
	0.20 *
	0.36 ***
	0.43 ***



	Perceived stigma
	0.17
	−0.19
	0.03
	-
	0.21 *
	0.08
	−0.01



	Individualism
	−0.02
	0.19
	0.09
	0.05
	-
	0.20 *
	0.22 *



	Collectivism
	0.07
	0.25 *
	0.22 *
	0.04
	0.31 **
	-
	0.25 *



	Coping flexibility
	−0.21*
	0.31 **
	0.35 ***
	−0.004
	0.26 **
	0.17
	-







* p < 0.05, ** p < 0.01, *** p < 0.001. Note: Above the diagonal for Jewish participants (n = 100) and below the diagonal for Arab Participants (n = 105).
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Table 5. Results of the Regression Analyses for Personal Growth and Life Satisfaction.
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Personal Growth

	

	

	
Life Satisfaction




	

	
β

	
t

	
∆R2

	
β

	
t

	
∆R2






	
Step 1

	

	

	
0.15 ***

	

	

	
0.217 ***




	
Ethnicity a

	
0.32

	
3.93 ***

	

	
0.06

	
0.81

	




	
Age

	
−0.06

	
−0.75

	

	
−0.08

	
−1.03

	




	
Economic status

	
0.14

	
2.18 *

	

	
0.38

	
6.06 ***

	




	
Months of fertility treatments

	
−0.08

	
−0.93

	

	
0.05

	
0.68

	




	
Fertility treatment cycles

	
−0.07

	
−0.86

	

	
−0.24

	
−3.13 **

	




	
Children b

	
−0.004

	
0.05

	

	
0.15

	
2.23

	




	
R2

	
0.15 ***

	

	

	
0.22 ***

	

	




	
F

	
5.81 ***

	

	

	
9.14 ***

	

	




	
Step 2

	

	

	
0.054 ***

	

	

	
0.188 ***




	
Stress

	
−0.24

	
−3.66 **

	

	
−0.45

	
−7.89 ***

	




	
R2

	
0.204 ***

	

	

	
0.41 ***

	

	




	
F

	
7.20 ***

	

	

	
19.14 ***

	

	




	
Step 3

	

	

	
0.119 ***

	

	

	
0.056 **




	
Coping flexibility

	
0.31

	
4.06 ***

	

	
0.14

	
2.06 *

	




	
Perceived stigma

	
0.01

	
0.17

	

	
−0.08

	
−1.31

	




	
Individualism

	
0.01

	
0.21

	

	
0.07

	
1.26

	




	
Collectivism

	
0.17

	
2.68 **

	

	
0.14

	
2.46 *

	




	
R2

	
0.323 ***

	

	

	
0.46 ***

	

	




	
F

	
8.37 ***

	

	

	
14.99 ***

	

	




	
Step 4

	

	

	
0.08 ***

	

	

	
0.011




	
Stress X Stigma

	
−0.12

	
−1.99 *

	

	
−0.10

	
−1.82

	




	
Stress X Coping flexibility

	
0.18

	
2.83 **

	

	
−0.04

	
−0.67

	




	
Stress X Individualism

	
−0.14

	
−2.15 *

	

	
−0.04

	
−0.65

	




	
Stress X Collectivism

	
0.19

	
3.13 **

	

	
−0.02

	
−0.36

	




	
Stress X Ethnicity

	
−0.03

	
−0.26

	

	
−0.16

	
−1.69

	




	
R2

	
0.403 ***

	

	

	
0.472 ***

	

	




	
F

	
8.45 ***

	

	

	
11.26 ***

	

	




	
R2

	
0.403 ***

	

	

	
0.472 ***

	

	




	
F

	
6.69

	

	

	
8.70 ***

	

	








* p < 0.05, ** p < 0.01, *** p < 0.001; a 0 = Arab, 1 = Jewish; b 0 = No, 1 = Yes.
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Table 6. Results of the Regression Testing for a Curvilinear Relationship between Stress and Personal Growth.
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	β
	t
	∆R2





	Step 1
	
	
	0.150



	Ethnicity a
	0.32
	3.93 ***
	



	Age
	−0.06
	−0.75
	



	Economic status
	0.14
	2.18 *
	



	Months of fertility treatments
	−0.08
	−0.93
	



	Fertility treatment cycles
	−0.07
	−0.86
	



	Children b
	−0.004
	−0.05
	



	Step 2
	
	
	0.054 ***



	Stress
	−0.24
	−3.66 ***
	



	Step 3
	
	
	0.073 **



	Stress2
	−0.27
	−4.40 ***
	



	R2
	
	
	0.277



	F(8, 196)
	
	
	9.37 ***







* p < 0.05, ** p < 0.01; *** p < 0.001; a 0 = Arab, 1 = Jewish; b 0 = No, 1 = Yes.



















	
	
Disclaimer/Publisher’s Note: The statements, opinions and data contained in all publications are solely those of the individual author(s) and contributor(s) and not of MDPI and/or the editor(s). MDPI and/or the editor(s) disclaim responsibility for any injury to people or property resulting from any ideas, methods, instructions or products referred to in the content.











© 2023 by the authors. Licensee MDPI, Basel, Switzerland. This article is an open access article distributed under the terms and conditions of the Creative Commons Attribution (CC BY) license (https://creativecommons.org/licenses/by/4.0/).






media/file4.png
Personal Growth

4.0 -

b=-0.08. t=-0.51. p=0.61

« -

S

“
b=-0.65. t=-4.08. p<0.001 \\

3.0

Low Stress High Stress

- -¢— -1 ow Coping Flexibility —#=—High Coping Flexibility






nav.xhtml


  ijerph-20-02187


  
    		
      ijerph-20-02187
    


  




  





media/file2.png
Personal Growth

4.5 - b=-0.60. t=-3.38. p<0.001

e

b=-0.13. t=-0.83. »=0.41
1.0 - p

Low Stress High Stress

- -¢— =] ow Stigma —&— High Stigma






media/file5.jpg
Personal Growth

4.0

w

Low Stress High Stress

==+—-Low Individualism —#—High Individualism






media/file3.jpg
45

4.0

b=-0.65. t=-4.08, p<0.001 \\

Personal Growth

n

3.0 4

Low Stress High Stress

-~—-Low Coping Flexibility ~—a—High Coping Flexibility






media/file1.jpg
Personal Growth

4.0

w

b=-0.13. t=-0.83. p=0.41

b=-0.60, t=-3.38, p<0.001

Low Stress

- <—-Low Stigma

High Stress

—s—High Stigma






media/file7.jpg
Personal Growth

4.0

s,
s

N
b=-0.72. t=-4.19, p<0.001 N
s
s,

A

Low Stress High Stress

==+=-Low Collectivism ——High Collectivism






media/file10.png
Personal Growth

6.00

® Observed
= Linear

= Quadratic

4.00

3.50

3.00

2.50

2.00

150

5.00
2.00
1.00

Stress





media/file9.jpg
Personal Growth

600 . .
- . * Observed

. . .o . — Linear
— Quadratic

200 .

%50 200 250 300 350
Stress.





media/file0.png





media/file8.png
Personal Growth

o b=-0.01, t=-0.05. p=0.96
Y -
\
\
N\
N\
\
\\
4.0 - N
\
\
N\
\\
b=-0.72. t=-4.19. p<0.001 N
\\
Y
3.5 . .
Low Stress High Stress

- === ow Collectivism - High Collectivism






media/file6.png
Personal Growth

b=-0.62, t=-3.55. p<0.001

104 b=-0.11.t=-0.74. p=0.48

Low Stress High Stress

- =¢—~-] ow Individualism -—#=—High Individualism






