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Abstract Assisted reproductive technology (ART) research has achieved a breakthrough in the 
understanding of natural reproductive processes and their possible ineffective outcomes. In Vitro 
Fertilization (IVF) has succeeded in treating chronic fertility problems that could not be solved by 
routine interventions. IVF reaped its first success in 1978, with the birth of the world's first ‘test-
tube baby’: Louise Joy Brown's birth indeed confirmed the feasibility of retrieving ova from the 
follicles, inseminating them under laboratory conditions, transferring the fertilized ova to the 
patient's uterus and supporting their implantation. IVF opened a new era in the treatment of 
infertility, offering hope to women and couples who otherwise would have remained childless. Yet 
this technological achievement has given rise to controversy on ethical issues and questions 
about the legal rights to apply modern reproductive technologies. The legal and public debates 
surrounding IVF treatment started long before the day-to-day experiences of IVF patients 
received any in-depth attention. Hence, the experiences of women undergoing IVF treatment 
remained largely external to the bioethical debate. In the present article, I shall claim that 
understanding the female experience is an essential element in the bioethical debate on IVF. This 
claim is valid regardless of whether the problem treated originates in the woman or her male 
partner, as in either case the woman is the one undergoing the surgical procedure. The present 
article summarizes research on the experiences of IVF-treated women in Israel, and discusses 
the relevance of this research's findings to the bioethical debate in this respect.  
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Introduction 
Fertility treatments: ethical aspects and 
the Israeli context 
In vitro fertilization (IVF) provides the option 
of surgical intervention to couples suffering 
infertility problems. IVF treatments comprise 
at least four stages: the first stage consists 
of a regimen of fertility medications, the 
purpose of which is to stimulate the 
development of the ovarian follicles; in the 
second stage, ova are aspirated from the 
follicles; in the third stage, the ova are 
fertilized in a fluid medium; and in the last 
stage, the embryos are transferred to the 
uterus and their implantation is supported 
(Cooper and Glazer, 1998). The steady 
sophistication and growing popularity of 
fertility treatments have triggered a 
passionate bioethical debate between IVF 
supporters and opponents. Those in favor of 

IVF argue that fertility treatments should be 
regarded as a means of rescuing couples 
and individuals from the predicament of 
infertility, as it allows them to become 
biological parents despite the difficulties 
involved (LeMoncheck, 1996; Overall, 
1993). They further claim that IVF 
contributes to marital equilibrium by relieving 
tensions that tend to develop between 
spouses on account of infertility 
(Sandelowski, 1990; Weigel, 2000). Another 
factor emphasized by IVF supporters is that 
artificial insemination allows single women 
and lesbian couples to pursue the dream of 
parenting (Olezsczuk and Keith, 2001). 
Those opposed to the practice of IVF 
contend that fertility treatments generate 
social discrimination because of the high 
costs involved. Even in Israel, where fertility 
treatments are heavily subsidized, the 
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financial burden on IVF-treated patients 
cannot be ignored. Furthermore, it is argued 
that the very need for fertility treatments 
creates distinct population groups, e.g. 
fertile versus infertile, young versus old, 
heterosexual versus homosexual (Shildrick, 
1998). Though the distinction between being 
‘fertile’ or ‘infertile’ may have been 
established at an earlier stage, having to 
undergo fertility treatment gives it a formal 
status. IVF opponents further claim that 
fertility treatments are likely to exacerbate 
marital tensions, as they generate new 
conflicts between spouses. Typical conflict 
factors are: the high costs of IVF treatments; 
the intrusion of external elements into the 
couple’s intimate life; the couple’s need to 
adjust to the new situation, and to 
reorganize familial priorities (Lorber, 1993; 
Daniluk, 2001). Yet another argument 
against IVF refers to the woman’s ‘free 
choice’: some women agree to undergo the 
treatments only for the sake of preserving 
the marital bond (Shildrick, 1998; Raymond, 
1993; Stanworth, 1987; Corea, 1985). 
Finally, IVF is blamed for increasing the 
risks of premature birth and congenital 
defects, as well as the probability of twins 
and triplets, which pose a significant 
challenge to parenthood (Healy and 
Saunders, 2002).  
 
Despite the gravity of the dilemmas 
described above, the day-to-day 
experiences of IVF-treated women seem to 
receive only marginal attention. The 
academic discourse on IVF focuses mainly 
on the treatment’s complexities, on statistics 
pertaining to IVF’s advantages and 
disadvantages, and on the issue of the 
patients’ free choice. However, the patients’ 
voice is hardly ever heard. Even in studies 
that surveyed the attitudes of IVF-treated 
women, the research methods used were 
quantitative, based on questionnaires and 
numeric scales. Hence, they failed to fully 
explore the subjective (emotion–body–
identity) experiences of IVF patients 
(Epstein and Rosenberg, 1996). 
Thus it appears that the bioethical debate in 
general, and more particularly in Israel, 
should benefit from an in-depth qualitative-
phenomenological research. Israel’s 
demographic policy strongly encourages 
reproduction. It is nurtured both by the 
Jewish religious discourse and the Zionist 

ideology, two dominant powers which also 
shaped Israel’s attitude towards fertility 
treatments. Israel is the only country 
worldwide to include IVF treatments in its 
subsidized public health package (Landau, 
1995). In 1990, Israel featured as many as 
24 fertility clinics for a total population of 5.5 
million, representing the highest ratio of 
fertility clinics worldwide. Israeli fertility 
specialists are renowned worldwide for their 
groundbreaking contribution to research and 
development in this field, and consequently 
attract patients from abroad (Kahn, 2000). 
Modern reproductive technologies are thus 
highly accessible to Israeli women 
confronted with infertility.  
 
Fertility treatments and the female 
experience 
The practice of IVF generates a complex 
and distinctive coping experience for 
women, involving at least three dimensions: 
body, identity and emotion. The 
distinctiveness of the female bodily 
experience lies in the woman becoming the 
object of medical treatment even when the 
fertility problem stems from the spouse, or 
when its cause is unknown. Whatever the 
problem’s origin, the woman’s body is 
invariably the one undergoing hormone 
injections, invasive interventions, weekly 
ultra-sound examinations, ova aspirations 
and other procedures involving 
hospitalization and anesthesia. Another 
coping experience specifically concerning 
women is the ‘identity confusion’ that arises 
in the course of IVF treatments. In the Israeli 
context, ‘female identity’ is associated with 
conception, childbirth and motherhood (Amir 
and Benjamin, 1997; Remennick, 2000; 
Friedman et al., 1998). While fertility 
treatments corroborate the craving for 
motherhood, they also highlight the woman’s 
inability to actually become a mother. 
Research literature to this effect (Epstein 
and Rosenberg, 1996; Sandelowsky, 1990; 
Lorber, 1993) points out that the sense of 
‘deficient identity’ due to infertility leads to 
stress, social isolation, frustration and 
conflict with the environment. Women 
suffering from infertility reportedly tend to 
shun social occasions involving the 
presence of small children (such as 
celebrations of a newborn, birthday parties). 
Inhorn (1997) investigated stress 
experiences of Egyptian women undergoing 
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fertility treatment. She found that infertile 
women in Egypt are commonly believed to 
cause ‘bad luck’ and to ‘contaminate’ their 
female environment, and therefore avoid 
social events in spite of actually being in 
need of social support. Aside from bodily 
and identity-related coping experiences, 
IVF-treated women are also confronted with 
emotional challenges. Coping with physical 
pain caused by surgical intervention is an 
emotionally testing experience. Furthermore, 
IVF treatments entail the emergence of a 
new set of emotions: feelings of 
awkwardness when facing the treating 
personnel, grief and despair after a failed 
treatment cycle, anxiety about preserving 
the marital relationship, etc. These 
combined dimensions of body, identity and 
emotion have not been addressed 
comprehensively in the research to date on 
IVF-treated women’s coping experiences. 
 
Subjects and methods    
The present research examines the 
inseparable bond between body, identity 
and emotion on the basis of a qualitative 
model, which so far has not been applied in 
fertility studies (Epstein and Rosenberg, 
1996). According to Epstein and Rosenberg 
(1996), studies on the treated body (e.g. 
physiological or anatomical research) and 
studies on the emotional experiences of 
fertility-treated women (psychological 
research) rely primarily on quantitative data 
research methods. Those studies tend to 
focus on specific research issues, and apply 
quantitative questionnaires in which numeric 
values are assigned to observations. 
Epstein and Rosenberg (1996) mention the 
lack of qualitative research on the 
relationship between the treated body and 
the emotions involved in undergoing 
treatment. In the present research, 
questions were formulated so as to focus 
the attention on the combined experience of 
body, identity and emotions. In this type of 
observation, emotions are not separated 
from the immediate bodily experience, and 
inversely, the body’s condition is not 
detached from the emotions. 
Complementing the body-emotion focus is 
the identity dimension. Thus, interviewees 
were asked how they experience their 
sexuality in the course of treatments. The 
qualitative research method and in-depth 
interview devised for this research allowed a 

comprehensive investigation into the world 
of experiences of IVF-treated women. For 
the purpose of the research, interviews were 
conducted with 30 Israeli women undergoing 
IVF treatment for a first pregnancy. The 
interviewees were selected in compliance 
with a predetermined socio-demographical 
profile: heterosexually married women aged 
23 to 42, with full or partial high-school 
education. The research tool was an in-
depth semi-structured interview, which 
specifically addressed issues pertaining to 
bodily, identity-related and emotional 
experiences. The strategies of ‘sharing 
approach’ and ‘active listening’ applied 
throughout the interviews were aimed at 
obtaining valid and reliable information. The 
research was conducted under strict ethical 
guidelines (full confidentiality of all 
information pertaining to the interviewees, 
the treating personnel, the institutions, etc.). 
In the course of the in-depth interviews 
conducted for this research, 5 of the 30 
interviewees reported on their decision to 
discontinue the treatment. The remaining 
major interviews (25) were analyzed 
according to themes and categories.  
 
Results  
The examination of women’s coping with 
IVF treatment led to the distinction between 
two separate phases: 
1. The initial phase – prior to diagnosing 
the fertility problem 
This is the phase in which natural attempts 
are made to achieve pregnancy. Women 
calculate ovulation dates, and are surprised 
by their failure to conceive. In the initial 
phase, the fertility problem has not as yet 
been diagnosed and no medical assistance 
has been sought. According to the research 
findings, during the initial phase, all 30 
interviewees believed the fertility problem to 
originate from them. They ascribed a variety 
of hypothetical deficiencies to their body. 
One of the interviewees reported: 
“I believed something was wrong with me 
[…]. I was unable to say exactly what, […] 
but for some reason I guessed that I must 
be the cause.” 
 
Women tend to perceive themselves as 
responsible for fertility problems, and do not 
involve their spouse in this responsibility. 
The initial phase is also characterized by the 
collapse of the bodily order which every 



Psychological needs during IVF 215 

woman builds up over the years and which 
gives her a sense of security. Hence, 
women in this phase start to show signs of 
distress and loss of control: 
“It was a period full of anger and stress; of 
irritation with the entire world. I started 
envying every person I saw on the street, no 
matter whether it was a man or a woman.” 
Women in the initial phase develop a sense 
of helplessness, mainly on account of their 
inability to control their body’s time 
schedules. As stated by one of the 
interviewees: 
“I was not young when I got married […], 
and I was in constant fear that I would soon 
run out of ova.” 
 
As a result, women feel a sense of urgency. 
In their eagerness to change the situation: 
they are quick to go to the doctor for a 
diagnosis of their condition. Appointments 
with the doctor are made after 6 to 8 months 
of failed attempts to conceive. In doing so, 
women actually disregard the medical 
principle, according to which infertility is 
established after at least 12 months of failed 
attempts to conceive without the use of 
contraceptives (Remennick, 2000). The 
doctor’s appointment occurs, in some cases, 
without the spouse’s attendance. 
During the initial phase, women are typically 
confronted with pressures resulting from the 
prevalent socio-cultural discourse, which 
defines the woman’s body and identity in 
terms of fertility. Women who fail to become 
pregnant experience guilt feelings, anxieties 
and frustration. They regard themselves as 
the main culprit for their fertility problem. 
2. The post-diagnosis phase 
In the post-diagnosis phase, unlike the initial 
phase, two different types of coping were 
identified. 
The ‘obeying-the-treatment-routine’ type 
Out of 30 women participating in the 
research, 14 women supplied descriptions 
evidencing that they obediently cooperated 
with the treatment routine. The main reason 
underlying their cooperation appeared to be 
glorification of biological motherhood. For 
women of this category, bearing their own 
child was regarded as a supreme goal which 
they longed to achieve at all costs. One of 
the interviewees said: “Having my own child 
[…], I want nothing more […]. I am willing to 
go through hell to achieve pregnancy.” 

When asked to describe how they perceived 
motherhood, the interviewees used terms 
indicating sacrifice and total dedication. One 
of them stated:  “One does everything for a 
child.” 
 
This attitude to motherhood was redirected 
to coping with the technological practice. 
Women in this category were willing to 
pursue the treatments for as long as would 
be needed. Evidencing this willingness is the 
statement by one of the interviewees: “I 
won’t give up as long as the doctors won’t 
give up on me.” The ‘obeying-the-treatment-
routine’ approach was also characterized by 
readiness to undergo consecutive treatment 
cycles without interruption. Moreover, those 
women declined professional assistance or 
advice from other women in the same 
position (e.g. through support groups or 
Internet forums of IVF-treated women). They 
also mentioned being extremely dependent 
on the treating physicians. Another typical 
feature of their ‘obedient’ approach to IVF 
surfaced from their perception of the body 
under treatment. Women in this category 
described an experience of deliberate 
detachment from their body. One of the 
interviewees reported:  
“[During one of the treatments], I felt as if I 
were watching everyone from the sidelines, 
as if I were lying there […] without actually 
being there”. 
 
Along with the detachment from their body, 
they practiced disconnection from physical 
pain. One of the interviewees declared: “I 
taught myself not to feel any pain.” 
In addition, they silenced the feelings of 
embarrassment, revolt and anger 
experienced during the treatment. They 
explained this detachment as a proof of their 
commitment to the treatment’s success. 
Yielding to the expression of emotions was 
in their eyes tantamount to disrupting the 
treatment’s rhythm. Subduing their emotions 
came along with subordinating their 
identities to the treatment’s success. Some 
interviewees claimed that, as long as they 
failed to become pregnant, they did not feel 
feminine or sexually attractive:  “To me, 
being feminine means walking in the street 
with a pram.”  Another said: “I feel sexually 
unattractive […]. My body has changed; my 
belly is swollen ". 
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With all their identities made secondary to 
the unattained ‘mother identity’, those 
women developed the feeling of having no 
rights of their own. Evidencing this alleged 
lack of rights was their tendency to silence 
their desires and emotional experiences 
even in front of their spouse and relatives: 
“When you are not pregnant, everyone asks 
questions and gives advice. My in-laws’ 
meddling irritates me […]. But as our 
[marital] relationship has become so fragile, 
I refrain from talking to him about this. Apart 
from that, during treatments […], one should 
try to avoid tension […], you know, for the 
sake of the treatment’s success.” 
 
Being deprived of verbal expression, women 
in this category time and again resorted to 
their imagination. They explained this 
strategy as a way of providing meaningful 
significance to their childless existence. 
Practicing fantasizing helped them to 
persevere in their fertility treatments without 
undermining the existing order. In their 
search for meaningful significance, trifling 
incidents became highly significant. Thus 
one interviewee recounted: 
“My friend tried to become pregnant. She 
bought herself an ovulation kit, took it home, 
and before she even opened it, she got 
pregnant […]. She then gave the kit to her 
aunt, who took it, and again, same story. 
Now the kit is in my house.” 
 
In summary, the ‘obedient’ approach to IVF 
treatments is characterized by extreme 
yearning to accomplish biological 
motherhood. Longing to achieve 
motherhood is translated into absolute 
cooperation with the treatment practice. 
Women’s emotions, bodily experiences and 
identity perceptions are redirected towards 
achieving conception and childbirth. Women 
in this category tend to silence their voice for 
the sake of the treatment’s success, and use 
their imagination as an existentialist 
practice, aimed at giving  meaningful 
significance to their coping experience. 
 
The ‘negotiating’ type 
An altogether different style of coping 
surfaced from the descriptions provided by 
11 women who participated in this research. 
Its main feature was the active negotiation 
conducted by those women throughout the 
IVF treatments: they consistently negotiated 

with their spouse and relatives, and 
challenged the medical authority of the 
treating personnel. The negotiating feature 
became evident right from the start of the 
interview, as those interviewees introduced 
themselves as ‘rational women’, committed 
to ‘reasonable’ and ‘logical’ decisions. They 
adopted the same assertive attitude in the 
context of technological practice. One of 
them stated: 
“I am a go-getter […]. When my problem 
was diagnosed as ‘unexplained’, I decided 
that the logical thing to do was to start 
treatments.” 
 
Contrary to the first category of women, who 
regarded biological motherhood as a 
supreme value, women of the ‘negotiating’ 
type kept considering alternative solutions to 
biological parenthood (e.g. adoption). Yet, 
as part of their rational approach, they 
argued that biological motherhood achieved 
through fertility treatments is easier, more 
readily accessible and cheaper than 
adoption. One of the interviewees explained: 
“In Israel, the waiting list [for adoption] is 
prohibitive […]. If we’ll do it [i.e. adopt], we’ll 
apply in countries such as Brazil or Rumania 
[…]. I don’t reject it [i.e. adoption] as an 
option […]. The only trouble is that the 
expense is very high […], about twenty 
thousand dollars, and right now it is easier 
for me to finance the treatments.” 
Also evidencing the rational approach was 
the practice of inquiry and knowledge 
gathering observed from the onset of 
treatments. One of the interviewees 
reported: 
“After the first insemination, I understood 
that my knowledge is deficient. I wanted to 
know more, to be able to control the 
situation somehow […]. I needed to 
understand the meaning of every term and 
every examination. My brother is a student 
of dental medicine, so I asked him to come 
over […]. He sat with me and drew a 
diagram […], he explained what a follicle is, 
and how it all functions […]. Of course, I 
needed more, so I started reading. I looked 
for literature everywhere, in the newspapers, 
on television, anything that could provide me 
some information”. 
 
The process of inquiry and learning 
contributed to those women’s sense of 
autonomy and prevented their total 
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dependence on the medical staff (typical of 
the first category of women). Inquisitiveness 
and knowledge helped them develop their 
negotiation skills in their interaction with the 
treating physician. One interviewee 
recounted: 
“I wanted to know everything thoroughly 
[…].They could no longer tell me [that they 
collected] 7 million sperms unless the 
information was completely reliable […]. I 
know that in reality the number was much 
smaller. The calculation made me feel 
involved and knowledgeable […]. I searched 
in books and on the Internet. I learned that 
there is a grading of sperms […], so when 
they tell me that there are 7 million, I actually 
know […] that at the end of the day, there 
are maybe only one hundred sperms”. 
Meticulous gathering of knowledge became 
part of those women’s coping with their new 
experience of physical pain. They turned 
their body’s suffering into a warning 
mechanism, which helped them interpret 
their body’s signals. One of the interviewees 
explained: 
“Today I am constantly concentrating on my 
pain; on what it represents. Whether it’s a 
sign of ovulation, or of implantation […]. This 
has nothing to do with focusing on pain like 
in ‘Poor me, I’m in such a pain’. It is meant 
to indicate what is going on in my body.” 
Unlike women of the first category, who 
deliberately dissociated themselves from 
their physical pain, women of the second 
category used their pain experience for the 
purpose of decision-making regarding their 
body. One interviewee reported: 
“After insemination […] I started feeling a 
new pain that I hadn’t known before. I felt a 
pain in my side. The doctor said that it must 
be because of the treatments. I didn’t agree 
with him […], I asked for an ultrasound 
examination […], which proved that my 
hunch had been accurate, I had developed 
enormous cysts.” 
 
Women of the ‘negotiating’ type conducted a 
dialogue, which was also directed against 
the social and cultural dictates about the 
‘mother identity’. Women of this category 
fully experienced their other identities (e.g. 
femininity, sexuality), without giving any 
priority to mother identity. Evidencing this is 
the following statement by one of the 
interviewees: 

“Some women build their entire life around 
the treatments. I don’t […]. I am rational 
about things. If a treatment fails, I am 
pleased that I can once again spend time 
with my husband.” 
 
Discussion 
The research findings show that women of 
the ‘obeying-the-treatment-routine’ category 
drew a clear separation between their 
emotional and bodily experiences, women of 
the ‘negotiating’ type re-united their body 
and emotions. The latter attitude contributed 
to the women’s sense of control over the 
treatment process, and helped them replace 
the total dependence on the medical staff 
(characteristic of the ‘obedient’ type) by a 
dialogue conducted with the medical staff. It 
seems that the self-representation as 
‘rational women’ actually encouraged those 
women to discover means of acquiring and 
organizing knowledge about their condition. 
Knowledge gathering allowed them to relate 
to fertility treatments as a useful, convenient 
and accessible means of achieving 
pregnancy. Thus they succeeded in 
preserving their other identities alongside 
the ‘mother identity’.  
 
It is worth noting that women belonging to 
different categories (i.e. the ‘obeying-the-
treatment-routine’ type vs. the ‘negotiating’ 
type) experience the treatment process 
differently. Whereas the former category 
tends to experience stress, social isolation 
and emotional distress, the latter relates to 
the IVF treatments as a new life experience, 
and in some cases even as an invigorating 
experience which contributes to the quality 
of the marital bond. The research findings 
show that despite similar difficulties 
encountered in achieving pregnancy, 
women undergoing fertility treatments do not 
necessarily apply similar coping strategies. 
The argument that the manner in which 
women cope with IVF treatments depends 
on the fertility problem’s origin (the woman, 
the spouse, both spouses) is certainly worth 
reviewing. As the present research was 
designed according to a qualitative 
paradigm, its scope was limited by the 
number of interviews carried out for its 
purpose. It seems, however, that 
consideration of a larger sample of 
interviewees may serve as a future basis for 
a wider bioethical debate, which will seek to 
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further improve the wellbeing of IVF-treated 
women. 
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