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Thesis Abstract 

 Difficulties experienced across stages of reproductive health have been 

associated with negative psychological outcomes for individuals and couples. Research 

has found the importance of dyadic coping strategies to these outcomes. Despite these 

findings, research and clinical practice has predominantly focused on individualised 

models of coping and support. This thesis portfolio aimed to provide further 

understanding of interdependent coping processes engaged in by couples in response to 

stressors related to reproductive health. It aimed to consider the influence of wider 

surrounding systems and contextual factors. A life stages approach is also utilised to 

consider the additional challenges that difficulties with reproductive health may present 

to psychosocial development.  

A systematic review and a qualitative research study were conducted to explore 

the factors influencing dyadic coping in infertile couples and the experiences of dyadic 

coping and support for couples managing perinatal mental health difficulties.  

The review found initial evidence of a range of psychological, couple and social 

level factors associated with coping within infertile couples. Through joint dyadic 

interviews it was found that couples engage in dyadic coping strategies to support 

adaption to stress related to interconnected experiences of parenting and perinatal 

mental health difficulties. This study also found the importance of engagement with 

wider systems of personal and professional support. 

Overall, these findings suggest the importance of moving beyond individualised 

support to consider the needs of both members of couples coping with difficulties 

experienced in reproductive health. They also suggest the need for further research to 

understand the complexities of adapting established support structures to the couple 

level and the impact of biopsychosocial factors on coping within these populations. This 

portfolio also proposes further directions of research to support development of higher 

quality of evidence, and clinical best practice, within the field of reproductive health 

and coping. 
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Introduction to Thesis Portfolio 

Introduction to Dyadic Coping  

This thesis portfolio explores the role of dyadic coping across two areas of 

reproductive health, infertility and perinatal mental health difficulties. Dyadic coping 

expands on individual focused coping literature to consider coping as a systemic, 

interdependent process within close relationships (Falconier & Kuhn, 2019). It 

emphasises that when coping with external stressors (situated outside of the 

relationship) partners respond not only to their own stress but the stress communicated 

by their partner, in an attempt to enhance wellbeing and relational intimacy. Stressors 

situated within the relationship, for example relational conflict, are proposed to be 

managed using individual coping strategies. Important aspects of dyadic coping also 

link to how individuals and couples appraise stress and relational goals, and individual 

and shared coping resources (Falconier et al., 2015). Dyadic coping has been widely 

applied to understand adaption to stressors such as physical illness (Badr & Acitelli, 

2017), mental health difficulties (Landolt et al., 2023), grief (Albuquerque et al., 2018), 

unemployment (Schauss et al., 2021) and minority stress (Sarno et al., 2021). With a 

particularly established evidence base within cancer research (Traa et al., 2015).  

Since its conception, several models of dyadic coping have emerged, with 

evolving perspectives of how couples share and cope with stressful life events. The 

Congruence Model (Revenson, 1994) focuses on the extent to which partners’ 

individual coping strategies align, proposing the importance of individual resources to 

mutual coping. The Communal Coping Model (Lyons et al., 1998) extends thinking 

beyond individuals, considering communal coping as a process within close families 

and communities. This model proposes that for this process to occur, at least one 

individual must hold a belief that communal coping is beneficial (viewing the stressor 

as a shared problem). It also suggests there must be communication within these 

relationships about stressors. Although this model was developed to conceptualise 

coping in systems wider than couple dyads, it has been proposed as a useful model to 

consider the components of coping at this level.  

The Relationship-Focused Coping Model (RFCM; Coyne & Smith, 1991; 

O'Brien & DeLongis, 1996) considers that couples respond to stress with relationship 

focused strategies, aimed at preserving relationships within stressful periods. Three key 

concepts were developed related to relational coping: active engagement (engaging the 
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partner in discussions related to the stressor to support emotion focused and/or problem 

focused coping strategies), protective buffering (denying worries or negative 

experiences to buffer stress for the partner) and overprotection (underestimating coping 

resources of the partner and providing unnecessary practical or emotional support). A 

fourth dimension was later added, empathetic responding, which involves attempts to 

understand the thoughts and emotions of the partner to respond empathetically and 

validate their experiences (O'Brien & DeLongis, 1996). 

The Developmental-Contextual Coping Model (DCCM; Berg & Upchurch, 

2007) was a later development within this field, which similarly to other models focuses 

on stress appraisals at an individual or shared level. The DCCM views partners 

responses on a continuum from under- to over-involvement across four areas of coping 

behaviours: uninvolved (partners providing no support to cope with stress), supportive 

(partners providing emotional or problem focused coping support), collaborative 

(shared coping strategies to manage stress), and controlling (one partner dominating the 

actions of the other, telling them how to respond to stress). The DCCM also emphasises 

the role of developmental and sociocultural factors (e.g. culture, gender, lifespan 

development) in how stressful situations are appraised and the coping resources within 

couples (Falconier et al., 2015).  

The Systematic Transactional Model (STM; Bodenmann, 1997) proposes that 

partners attend and respond to stress communication within dyads to maintain 

homeostasis within relationships. This model conceptualises positive dyadic coping 

strategies as supportive (one member providing support strategies to the other), 

delegated (one partner taking over some of the responsibilities of the other to reduce 

stress) and common (mutual strategies in supporting each other). They also consider 

negative dyadic coping strategies as hostile (showing disinterest or mocking of partners’ 

stress), ambivalent (showing unwillingness to provide support) and superficial 

(insincere efforts to provide support with coping).  

Each of these models provides a unique perspective on aspects of coping within 

close relationships. This diversity of views is also reflected in the variety of measures 

and methods in dyadic coping research. Many studies in this area have utilised 

individual coping measures completed by participant dyads, with comparison of the 

interdependence between scores as a measure of coping within and between partners. 

However, others have utilised measures specifically aimed at measuring coping 

dyadically, asking participants their perspectives on the coping approaches that they use 
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to support their partner and how their partner supports them. Some models have also 

been explored solely within qualitative research. The RFCM and the STM have guided 

more of dyadic coping research than other models (Falconier et al., 2015), with 

instruments developed to measure model specific constructs (Dyadic Coping Inventory; 

Bodenmann, 2008; Relationship Focused Coping Scale; Coyne & Smith, 1991; Fiske et 

al., 1991). Within this thesis portfolio the STM has been applied as a predominant 

framework to understanding dyadic coping in the context of infertility and perinatal 

mental health difficulties.  

Infertility Services 

The availability and accessibility of infertility treatments varies worldwide, 

based on complex interconnected social, cultural, economic and political factors. The 

number of countries with developed infertility services has increased over the past 

decade, with an international survey in 2021 finding that 68% of countries recognised 

by the United Nations offered assisted reproductive treatments (ART; Horton et al., 

2022). Despite these developments, widespread inequalities still exist in accessibility of 

infertility treatments, particularly in low- and middle-income countries (World Health 

Organisation, 2024; Chiware et al., 2021). Across the world, treatment cost has been 

identified as a major barrier to infertility treatments access, with most countries 

providing limited or no publicly funded ART treatment (Horton et al., 2022). Other 

factors such as stigma, religious beliefs, unsupportive medical infrastructure, residing in 

rural areas and lower educational level have been found as additional identified barriers 

(World Health Organisation, 2024; Mackay et al., 2023; Nachtigall, 2006). Within many 

countries, available infertility treatment is also restricted to specific groups, for example 

with prohibited access to infertility services for LGBTQ+ couples or single women 

(Nachtigall, 2006). Across Europe these trends have resulted in “reproductive tourism”, 

reframed as “reproductive exile”, whereby people seeking infertility services travel to 

other countries to receive treatment unavailable within their residing countries 

(Pennings, 2005; Inhorn & Patrizio, 2009).  

Within the UK, infertility treatments are available through public NHS funding 

but despite this offer many couples still access privately funded treatment, or a hybrid 

funded approach, due to provision limitations and restrictions (Hamper & Perrotta, 

2023). An important issue within England is in the geographical disparity in criteria of 

infertility services and funding decided at individual integrated care board level (ICB; 

Department of Health and Social Care, 2024). For example, some ICB’s offer two 
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rounds of funded in vitro fertilisation (IVF) treatment, whereas others offer one full 

cycle round (one episode of ovarian stimulation and transfer of every viable embryo or 

one resulting in pregnancy) or one round not to full cycle. Eligibility criteria also vary 

across location by age and parenting status. For example, some ICB’s require couples to 

have no children from a current or previous relationship, whereas others only require 

this criterion for one partner. These difficulties however have been proposed as a key 

development area within the Women’s Health Strategy for England and may therefore 

soon be addressed (Department of Health and Social Care, 2022). Within other countries 

in the UK, the offer is more standardised across regions (Human Fertilisation and 

Embryology Authority, 2024).  

In addition to medical treatment there are also disparities in publicly funded 

psychological support, despite the found impact of infertility on psychological 

wellbeing (Braverman et al., 2024). The National Institute for Health and Care 

Excellence (NICE) guideline recommends that counselling should be offered to 

everyone accessing (IVF) treatment regardless of outcome (NICE, 2013). However, the 

scope of provision again varies with some infertility clinics offering free counselling 

and others charging for this service (Human Fertilisation and Embryology Authority, 

2024). Within the UK counselling can also be accessed through generalised NHS 

funded mental health support, although not specialised to the unique psychological 

difficulties that may be experienced specific to infertility related stress.   

Perinatal Mental Health Services within England 

Within England there has been an increased focus on support within the 

perinatal period resulting in expansions in the provision of perinatal mental health 

services (NHS England, 2019). Perinatal mental health support is structured through 

various pathways across primary, secondary and tertiary care (NHS England & NHS 

Improvement, 2018). Mothers or birthing people experiencing perinatal mental health 

difficulties assessed as requiring a lower level of intervention, are provided through a 

specialist perinatal pathway within NHS talking therapies. Mothers or birthing people 

with moderate to severe mental health difficulties, commonly with a wider range of 

additional psychosocial needs, are supported by established specialist community 

perinatal mental health teams. These services also provide preconception advice for 

women or birthing people who are planning a pregnancy and have current or historical 

mental health difficulties. Mother and baby units also provide care for mothers or 

birthing people who require urgent and complex inpatient support, aimed at providing 
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psychological treatment to enhance wellbeing and to support them to meet the needs of 

infants (NHS England & NHS Improvement, 2018).  

In addition to these services, in many areas of England support is also provided 

through Maternal Mental Health Services, developed to provide specialist support for 

mothers or birthing people experiencing mental health difficulties related to their 

maternity experience (NHS England, 2019). This includes support for those who have 

experienced perinatal loss, loss through care proceedings, birth trauma or tokophobia, 

addressing previous gaps in perinatal mental health support. However, a recently 

published report suggests variation in the services provided across difficulties based on 

locality. For example this report found that only 11 out of 41 services provide support 

for women or birthing people who experienced removal of their baby due to care 

proceedings (Maternal Mental Health Alliance, 2024).  

Across the majority of perinatal services, support is primarily available for 

mothers or birthing people, with limited provision for father or partners, despite 

identified need and recommendations within NICE guidelines (Darwin et al., 2021; 

NICE, 2014). However, a specialist partners pathway via NHS talking therapies has 

more recently been established providing counselling intervention for fathers and 

partners (NHS England, 2019). Specialist perinatal services also commonly provide 

some support for partners through systemic interventions and partner focused support 

groups, with scope depending again on funding distributions across ICB’s and 

individual services.  

Statement of Joint Empirical Project 

The empirical research study within this thesis portfolio was conducted as part 

of a joint project with another trainee clinical psychologist. Joint tasks for this study 

included collaborative study design, ethical application, participant recruitment and data 

collection (each researcher conducting 50% of interviews). Individual research aims and 

questions were developed for the two projects, with half of the questions within the 

topic guide aimed at addressing each of these questions. Analysis and write up was 

conducted separately to address separate aims.  

Aims of Thesis Portfolio 

This thesis portfolio aims to further understand couples coping and wellbeing in 

response to stressors across stages of reproductive health. It aims to consider coping 
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processes beyond that of the individual, as relational processes navigated at the couple 

level, with discussion of wider biopsychosocial influences. The stages of psychosocial 

development theory (Erikson, 1963; Erikson, 1968) is applied within this portfolio to 

enhance understanding of research findings, considering the life stage transitions of 

reproductive experiences. The following chapters consist of a systematic review of 

infertility and dyadic coping literature, a bridging chapter, an empirical research paper 

exploring how couples cope dyadically with perinatal mental health difficulties, an 

additional methodological chapter and a critical evaluation and discussion of the 

portfolio.  
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Abstract 

Infertility can have a range of negative psychosocial outcomes for individuals 

and couples. The degree to which couples engage in dyadic coping strategies when 

faced with shared infertility stressors, has been associated with positive outcomes. 

However limited research has been conducted on understanding factors which influence 

infertile couples’ engagement in dyadic coping. This review aimed to provide a 

synthesis of the evidence of psychosocial factors influencing dyadic coping in infertile 

couples. 

A systematic review was conducted across five databases (Medline Ultimate, 

PsychInfo, Pubmed, Scopus and Academic Search Ultimate). Included papers 

investigated factors associated with dyadic coping for people accessing an infertility 

clinic, using a validated coping measure. Of the 125 papers screened, 12 papers were 

included within the final analysis. A narrative synthesis approach was taken, with 

findings clustered by type of factor.  

Higher attachment anxiety, avoidance, and infertility stress were found to be 

associated with decreased engagement in positive dyadic coping strategies. Duration of 

infertility was associated with decreased positive dyadic coping strategies and increased 

negative dyadic coping strategies. There was mixed evidence for the impact of age and 

length of relationship. Additional emerging psychological and social factors are 

examined with proposals for further research. Clinical and research implications are 

discussed, presenting the need for coping with infertility to be considered at a dyadic 

level, with further study into the risk factors for poorer coping processes for these 

couples.  

Keywords: Infertility, Assisted reproductive treatment, Coping, Couples, Review, 

Stress 
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Factors Associated with Dyadic Coping in Couples Experiencing Infertility: A 

Systematic Review 

Infertility is a widespread public health issue which affects approximately one in 

six of the adult population across their lifetime (World Health Organisation, 2024). The 

World Health Organisation (WHO) defines infertility as “a disease of the male or female 

reproductive system defined by the failure to achieve a pregnancy after 12 months or 

more of regular unprotected sexual intercourse” (WHO, 2024). Difficulties in becoming 

pregnant can have considerable impacts on the wellbeing of both members of a couple. 

Research shows that infertility is associated with increased levels of depression, anxiety 

and lower levels of quality of life in men and women (Braverman et al., 2024; Biggs et 

al., 2024). These links have been found to be associated with societal and self 

stigmatisation (Xie et al., 2023), gender identity and role conflicts (Neter et al., 2017) 

and disruption to meaningful life goals (Salmela-Aro et al., 2008). Infertility has also 

been found to affect couples relationally, impacting on quality of life, marital and sexual 

relationships (Luk et al., 2015).  

With the potential negative impacts for infertile couples, research has 

endeavoured to understand the factors related to psychosocial outcomes. Bagade et al. 

(2023) examined the social determinants of mental health difficulties among infertile 

women. They found that factors such as higher education and income, employment and 

private health insurance were linked to better mental health outcomes. One area gaining 

attention, has been the importance of the ways in which couples cope with infertility 

related stressors. Findings in this area indicate that use of positive coping strategies are 

associated with decreased depression, anxiety and infertility related distress (Chernoff et 

al., 2021, Chamorro et al., 2024), proposing the importance of coping in infertile 

individuals. 

The predominant focus of study across coping literature has been concerned 

with how individuals cope, without considering the interdependent nature of stress 

within close relationships. Dyadic coping as a concept moves to a systemic view of 

coping, conceptualising external stressors (stressful events situated outside of the 

relationship) as impacting on both members of a couple through relational processes 

(Falconier & Kuhn, 2019). Dyadic coping itself is therefore the process by which 

individuals within a couple communicate stress to each other and how this is recognised 

and responded to, in order to adapt to and manage stress as a dyad (Bodenmann, 1997).  
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Infertility can be considered a dyadic stressor; commonly impacting both 

members of a couple. Research has found that engagement in positive dyadic coping 

strategies is associated with decreased psychological distress (Bai et al., 2024), reduced 

levels of anxiety (Zurlo et al., 2020) and higher sexual wellbeing (El Amiri et al., 2023). 

Whilst this research has shown the importance of dyadic coping on the wellbeing of 

infertile couples, a smaller proportion of research has focused on understanding the 

factors which influence engagement in these processes. Despite this gap, interventions 

aimed at supporting coping within infertile couples have been developed (Ying et al., 

2017, Monirian et al., 2022). Although these interventions have been founded in 

evidence from couples coping research, their efficacy may be limited without 

understanding the factors related to coping processes specific to infertility related stress. 

Without this understanding, we also have limited information on which couples may be 

in greater need of this support, which may result in inefficient distribution of resources.  

Aims  

This systematic review aims to provide a preliminary synthesis of the literature 

of the factors related to dyadic coping relevant to couples experiencing infertility. To 

meet this aim the following research questions will be addressed: 

• How do psychosocial factors impact dyadic coping in couples experiencing 

infertility?  

• What factors impact on engagement in positive dyadic coping in couples 

experiencing infertility?  

• What are the risk factors for engagement in negative dyadic coping in couples 

experiencing infertility? 

Method 

The Synthesis Without Meta-analysis (SWiM) guideline was used to enhance 

strategy and reporting transparency within this review (Campbell et al., 2020; Appendix 

B). This study was prospectively registered on PROSPERO (registration: 

CRD42024596643).  

Search Strategy 

A systematic literature search was conducted on 28th May 2024 and updated on 

5th November 2024 using the databases: Medline Ultimate, PsychInfo, Pubmed, Scopus 

and Academic Search Ultimate. The search terms included for infertility were: 
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“infertility”, “assisted reproductive treatment”, “assisted reproductive technology”, 

“IVF”, “in-vitro fertilisation”, “fertility treatment”, “medically assisted reproductive 

treatment”, “gamete intrafallopian transfer", "zygote intrafallopian transfer", "tubal 

embryo transfer",  "intracytoplasmic sperm injection",  "intrauterine insemination",  

“ICSI”, “IUI”, “surrogacy”, “clomiphene citrate", “metformin”, “gonadotrophin”, 

“bromocriptine” and “cabergoline”. It was decided due to the range of infertility 

treatments to include the most common at this stage and screen out any papers not 

directly related to the topic area. Decisions of key terms were guided by information 

from the Centers for Disease Control and Prevention and the Health Promotion and the 

Human Fertilisation and Embryology Authority (CDC, 2024; HFEA, 2006).  

The search terms included for dyadic coping were: “dyad”, “dyadic coping”, 

“couple coping”, “collaborative coping”, “communal coping”, “partner coping”, 

“couple adjustment”, “couple adaptation” and “partner adjustment”. Terms were 

searched at “abstract” level, with the Boolean operator “OR” used between terms in 

each group and “AND” linking infertility and dyadic coping terms. MESH and index 

terms were included, individualised to databases. Truncation was used for terms with 

multiple potential pluralisation (e.g. treatment*) and to adjust for international spelling 

variations (e.g. fertili?ation). 

Study Selection 

Studies were initially abstract screened and included if they assessed dyadic 

coping in people experiencing infertility, where coping was an outcome, mediator or 

moderator variable. Following initial screening, 125 papers were identified for full text 

screening. These papers were screened based on the following inclusion criteria: a) use 

of a validated coping measure, b) investigating coping in participants accessing an 

infertility clinic, c) assessing dyadic coping as an outcome, mediator or moderator 

variable, d) published after 1990 (point of development of dyadic coping concepts), e) 

quantitative and f) primary research (PRISMA 2020 flow diagram shown in Figure 1; 

Page et al., 2021). The decision was made to define infertility as accessing an infertility 

clinic due to the range of focus across studies (i.e. inclusion/exclusion criteria based on 

stage of infertility treatment). 

The following exclusion criteria were utilised: a) assessing individual coping 

strategies (e.g. participants were couples, but analysis focused on coping at individual 

level), b) studies where participants had experienced infertility but had conceived at the 
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time of study, c) assessing dyadic coping solely as a predictor variable, d) intervention 

studies, e) qualitative and f) secondary research. Screening was conducted by the 

primary researcher with 15% of papers (19n) full text screened by a secondary 

researcher, with a found 89% concordance rate. Disagreements were discussed and a 

consensus reached.  

Figure 1 

Study Selection Details 
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Intervention/scale design studies (n = 8) 
Not primary research (n = 2) 
Focus on participants that had conceived (n = 2) 
Participants not experiencing infertility (e.g. 
endometriosis) (n = 2) 
Not assessing coping dyadically (e.g. analysis 
focus at individual level) (n = 14) 
Total (n = 113) 
 
 

Studies included in review 
(n = 12) 
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Data Extraction and Study Quality Assessment 

The Quality Assessment for Diverse Studies (QUADS; Harrison et al., 2021) 

was used to assess the methodological and reporting quality of studies. The QUADS 

was chosen due to its flexibility in quality assessment across studies with varying 

methodological designs, allowing for comparison using a singular tool. The QUADS 

demonstrates substantial inter-rater reliability (k=0.66) within health services research 

(Harrison et al., 2021). The data was extracted by the primary researcher using a 

Microsoft Excel spreadsheet (Appendix C). Quality assessment of 25% of papers (3n) 

was conducted by a secondary researcher, with a found 74% concordance on ratings 

across QUADS criterion. Discrepancies in scores were reassessed and a consensus 

reached.  

Included papers written in a language other than English were translated using 

forward-only translation (Maneesriwongul & Dixon, 2004). This approach may be more 

susceptible to translation errors compared to other approaches (e.g. backwards testing) 

however this was mitigated as far as possible using two cross referenced translation 

tools. 

Data Analysis 

Across studies, there was a high level of heterogeneity due to varying: a) 

theoretical coping models utilised, b) measures of dyadic coping, c) roles of dyadic 

coping within the relationships studied (outcome, mediator, moderator) and d) 

approaches to defining study population parameters (e.g. stage of treatment). A narrative 

synthesis approach was therefore assessed as appropriate to synthesise the data. This 

accounted for the nuances and variations within the field, providing understanding of 

this developing area to support clinical and research recommendations.  

Within analysis, studies were grouped by type of factors examined and their 

relationships to dyadic coping. These groupings were adapted from those proposed 

within the preregistered protocol (factors impacting positive dyadic coping, risk factors 

for negative dyadic coping), due to variations in methods of assessing positive and 

negative coping across studies. Outcomes were synthesised using textual description of 

the relationships between variables. Probability values and coefficients were 

summarised where possible to provide understanding of the evidence and range of 

effect. 
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Results 

Study and Sample Characteristics 

Twelve studies were included within this review with information assessed from 

1,954n couples and 4,390n individuals. Out of these studies, 11 (91.6%) focused on 

couples, with one study (8.3%) recruiting individual participants (female members who 

were accessing assisted reproductive treatment as part of a couple). The decision was 

made to include this study as it utilised the Dyadic Coping Inventory (DCI; 

Bodenmann, 2008), allowing for focus on perceived dyadic coping behaviours shown 

towards and received from partners. Sample sizes varied greatly between studies, 

ranging from 57 to 595 couples (as shown in Table 1).  

The average age of male and female participants was 34.4 and 32.8 yrs 

respectively. Information on participant education was included in 10 studies, with an 

average of 52% of participants having accessed higher education level (e.g. university 

level study). Participant income data was provided in six studies however a useful 

synthesis was unable to be developed due to reporting discrepancies across studies. 

Ethnicity was reported in three out of 12 studies and therefore not described due to 

providing limited information about the review sample. The average reported duration 

of infertility was 2-3 yrs (M=2.76 yrs). Participants experiencing primary infertility 

were included in four studies (33%), four studies included participants experiencing 

primary and secondary infertility (33%), and four studies did not report infertility 

aetiology metrics (33%).  

There was disparity in the approach of defining a “couple”. A large proportion of 

studies included participants that were married, cohabiting or stated as “in a 

relationship” (8n, 67%). A smaller proportion of studies solely included married 

participants (4n, 33%). Most studies (8n; 67%) included couples composed exclusively 

of male and female partners (67%), with four studies including same sex couples (33%).  

Studies predominantly used a cross-sectional design (11n, 91.7%), with one 

study using a longitudinal design (8.3%). The Actor-Partner Independence Model 

(APIM; Kenny et al., 2006) was adopted in eight studies (67%) which accounts for the 

interdependence of findings within a dyad, allowing for assessment of the actor effects 

(association between an individual’s predictor variable and outcome variable) and 

partner effects (association between an individual's predictor variable and their partners 

outcome variable). The remaining four studies (33%) used alternative methods of 

https://onlinelibrary.wiley.com/doi/10.1111/jmft.12608#jmft12608-bib-0027
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dyadic assessment, for example use of the DCI as a measure and assessing correlations 

between couple’s results across members of a dyad. Within eight studies dyadic coping 

was assessed as an outcome variable (67%) and four studies assessed dyadic coping as a 

mediator or moderator variable (33%). 
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Table 1 

Study Characteristics 

Author Year Location Participants Design Measures Method of Assessing Dyadic 

Coping 

Variables 

Zhang et al. 2023 China 566 (233 couples) Cross sectional Rosenberg self-esteem 

scale, 

Dyadic Coping 

Inventory 

Subscales of dyadic coping 

(Supportive, delegated, common 

and negative), APIM 

Self-esteem, dyadic 

coping 

Peloquin et al. 2023 Canada 282 (97 couples) Cross sectional Abbreviated Experiences 

in Close Relationships 

questionnaire, Dyadic 

Coping Inventory, 

Dyadic Adjustment 

Scale‐four items 

Positive dyadic coping 

(supportive, delegated and 

common subscales) and 

negative dyadic coping, APIM 

Attachment anxiety, 

attachment avoidance, 

relationship satisfaction, 

dyadic coping 

Rossi et al. 2023 Canada 438 (219 couples) Longitudinal 

(Baseline, 6m, 

12m) 

Implicit Theories of 

Sexuality Scale–Short 

Form, Dyadic Coping 

Inventory 

Positive dyadic coping 

(supportive, delegated and 

common subscales) and 

negative dyadic coping, APIM 

Sexual growth beliefs, 

sexual destiny beliefs, 

dyadic coping 

Tang et al. 2022 China 482 (individual 

participants) 

Cross sectional Family adaptability and 

cohesion evaluation 

scale, second edition, 

Dyadic Coping 

Inventory 

Dyadic coping as an overall 

score (higher score indicative of 

more positive dyadic coping) 

Family cohesion and 

adaptability, dyadic 

coping, demographics 
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Chaves et al. 2019 Portugal 134 (67 couples) Cross sectional Fertility Problem 

Inventory, Dyadic 

Coping Inventory, 

Portuguese version of 

the Dyadic Adjustment 

Scale—Revised, 

Hospital Anxiety and 

Depression Scale 

Dyadic coping as an overall 

score  

Impact of infertility, 

dyadic coping, dyadic 

adjustment, anxiety and 

depression 

Huiquin et al. 2024 China 514 (257 couples) Cross sectional Fertility Problem 

Inventory, Dyadic 

Coping Inventory, 

Fertility Quality of Life 

Tool 

Four profiles of dyadic coping 

(DC). Common positive group = 

couple higher than average DC, 

common negative group = 

low/critical level couple DC, 

Male positive group = female 

high/normal range, male higher 

DC, Male negative group = 

female high/normal range, male 

low DC 

Dyadic coping, infertility 

related stress, fertility 

related quality of life 

Song et al. 2024 China 1,190 (595 

couples) 

Cross sectional Copenhagen Multi-

Centre Psychosocial 

Infertility fertility 

problem stress scales-

shortform, Dyadic 

Coping Inventory, 

Marital adjustment test 

Dyadic coping as an overall 

score, APIM 

Fertility related stress, 

dyadic coping, martial 

adjustment 
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Casu et al. 2019 Brazil 402 (201 couples) Cross sectional Infertility-Related Stress 

Scale, Infertility-specific 

social support from 

spouse and social 

network (bespoke 

questions), Copenhagen 

Multi-Centre 

Psychosocial Infertility 

Positive dyadic coping (active-

confronting and meaning-based) 

and negative dyadic coping 

(active and passive avoidance), 

APIM 

Infertility stress, social 

support, coping, 

demographic data 

Boudreau et al. 2024 Canada 194 (97 couples) Cross sectional Experiences in Close 

Relationship, Female 

Sexual Function Index, 

International Index of 

Erectile function, 

Coping with Infertility 

Questionnaire 

Subscales of seeking partner 

support (positive dyadic 

coping), denial, self-blame and 

self-neglect (negative dyadic 

coping), APIM 

Infertility related coping, 

attachment anxiety, 

attachment avoidance, 

sexual functioning 

Sina et al. 2010 Italy 114 (57 couples) Cross sectional Beck Depression 

Inventory, State-Trait 

Anxiety Inventory, 

Emotional 

Frailty Scale, 

Childbearing 

Questionnaire, Dyadic 

Adjustment Scale, 

Marital Coping 

Inventory, Help 

Positive coping (positive 

approach) 

Negative coping (conflict, 

introspective self-blame, self-

interest, avoidance). 

Depressive symptoms, 

anxiety symptoms, 

emotional frailty, 

childbearing motivation, 

dyadic adjustment, 

coping, systemic support 

and demographic data 
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Received 

and Desired Scale 

Peloquin et al. 2024 Canada 174 (87 couples) Cross sectional Experiences in Close 

Relationships scale-

short, Coping with 

Infertility Questionnaire, 

Fertility quality of life 

tool 

Adaptive emotion focused 

coping (acceptance, positive 

reinterpretation, seeking partner 

support, seeking social support) 

Non-adaptive emotion focused 

coping (self-blame, social 

withdrawal, denial) 

Attachment anxiety, 

attachment avoidance, 

coping and fertility 

related quality of life 

Iordăchescu 2020 Bucharest 152 (76 couples) Cross sectional Brief COPE, Fertility 

Problem Inventory 

Positive (adaptive) coping 

(planning, seeking social-

instrumental support, seeking 

social-emotional support, 

positive reinterpretation, 

acceptance, faith, humour) 

Negative coping strategies 

(denial, self-distraction, 

behavioral noninvolvement, 

substance use, self-blame, 

avoidance) 

Coping, fertility related 

stress, duration of 

infertility (1-2yrs, 3-5yrs, 

6<yrs) 
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Quality Assessment of Studies  

Study quality ratings are presented in Table 2. The QUADS uses a four-point 

rating scale (0-3) across 13 criteria (Harrison et al., 2021; Appendix D). Although the 

QUADS provides an overall score for each study (0-39) the guidance suggests that 

researchers should review scores across the body of work “to discuss the quality 

assessment of findings narratively” (Harrison et al., 2021).  

Study quality scores ranged from 15 to 35, with an average quality rating of 27. 

One study (Sina et al., 2010) rated significantly lower than the rest, which although 

suffering from methodological issues, related more to limited reporting information 

provided creating challenges in assessing compliance with quality criteria. 

Table 2 

Quality Assessment Ratings of Studies  

Author Date QUADS Item Scores (0-3) Total 

Rating 

Rating Comments 

  1 2 3 4 5 6 7 8 9 10 11 12 13   

Zhang et 

al., 

2023 3 3 3 2 2 2 3 3 3 2 2 0 2 30 Large sample size, 

uses APIM, however 

sampling issues and 

cross-sectional design 

Peloquin et 

al., 

2023 3 3 2 2 1 3 3 2 0 2 2 1 2 26 Uses APIM, issues in 

sampling and 

inclusion criteria  

Rossi et al., 2023 2 3 3 3 1 3 3 3 3 3 3 2 3 35 Longitudinal study 

design. Sampling 

representation issues. 

Uses APIM, high 

quality analysis. 

Tang et al., 2022 2 3 2 1 1 2 3 2 2 0 2 0 1 21 Lack of reporting 

detail, issues in 

sampling, cross 

sectional design and 

using individual 

participants to 
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measure dyadic 

concepts. 

Chaves et 

al., 

2019 3 3 2 2 1 3 3 1 2 0 2 0 2 24 Issues with small 

sample size, cross 

sectional design, 

limited sampling 

information and 

population 

representativeness 

issues. 

Huiquin et 

al., 

2024 3 3 3 2 3 3 3 2 2 3 2 0 1 30 Large sample size, 

cross sectional design, 

concerns related to 

exclusion criteria and 

population 

representativeness. 

Song et al., 2024 3 3 2 2 3 3 3 3 3 2 2 1 2 32 Large sample size, 

APIM. Concerns 

related to exclusion 

criteria and sampling 

issues, cross sectional 

design. 

Casu et al., 2019 3 3 3 2 2 3 3 3 3 3 2 0 3 33 Medium sample size, 

issues in sampling 

bias (participants 

included if disclosed 

infertility to social 

network), cross 

sectional design. 

Boudreau 

et al., 

2024 3 3 3 2 2 3 3 3 1 3 2 0 2 30 Difficulties with small 

sample size and 

limitations in analysis 

method, cross 

sectional design. 

Sina et al., 2010 2 2 1 1 1 1 3 2 2 1 1 0 1 18 Very limited 

reporting, small 

sample size, cross 

sectional design. 

Peloquin et 

al., 

2024 3 3 3 2 1 1 3 2 1 2 2 0 3 26 Reporting issues, 

small sample size, 

analytical approach 



32 
 

lacking power, cross 

sectional design. 

Iordăchescu 2020 2 3 2 2 1 3 3 2 1 2 2 0 1 24 Small sample size, 

cross sectional design, 

limited sampling 

information. 

Note. See Appendix D for further information on the QUADS criteria and explanation of scoring 

guidance across the 13 categories. 

Sampling bias was an issue present across studies due to the utilisation of non-

randomised convenience sampling approaches. There were also assessed issues with the 

representativeness of the population found within exclusion criteria across many 

studies. For example, five studies excluded participants who had a self-reported or 

diagnosed mental health disorder. Given the increased prevalence of mental health 

difficulties within infertile populations, this was assessed as likely to cause 

generalisability difficulties (Hanson et al., 2017; Biggs et al, 2024). Four studies also 

excluded participants who had cognitive impairments, with limited information on 

supportive adjustments. This raises an issue of population representativeness and wider 

ethical issues in non-inclusivity of research (Iacono, 2006).  

Factors Relevant to Dyadic Coping 

Findings were clustered into three groups: psychological, social, and couple and 

infertility related factors, as shown in Figure 2.  
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Figure 2 

Visual Representation of Grouped Factors Related to Dyadic Coping 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Note: Factors based on greater evidence are displayed in bold. Factors based on limited evidence, i.e. 

evidence provided from one study, are displayed in italic non-bold text.  

Psychological Factors 

Attachment Anxiety 

Three studies (25%) assessed the impact of attachment difficulties on dyadic 

coping. Peloquin et al. (2023) found that attachment anxiety in men and women 

predicted lower positive dyadic coping shown towards their partner (b= -.22, p<.01) and 

higher use of own negative dyadic coping strategies (b= .36, p<.001). Peloquin et al. 

(2024) similarly found that attachment anxiety was negatively associated with adaptive 

emotion focused coping in men and women (b= -.115, b= -.128) and positively 

associated with non-adaptive emotion focused coping in men and women (b= .389, b= 

Social Factors

Social support

Relationships with family 
members

Family cohesion

Family adaptability

Couple Level Factors

Duration of infertility

Age

Length of relationship

Psychological Factors

Attachment anxiety

Attachment avoidance

Fertility stress

Self esteem 

Sexual growth beliefs

Sexual destiny beliefs
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.403). Boudreau et al. (2024) however found that relationships between attachment 

anxiety and coping did not meet significance. The coefficient findings across these 

studies fall within a small to medium range, suggesting that attachment anxiety predicts 

small to moderate changes in coping. These relationships within Peloquin et al. (2024) 

and Boudreau et al. (2024) should be interpreted with greater caution due to small 

sample sizes. These studies also utilised cross-sectional designs, which presents 

limitations in understanding causality within these relationships. Despite these 

limitations, this evidence suggests that attachment anxiety impacts negatively on 

engagement in positive dyadic coping for both male and female partners within infertile 

couples.  

Attachment Avoidance 

The relationship between attachment avoidance and dyadic coping was also 

assessed across these three studies (25%). Peloquin et al. (2023) found that attachment 

avoidance in men and women was negatively related to engagement in own positive 

dyadic coping (b= -.34, p<.001). This study also found a significant partner effect, 

showing that men’s attachment avoidance was negatively related to their partners 

positive dyadic coping (b= -.21, p<.001). Peloquin et al. (2024) found that attachment 

avoidance in women and men was negatively associated with their own use of adaptive 

emotion focused coping (b= -.408, b= -.314). Boudreau et al. (2024) found that 

attachment avoidance in men and women was negatively associated with their own 

partner support coping (b= -.24, b= -.27, significant to p<.001). This study however 

found non-significant partner associations. These studies present small to moderate 

coefficients across these relationships. The trustworthiness of these relationships is 

again limited by sample sizes and cross-sectional designs. However, these findings do 

begin to suggest that greater attachment avoidance for male and female partners has a 

negative impact on their own use of positive dyadic coping strategies. They also suggest 

that there may be a relationship between attachment avoidance and partner dyadic 

coping strategies.  

Fertility Stress 

Three out of 12 studies (25%) assessed the impact of fertility related stress on 

dyadic coping. Song et al. (2024) found a negative relationship between both partners’ 

fertility stress and their own dyadic coping scores (b= -.32, b= -.29, p<.05). Chaves et 

al. (2019) also found negative relationships between fertility stress and own dyadic 
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coping scores in both partners (b= -.52, b= -.32, p<.01) and in the interactions with their 

partners scores (b= -.44, b= -.31, p<.01). The coefficients range from small to large 

across these studies. Huiquin et al. (2024) found that fertility stress was significantly 

higher in groups with higher common negative dyadic coping scores compared to 

groups with high common positive dyadic coping scores (p<.05). Given the consistency 

of the direction of findings across these studies, the evidence suggests that higher 

fertility stress may be related to decreased positive dyadic coping. 

Other Emerging Psychological Factors 

Across studies, additional psychological factors were identified, however these 

findings were considered less reliable due to inclusion in single studies only. Zhang et 

al. (2023) found that the self-esteem of female and male partners had significant 

positive effects on their own dyadic coping (coefficient’s ranging from b= .176 to b= 

.334, p≤.005) suggesting that as self-esteem of both partners increases, so does their 

own engagement in dyadic coping.  

Rossi et al. (2023) assessed the relationships between sexual growth and destiny 

beliefs, and dyadic coping. Sexual growth beliefs relate to the belief that a person’s sex 

life can change and be improved by a person’s decisions in this area. Sexual destiny 

beliefs relate to the belief that difficulties in a person’s sex life reflect a natural 

incompatibility between partners (Rossi et al., 2023). They found that increased sexual 

growth beliefs at baseline were associated with own lower negative dyadic coping 

scores at 6 months (b= -1.57, P<.05). They also found that individuals with increased 

sexual destiny beliefs across the 12 months reported higher levels of engagement in 

negative dyadic coping (b= .69, p=.04), additionally associated with increased negative 

dyadic coping by their partner (b= 1.12). These findings suggest that holding greater 

beliefs that one's sex life can grow and are not pre-determined may decrease the 

likelihood of individuals engaging in negative dyadic coping strategies. 

Couple and Infertility Related Factors 

Duration of Infertility 

Duration of infertility was examined in seven out of the 12 studies (58%) with 

findings suggesting a mixed picture of the relationship with dyadic coping. Out of seven 

studies, four found significant relationships. Boudreau et al. (2024) found that length of 

infertility treatment was positively associated with use of negative coping strategies in 
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both partners including denial (b= .15, b= .21, p<.05), and self-blame (b= .16, b= .22, 

p<.01). Chaves et al. (2019) found a negative association between the number of years 

trying to conceive and overall dyadic coping for male partners (dyadic coping by 

oneself, p= .45, dyadic coping by partner, p=.14) and female partners (dyadic coping by 

partner, p= .30). Tang et al. (2022) also found that there were significant differences in 

dyadic coping across groups with varying duration of infertility (p<.01), with higher 

dyadic coping scores found in couples with shorter duration of infertility. Iordăchescu 

(2020) found that a low duration of infertility (1-2 years) was associated with use of 

maladaptive coping strategies whereas medium or high duration of infertility (3-5 

years/more than 6 years; p<.05) was associated with use of adaptive coping 

mechanisms. 

When considered together, these studies suggest that the longer a couple 

experiences infertility the less likely they are to engage in positive coping strategies and 

the more likely they are to engage in negative coping strategies. However, this was 

contradicted by the findings within Iordăchescu (2020). Collectively the former 

evidence is more convincing with the additional consideration that Iordăchescu (2020) 

was assessed as lower quality due to limited sample size and additional representation 

biases due to recruitment of participants with a predominantly high education 

attainment (77.6% bachelor’s degree or above). It is also important to note that three 

studies also found no significant relationships between duration of infertility and dyadic 

coping (Sina et al., 2010; Casu et al., 2019; Huiquin et al., 2024).  

Age 

Out of the 12 studies, four (33%) investigated age and dyadic coping, suggesting 

a mixed picture of these relationships. Casu et al. (2019) found that the age of female 

partners was negatively associated with their own scores of active and passive 

avoidance coping (b= -.14, b= -.21, p<.05). They also found that age of male partner 

was negatively associated with active avoidance coping for female partners (b= -.14, 

p<.05). These findings suggest that as age increases, engagement in negative dyadic 

coping strategies decreases for female partners. They also found that female partner age 

was also negatively associated with their own meaning based coping scores (b= -.16, 

p<.05) and male age was significantly negatively associated with male active 

confronting coping strategies (b= -.14, p<.05). These findings suggest that increased age 

of both partners may also decrease engagement in positive coping strategies. It is 

important to note that the magnitudes of these relationships were small, suggesting that 
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age may not greatly impact on coping. Tang et al. (2024) found that female dyadic 

coping differed between age groups (p<.01), with ages 36-40 years showing the lowest 

dyadic coping scores. Huiquin et al. (2024) found that there was no significant 

difference in female age between groups of negative and positive dyadic coping. They 

did find that male age was significantly different between these groups (p= .036), with 

men being older in the negative dyadic coping group. Chaves et al. (2019) also found 

insignificant relationships between age and dyadic coping scores. These findings 

present an unclear picture of the relationship between age of male and female partners 

and dyadic coping.  

Length of Relationship 

Four out of the 12 studies (25%) assessed the associations between length of 

relationship and dyadic coping. These studies predominantly show non-significant 

relationships between these factors (Chaves et al., 2019; Huquin et al., 2024; Casu et al., 

2019). Tang et al. (2022) however found significant differences between dyadic coping 

scores across groups with varying lengths of marital relationships (p<.01), with 

participants in the shortest marital length group having the highest mean dyadic coping 

score. These findings suggest that there may be no relationship between dyadic coping 

and length of relationship, with further research needed to assess the validity of these 

findings. Comparability is difficult across studies within this area due to differences in 

conceptualisations of length of time (e.g. length of relationship vs length of marriage).  

Social Factors 

Across two of the included studies there was examination of the influence of 

social factors on dyadic coping in infertile couples however these factors were limited 

to exploration in one study.  

Casu et al. (2019) assessed the relationship between perceived social support 

and dyadic coping. They found small negative associations between female partners 

perceived social support from spouse and male partners active avoidance coping (b= -

.10, p<.05). They found small negative associations between male partners perceived 

social support from spouse and their own (b= -.10, p<.05) and female partners active 

avoidance coping scores (b= -.30, p<.001). They also found negative associations 

between male partners support from spouse and their own passive avoidance coping (b= 

-.28, p<.001) and that of their female partners (b= -.25, p<.001). These findings suggest 

that greater perceived social support experienced from their spouse may be related to 
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decreased use of negative dyadic coping strategies. They also found predominantly 

insignificant associations between support from social network and negative coping 

strategies. This suggests that support from social network may be less related to dyadic 

coping than support perceived within the couple relationship.  

Tang et al. (2022) found that family cohesion, family adaptability and 

relationship with family members were all positively related to dyadic coping (b= .38; 

b= .38, b= .09), with medium coefficients found between family cohesion and 

adaptability and dyadic coping. This study conceptualised family cohesion as “the 

emotional relationship among family members” and adaptability as “the ability to 

respond to situation changes and sudden stress” (Tang et al., 2022). These findings 

initially suggest the potential importance of family related variables to dyadic coping.  

Discussion 

The findings within this review suggest that attachment anxiety and avoidance 

impact negatively on dyadic coping strategies used within couples experiencing 

infertility. Attachment theory proposes that through the emotional responses of 

caregiver’s, children develop internal working models relating to themselves and the 

world, which lay the foundations for how they relate and regulate emotions as adults 

(Bowlby, 1969). It is proposed that adults who have developed an insecure avoidant 

attachment style (in response to caregivers who were unresponsive to their emotional 

needs in infancy), tend to find closeness and intimacy in relationships uncomfortable, 

are more likely to suppress emotional experiences such as distress and anxiety and show 

a preference for self-reliance and independence (Hazan & Shaver, 1987; Shaver & 

Mikulincer, 2007). It is also proposed that adults who have developed an insecure 

anxious attachment (in response to inconsistent care from caregivers in infancy) are 

more likely to show increased preoccupation with intimacy whilst also feeling insecure 

and fearing rejection within relationships, and are often hypervigilant to their emotional 

experiences, commonly seeking external responses to support emotional regulation 

(Hazan & Shaver, 1987; Shaver & Mikulincer, 2007).  

The finding that attachment anxiety impacts negatively on dyadic coping may 

relate to the tendency for individuals with higher attachment anxiety to feel 

overwhelmed by their own distress which may then lead to decreased engagement in 

positive dyadic coping strategies shown towards their partner (Fuenfhausen & 

Cashwell, 2013). Research has found that higher attachment anxiety is associated with 
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greater appraisal fluctuation (re-evaluation of relationship and instability in shared 

dyadic goals), suggesting that this difficulty may also impact on the degree to which 

stressors are viewed as shared within the couple (Lee et al., 2020). This review found 

that greater attachment avoidance for both male and female partners negatively impact 

on their own use of positive dyadic coping strategies and a tentative association with the 

dyadic coping strategies used by their partners. With the suggestion that avoidantly 

attached people tend to suppress difficult emotions to avoid activation of their 

attachment systems, this may lead to decreased communication of stress within the 

partnership, resulting in less opportunities for partners to support their partners to cope 

dyadically (Shaver & Mikulincer, 2007).  

The Dynamic-Maturational Model (DMM) of attachment proposes that children 

develop strategies in response to experiences of danger (threats to their security), with 

strategies adapted to their contextual surroundings (Crittenden, 2006). It conceptualises 

that although these strategies may be adaptive within their developmental contexts, as 

children mature these strategies may become maladaptive, resulting in adaptation of 

strategies if individuals perceive that their strategies no longer fit with their current 

context. Building on the concepts of attachment theory, the DMM suggests that 

avoidantly attached individuals attend to cognitive information, omitting their own 

negative affect. It also suggests that as individuals mature, they may develop strategies 

where they focus on meeting or complying with the needs of others to the avoidance of 

their own needs, in order to feel safe and secure. Relating to dyadic coping, in response 

to stressful situations, these strategies may impact on the ability for individuals to attend 

to and communicate their own needs within relationships, resulting in reduced capacity 

for reciprocal coping strategies. Research has found that attachment avoidance is more 

consistently associated with dyadic coping than attachment anxiety (Fitzgerald & 

Shuler, 2023; Fuenfhausen & Cashwell, 2013). Overall, the findings are consistent with 

the literature, suggesting the importance of clinical consideration of how attachment 

insecurities of members of infertile couples may impact on their ability to engage in 

dyadic coping strategies.  

This review found that higher fertility stress may be related to decreased dyadic 

coping. This is somewhat inconsistent with the theoretical understandings of dyadic 

coping as a process aimed at reducing stress which exceeds individual resources. 

Considering the cross-sectional nature of the studies included within this review, this 

raises questions of the directionality of this relationship. The evidence within this 
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review and within the wider literature (Ngai & Loke, 2022), suggests the likelihood that 

fertility stress is related to dyadic coping, but with further longitudinal and randomised 

controlled studies needed to understand whether higher fertility related stress should be 

considered a risk factor for lowered dyadic coping.  

Alongside psychological aspects, this review also found relevant couple and 

infertility related factors. Duration of infertility was found to be associated with dyadic 

coping. This aligns with research finding that increased duration of infertility is 

associated with greater levels of anxiety, depression and psychological distress in 

women (Kazmi et al., 2016; Ramezanzadeh et al., 2004). Moura-Ramos et al. (2016) 

also found that couples with longer duration of infertility reported greater importance of 

parenthood, which mediated reduced emotional adjustment. This suggests that when 

infertility is experienced for a prolonged period, engagement in positive coping may be 

impacted which may lead to worse psychological outcomes. The evidence for the 

impact of age and length of relationship on dyadic coping was unclear, with mixed 

directions of findings for age and a single found significant association for relationship 

length. Staff et al. (2017) conducted a narrative synthesis, finding relationship length as 

an antecedent to dyadic coping. This study suggests that a longer relationship length 

may foster greater dyadic appraisals and engagement in dyadic coping strategies. 

However, the evidence for these associations is limited within the wider literature, 

highlighting the need for further research to provide insight into the importance of these 

factors to dyadic coping processes within this population.  

Self-esteem, sexual growth and destiny beliefs, were also highlighted within this 

review as emerging factors that may be related to dyadic coping in infertile couples. 

However, these relationships have only been examined within individual studies, 

leading to tentative appraisal of these relationships. The factors of social support, 

relationships with family members, family cohesion and adaptability were also 

proposed as potentially relevant factors, with similar limitations. Studies within this area 

have found that greater perceived social support from family reduces infertility related 

stress, anxiety and depression, though engagement in coping strategies (Martins et al., 

2011; Khalid & Dawood, 2020). Studies have also found that infertile couples perceive 

themselves as socially excluded and commonly hide their infertility status from their 

communities due to fear of social stigma (Ergin et al., 2018). Given the complexities 

related to how infertile couples engage with their social systems and the potential 
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benefits from receiving social support, expanding research to investigate the role of 

social aspects of coping seems like a worthy area of focus. 

Strengths and Limitations 

Synthesis of findings was supported by the structure of this review, grouping 

evidence by type of factor, supporting insight into the varying individual, couple and 

systemic factors which may need to be considered in intervention development, and in 

identification of couples in greater need of support. A main limitation within this review 

was the challenges in comparison between studies and drawing conclusions within 

findings due to the heterogeneity in study designs and analysis methods. Causality of 

relationships was also a prevalent issue due to most studies using a cross-sectional 

design.  

There are also considerations related to the validity of these findings due to 

issues highlighted in sample representativeness. Many of the studies excluded couples 

who had experiences of mental health difficulties, cognitive difficulties and in some 

studies, experiences of other diseases. Excluding these commonly experienced 

difficulties causes likely bias, increasing the likelihood that findings are not fully 

representative of these relationships within the population. Within this review, an 

average of 52% of participants were also found to have accessed higher education to 

university level. Education within the literature has been found to be an important 

protective factor for emotional adjustment in infertile women (García‐Quintáns et al., 

2023). This presents potential difficulties in generalising these findings to those who 

have accessed lower educational levels.  

It is also important to consider international disparities in the accessibility and 

affordability of infertility treatments. Research has found that financial factors such as 

income and insurance coverage influence the utilisation of infertility treatments (Farley 

& Webb, 2007). This raises a limitation of these studies and a wider issue across 

infertility research, in that results may be biased through recruitment of couples who 

have financial resources to access infertility clinics and may not be representative of 

how couple cope who require treatment but may be unable to seek it. 

Implications for Research and Clinical Practice 

First, these findings suggest the importance of assessing and formulating 

attachment insecurities of individuals within infertile couples to consider how these 
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developed ways of coping with stress and relating to others may impact on engagement 

in shared coping strategies.  

Second, it was found that couples who have experienced infertility for a longer 

period may utilise decreased positive dyadic coping strategies. Based on these findings 

it seems that duration of infertility is an important consideration for practitioners 

working with infertile couples, as part of assessing which couples may be in greater 

need of coping related support. The evidence for other couple-based and emerging 

factors was limited within this review, presenting potential areas for further study, to 

assess their importance to dyadic coping in this population.  

Third, given the difficulties related to representativeness of samples, it would be 

important for further research to attempt to recruit greater diversity of participants to 

establish greater validity within the evidence base. This could particularly focus on 

recruitment of participants who have lower educational attainment. Studies should also 

aim to report on participant demographics, such as income and ethnicity, in greater 

detail to provide further transparency of sample representativeness. A particular issue 

found within this review was studies adopting restrictive exclusion criteria. Future 

studies should also aim to consider sampling criteria, with further reporting detail on 

justifications for adopted exclusions.  

Finally, with the found heterogeneity in definitions and measurement of dyadic 

coping, further research would be beneficial to establish more consistent approaches. 

One approach would be to more widely utilise measures specifically designed to 

measure dyadic coping (e.g. DCI) in research with infertile couples to support the 

development of a cohesive evidence base. The limitations of the studies within this 

review also indicate a need for longitudinal and randomised controlled studies to 

establish interactions between factors with dyadic coping.  

Conclusion 

Several factors were found within this review to be related to dyadic coping in 

people experiencing infertility. Psychological aspects such as attachment insecurities 

and infertility related stress and couple characteristics such as duration of infertility 

were found to be related to dyadic coping and important for clinical consideration to 

support infertile couples. Several recommendations for further research are discussed, 

including proposal of further assessment of relationships with factors found in single 

studies, research adopting longitudinal and randomised designs to establish greater 
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confidence in findings and a greater emphasis on inclusion of more diverse and 

representative samples. 
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Bridging Chapter 

The systematic review in chapter two presents the individual, couple and social 

level factors relevant to dyadic coping in couples experiencing infertility. Within this 

review, infertility is presented as a dyadic stressor which can be communicated and 

managed within the couple through shared coping processes. This review was 

considered important due to the known positive impact of dyadic coping on 

psychosocial couple outcomes (Bai et al., 2024; Zurlo et al., 2020), but with a limited 

evidence base on the factors that influence engagement in these processes. This was also 

considered relevant to the development of couple coping focused interventions for 

people experiencing infertility. The clinical implications of this review were also 

appraised, potentially supporting clinical understanding of the characteristics which 

might influence recognition of couples who may be in greater need of this support.  

Previous research has established evidence of the psychological impact of 

infertility, finding greater prevalence of mental health difficulties within this population 

(Braverman et al., 2024; Kiani et al., 2021; Kiani et al., 2023). However, what is more 

unclear is the additional longitudinal impact of these difficulties, beyond experiences of 

infertility, to the implications for those who then successfully conceive. Some research 

suggests that previous experiences of mental health conditions put people at greater risk 

of developing mental health difficulties within the perinatal period (O’Hara & Wisner, 

2014), with history of mental health difficulties as a key aspect of antenatal screening 

tools (Austin et al., 2013). However, the evidence investigating these relationships are 

stronger for severe and enduring conditions such as bi-polar disorder, with less clear 

relationships on the impact of conditions such as perinatal anxiety or depression 

(Rusner et al., 2016; Howard & Khalifeh, 2020). With evidence suggesting links 

between infertility and mental health conditions and the latter associated with increased 

risks of development of perinatal mental health difficulties, it might be hypothesised 

that conception through assisted reproductive treatment (ART) may be related to 

perinatal mental health difficulties.  

However, literature investigating these links have found mixed evidence on the 

impact of difficulties with infertility and perinatal mental health. Some studies have 

suggested no associations between infertility treatment status and prevalence of 

postpartum depression (Lynch & Prasad, 2014), or levels of stress and anxiety (Raguz et 

al., 2014). Other findings within larger cohort studies have suggested marginally higher 

risk of postpartum mental illness in populations that had accessed ART in comparison 
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with the general population (Dayan et al., 2022). It is however important to note that 

this research, consistent with wider limitations within reproductive literature, 

predominantly focuses on postnatal depression and anxiety difficulties, with limited 

exploration of these links with other conditions. This also focuses almost exclusively on 

maternal mental health difficulties as opposed to paternal and couple based 

psychological outcomes.  

Despite the unclear relationships between infertility and perinatal mental health, 

what does link these two areas of study is that these experiences can be conceptualised 

as dyadic stressors across stages of reproductive health which may lead to engagement 

in dyadic coping processes. These two areas are both also under researched within 

coping literature, with particularly limited quantitative evidence bases, providing basis 

for a review of emerging evidence and qualitative exploration to further understand 

couple’s experiences of dyadic coping.  

Chapter four moves away from infertility difficulties to consider stress and 

coping for couples within a differential area of reproductive health, perinatal mental 

health difficulties. This chapter presents a qualitative exploration of how couples cope 

dyadically with experiences of moderate to severe maternal perinatal mental health 

difficulties. This will contribute to development of understanding of dyadic coping 

within this wider research area, whilst also adding to the understanding of how these 

processes are experienced within perinatal mental health, supporting research and 

clinical understanding. 
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Abstract 

Existing perinatal mental health research has primarily focused on understanding 

the experiences of mothers and birthing people, despite growing evidence of paternal 

difficulties. Research also suggests the importance of the ways that couples cope with 

these difficulties on psychosocial outcomes. This study aimed to understand dyadic 

coping processes in response to experiences of moderate to severe perinatal mental 

health difficulties. A further aim was to understand how couples engage with wider 

systems of support and the resulting impact on coping. Semi-structured joint interviews 

were conducted with eight couples, recruited through specialist community perinatal 

mental health teams.  

Thematic analysis was used to generate themes across levels of support and 

coping. Two themes were developed related to dyadic coping experiences: Common 

dyadic coping and Partner approaches to dyadic coping, with underlying subthemes of 

Shared compassion, Joint coping with parenting tasks, Supportive and delegated dyadic 

coping and Protective buffering. Three themes were found to relate to couples’ 

experiences of support systems: Disparities in care experiences, with two underlying 

subthemes, Person-centred perinatal mental health care and Adverse maternity care 

experiences, Where individualised models of care fall short with two subthemes, 

Insufficient couple focused support and Support as a supporter, and an additional theme 

of Engaging with family support. These themes advocate for the importance of dyadic 

coping processes for couples experiencing perinatal mental health difficulties. They also 

suggest the limitations of individualised support focused on the mother or birthing 

person and the importance of shifting support structures to consider couple level 

interventions and partner involvement in care.  

Keywords: Perinatal, Mental health, Coping, Couples, Stress, Community, Support 
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Dyadic Coping in Couples Experiencing Perinatal Mental Health Difficulties 

Within the Community: A Qualitative Study 

It has been well established that within the perinatal period (during pregnancy 

and up to 24 months postnatally), women and birthing people are at increased 

vulnerability to mental health difficulties, with findings of prevalence rates between 10-

20% (Howard & Khalifeh, 2020). Research has also found that maternal mental health 

difficulties are associated with higher rates of mortality (Oates, 2003) and greater 

developmental difficulties in infants (Stein et al., 2014). Many of the studies within this 

area have focused on populations accessing primary health care services or inpatient 

settings (Howard & Khalifeh, 2020). This has left gaps in our understanding of the 

experiences of women and birthing people accessing secondary community mental 

health support. 

Research within perinatal literature has also traditionally focused on the 

experiences of the mother or birthing person. However, more recently this has begun to 

change, with increasing focus on the importance of partners to the wellbeing of mothers 

and infants, and recognition of paternal perinatal mental health difficulties (Antoniou et 

al., 2021). Within this wider focus, studies have also begun to conceptualise experiences 

within a shared systemic frame (Alves et al., 2020). Findings from Lever Taylor et al. 

(2018) however suggest that partners continue to feel neglected by services, 

emphasising the need for further research to develop understanding of the complexities 

of expanding service provision to the family context.  

The shift in focus from individual to wider experiences highlights the 

importance of considering how couples cope dyadically with perinatal mental health 

difficulties. Dyadic coping models have developed to understand how stress is 

communicated and managed through relational processes (Falconier & Kuhn, 2019). 

The Systemic-Transactional Model (STM) proposes that stress experienced by one 

partner is communicated and responded to by the other partner to maintain a state of 

homeostasis within the couple (Bodenmann, 1997). The STM proposes positive forms 

of dyadic coping which include supportive dyadic coping (one partner engaging in 

problem or emotion focused strategies directed towards the other), delegated dyadic 

coping (one partner taking over some of the responsibilities of the other) and common 

dyadic coping (problem focused or emotion focused strategies which are engaged in by 

both members in a symmetrical way). It also proposes negative forms of dyadic coping 

such as hostile (distancing, disinterest or minimising the stressor), ambivalent 
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(communicating that support is offered unwillingly) or superficial strategies (surface 

level attempts to provide support). The STM has been used to examine how couples 

cope with physical illnesses such as cancer (Badr et al., 2010) and cardiovascular 

disease (Kar et al., 2023) and psychological difficulties including depression and trauma 

related difficulties (Landolt et al., 2023).  

Existing research utilising dyadic coping models to study how couples cope with 

perinatal mental health difficulties, has found that decreased engagement in dyadic 

coping strategies within the perinatal period are associated with lower quality of life and 

increased depressive symptoms (Alves et al., 2020; Meier et al., 2020). Research also 

suggests the importance of family and wider social support to coping within the 

perinatal period (Chen et al., 2022, Sufredini et al., 2022). Much of this evidence has 

utilised qualitative designs, predominantly interviewing members of dyads separately 

(Ruffell et al., 2019). This methodology focuses on understanding shared experiences 

through an individualised frame, missing the opportunity for dyadic interactions. 

This study will therefore aim to address these gaps by utilising dyadic 

methodology to firstly gain insight into the experiences of couples coping with 

moderate to severe perinatal mental health difficulties within the community, through a 

joint lens. Secondly, it will also aim to also understand how experiences of dyadic 

coping for these couples are influenced by interactions with surrounding personal and 

healthcare support systems.  

Research questions 

The following research questions will be addressed within this study: 

• How do couples and co-parents cope dyadically with moderate to severe 

perinatal mental health difficulties?  

• What is the impact of how couples and co-parents interact with support from 

their surrounding systems on how they cope dyadically with moderate to severe 

perinatal mental health difficulties? 

 

Method 

Design 

Ethical approval for this study was obtained from the NHS Research Ethics 

Committee (ID number: 333583; Appendix E) and local NHS trust sites (Appendices F 
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to G). Data were handled in accordance with General Data Protection Regulation 

(GDPR, 2019). Semi structured joint interviews (members of couples interviewed 

together) were utilised to explore couples and co-parents in-depth experiences of dyadic 

coping within the context of moderate to severe perinatal mental health difficulties. 

Eisikovits and Koren (2010) propose that dyadic designs generate greater depth of 

understanding due to interactions between participants prompting ideas and co-

constructing meanings. However, within this approach individuals may also feel less 

able to share sensitive aspects of their experiences. To address this additional challenge, 

experts by experience supported in development of the interview schedule to enhance 

the acceptability of interview questions within this study design.  

Participants 

Participants were couples involved in a personal relationship, or engaged in 

shared co-parenting activities, where the mother or birthing person accessed support 

from a specialist community perinatal mental health team, within the post-natal period 

(from birth up to one year). Antenatal mothers or birthing people were excluded due to a 

focus on the transition into parenthood. Community perinatal mental health teams 

provide multidisciplinary support for mothers or birthing people experiencing moderate 

to severe mental health difficulties based on a recovery model of care. This population 

tend to have more complex psychosocial needs, which commonly involves coordination 

of care with multiple agencies (NHS England & NHS Improvement, 2018). Participants 

were recruited through community perinatal mental health teams across 

Cambridgeshire, Peterborough and Norfolk.  

Mothers or birthing people included within this study accessed support for any 

perinatal mental health difficulty and were over the age of 18, with a good level of 

spoken English. It was considered that experiences may differ across types of difficulty. 

However, incorporating this range of experience was considered helpful to broaden 

understanding of coping, with evidence of comorbidities across clinical diagnoses also 

suggesting the importance of understanding perinatal experiences transdiagnostically 

(Falah-Hassani et al., 2017). 

Procedure 

Couples and co-parents eligible for inclusion were identified by clinicians within 

involved mental health teams. Clinicians discussed the study within routine 

appointments and gained consent to share contact details. Researchers contacted 
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participants via phone or email with further study information. Written consent and 

demographic data were also collected. Both members of the couple and co-parenting 

dyads were required to consent to participate.   

Interviews were conducted face to face or online. Couples or co-parents were 

interviewed together to facilitate interactions between members of dyads to gain further 

depth of understanding of shared experiences of coping beyond the scope of the 

individual interview methods. It was permitted for infants to be present during 

interviews to enhance accessibility for participants. Interviews were conducted for 

approximately 90 minutes and were audio and video recorded using Microsoft Teams. 

Transcription was conducted by the interviewing researcher using Microsoft Word. 

Participants received £10 shopping vouchers each as a thank you for participation. A 

debrief was also held with participants post interview.  

Data Analysis  

Thematic analysis was used to allow the flexibility to explore common patterns 

of experience across couples and co-parents, alongside exploration of their in depth 

lived experiences (Sundler et al., 2019). This allowed for new meanings to be generated 

from the data to add to the emerging research base. Analysis followed the six stages 

outlined by Braun and Clarke (2006) to ensure quality of methodology and analysis 

transparency: 1) Familiarisation with the data, 2) Generation of initial codes, 3) 

Searching for themes, 4) Reviewing themes, 5) Defining and naming themes and 6) 

Writing the report. This approach was adapted to incorporate the dyadic methodology 

across these stages, for example considering examination of agreements or 

disagreements between participants and use of dyadic quotations. An inductive-

deductive approach was used within analysis to allow for themes to be generated from 

the data whilst also informed by established dyadic coping theory (STM). To increase 

trustworthiness of interpretations within analysis, two experts by experience reviewed 

the generated themes.  

Pseudonyms are used throughout presented quotations to protect anonymity of 

participants and their family members. 

Results 

Sample Characteristics 

Although this study aimed to be inclusive to co-parenting dyads, all the eight 

dyads (16n) that participated were couples. Most participants identified as heterosexual 
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(11n, 69%), two identified as gay women/lesbians (13%) and three identified as 

bisexual (19%). Overall, seven of the couples were composed of opposite sex partners 

with one same sex couple included. Participants were all within the age ranges of 25 to 

34 yrs (11n, 69%) and 35 to 44 yrs (5n, 31%). Most participants identified as White 

British (13n, 81%) with two participants identifying as a differing White Ethnic 

category (13%). Ethnicity data was not recorded for one participant. For half of 

participants this was their first child (8n, 50%).  

Overview of Themes 

Two themes were generated which support the understanding of how couples 

cope dyadically with perinatal mental health difficulties. The first theme was “Common 

dyadic coping” explained by two subthemes, “Shared compassion” and “Joint coping 

with parenting tasks”. The second theme was “Partner approaches to dyadic coping”, 

explained by two subthemes, “Supportive and delegated dyadic coping” and “Protective 

buffering”. 

Three themes related to couples’ experiences of support from surrounding 

systems and the impact on coping mechanisms. The first theme was “Disparities in care 

experiences” with two subthemes, “Person-centred perinatal mental health care” and 

“Adverse maternity care experiences”. The second theme was “Where individualised 

models of care fall short” with two subthemes, “Insufficient couple focused support” 

and “Support as a supporter”. The third theme was defined as “Engaging with family 

support”. 

Figure 3 shows a visual representation of the themes and subthemes at the 

couple level, influenced by themes and subthemes of experiences situated within wider 

systems.   
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Figure 3 

Themes and Subthemes  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Theme One: Common Dyadic Coping 

Common dyadic coping within the STM relates to couples engaging in shared 

coping strategies in a balanced way (Bodenmann, 1997). Across all interviews, couples 

described the life changing transitions and difficulties in meeting the demands of 

becoming parents. A key aspect of this experience was the shift from individual to 

shared goals of coping, highlighting that for these couples their foremost focus was on 
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supporting their children. This suggests the importance of attending to how couples 

cope with parenting more generally as part of the overall picture of how couples cope 

with perinatal mental health difficulties.  

Shared Compassion 

The theme of shared compassion was present across most interviews. Couples 

commonly talked about an agreed perspective that to cope with the demands of the 

perinatal period both members are unable to experience emotional overwhelm at the 

same time. This acknowledgement led to shared compassion, where individuals monitor 

and respond to the emotional state and needs of their partner when appraised that they 

have reached a point of being unable to cope: 

Freya: If we start to get overwhelmed (...) rather than being like, don’t do that 

you're going to mess up our kids, like we'll sort of just tap the other one and be 

like, OK, I'm going to step in now and we have kind of an agreement that we 

will just, we'll back off then (...) I've had like kind of mental health issues in the 

past too, like when that starts to show up, he knows what to look for. 

Within interviews, shared compassion was described with the goal of supporting the 

wellbeing of the other person and to manage emotional responses towards children. 

Here Freya describes how attentiveness to emotional states is impacted by experiences 

of mental health difficulties. Freya also alluded to a sense of worry of the impact of 

emotional regulation difficulties on children, which may be a particular experience for 

mothers or birthing people experiencing perinatal mental health difficulties. Some 

couples also talked about their experiences of childhood and the impact of this on their 

coping needs and approaches to parenting: 

Katie: I grew up in a household that didn't really show too much love (...) like 

sometimes going from what I grew up with to now, I do have to kind of, not 

force, but remember to say like I love you and remember all those little things 

'cause I'm not used to that. 

This describes the additional challenge for Katie in parenting due to her difficult 

childhood experiences and developed ways of relating to others and coping with 

emotions. An important aspect of engagement in shared compassion for many was the 

identification and adaptation to individual coping needs within the couple, enhancing 

overall dyadic coping. 
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Joint Coping with Parenting Tasks 

The subtheme of joint coping with parenting tasks was described frequently 

across the data, interpreted through the lens of common dyadic coping. Couples talked 

about dyadically managing practical tasks by distributing based on individual strengths 

and attuned to emotional capacities. A theme that arose was the process of learning 

parenting through doing. Couples talked about this process being impacted by a sense of 

avoidance within society of discussing the difficult realities of becoming a parent. An 

aspect of this experience for many couples was the process of engaging in joint problem 

solving of parenting decisions: 

Freya: We kind of tried and tested um, sort of figured out what was working, 

what wasn't working (...) it just immediately freed us, like we had this kind of set 

idea as to what we should be as parents and that isn't at all how we parent now. 

Adam: And just admitting that you can't do it as well. 

Freya: Yeah, that's, I think we both still struggle with that, like it's a kind of 

constant drive being, needing to prove that you can do it.  

This describes the need for couples to find a level of acceptance in managing unrealistic 

expectations related to parenting tasks and how couples can support each other to 

navigate related difficult feelings. Within this experience, some couples alluded to the 

impact of wider pressures on parenting (e.g. family expectations, conflicting parenting 

information within media).  

Theme Two: Partner approaches to dyadic coping  

For many couples, experiences of perinatal mental health difficulties meant that 

the mother or birthing person needed more support at points to cope with these 

difficulties, alongside parenting demands. This was navigated within the couple through 

the partner providing greater levels of supportive and delegated coping. 

Supportive and Delegated Dyadic Coping  

Some couples described the support that partners provided in helping with 

emotional self-reflection and validation of difficult feelings. Many couples also 

described how important partners were to providing support in times where they were 

struggling more acutely with perinatal mental health difficulties:  
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Maria: It might feel alone, but I, I learned to recognise if I'm really spiralling and 

I can't calm down on my own in the middle of the night, I know that I can wake 

him up (...) yeah, I can always like, count on him. 

Many couples also described partners taking on greater parenting tasks to support the 

mother or birthing person to engage in individual coping strategies, aligning with the 

concept of delegated dyadic coping. For Laura, this allowed her to have time alone to 

support her mental and physical needs: 

Ben: It's really important that you, you get a chance to have those extra hours of 

sleep (...) I think it can become almost self-fulfilling. You have a bad week 

because you're too tired to kind of take him out then obviously he's grumpy 

because he hasn't had much in the way of stimulation (...) but actually I'm gonna 

take you out (referring to baby) for, you know, five hours in the morning or 

whatever, actually, I think makes a pretty significant difference overall. 

However, some couples also alluded to the difficult feelings that this dynamic can create 

for the mother or birthing person, and the challenge of finding the balance within 

couples in engagement in supportive and delegated coping strategies. 

Protective Buffering 

A common theme found within the data was the partners’ experiences of 

perinatal mental health difficulties and birth trauma. However, alongside this was the 

experience of partners finding it difficult to communicate their feelings: 

Maria: You ask him, how are you? There's just like the kind of good, you know, 

which is something you expect to hear from a stranger on the street.  

Luke: And again, as I just told you like there are different reasons for that, 

sometimes I feel like I don't want to be a burden.  

This emphasises a found common experience of partners avoiding communication of 

their difficulties due to beliefs that this would be burdensome for their partner. Within 

interviews there was a sense that due to the mother or birthing person experiencing 

mental health difficulties, partners felt that sharing their own feelings would result in 

further difficulties for the couple. Similarly, some partners felt that they needed to be 

“strong” as a strategy to provide support: 

Jade: Where I was finding it quite tough, but didn't want to admit. 
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Lucy: I think I probably felt if you want to try and be strong for me.  

Jade: Yeah. 

Lucy: And I was like, oh, yeah, you can be struggling to. 

Jade: I think I just sort of thought, well, well only one of us can be struggling. 

This links to the previously discussed perspective that only one member of the couple 

can struggle emotionally at once. However, this suggests that although at times this may 

be engaged in communally, at other points this dynamic can shift to the partner hiding 

their difficulties in an attempt to support overall coping. Within several interviews the 

impact of male gendered norms was linked to this avoidance and created barriers for 

partners communicating stress within the couple: 

Ben: Maybe that's a male thing. I think there’s certainly an element of that, you 

know the need to be perceived as being strong (...) I think I’m aware of that in 

myself, you know, I think self-awareness is half the battle, but I think the issue 

is, it's quite kind of societally inherent thing. 

In several interviews mothers or birthing people expressed their feelings of guilt related 

to an awareness of this dynamic and the unspoken difficult experiences of their partners.  

Theme Three: Disparities in Care Experiences 

A theme that was evident across the data was the disparities that couples 

experienced in the support they received in differing areas of their care and the impact 

that this had on coping.  

Person-centred Perinatal Mental Health Care 

Couples commonly described support received from specialist perinatal mental 

health teams as fast and holistic, tailored to the needs of the mother or birthing person. 

For some couples this support helped the mother or birthing person to reflect on 

emotional states. Some couples also described how therapeutic support received from 

perinatal services aided the mother or birthing person to take a more compassionate 

approach to relating to themselves, supporting them to regulate their emotional 

responses as a parent: 

Ethan: Learning to be, you know, kind to yourself (...) and then compassion 

feeds into parenting and it seems to be this massive theme of well you know 
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maybe he didn't break your favourite thing because he wants to break it. Maybe 

he broke it because he's a baby. 

An important element of this experience for some was having professional support 

outside of the couple due to the emotional distance. Couples also described how this 

support enhanced coping as a parent and as a couple to maintain the wellbeing of the 

relationship.  

However, many couples also held the perspective that the level of mental health 

support that they received should be a standard level of care for all parents: 

Jade: I just think it's quite a comprehensive package. I can't fault it. I just think 

it’s been amazing. I think everyone should get it as standard. 

Lucy: There's so many people that probably are struggling, but maybe not bad 

enough, but actually they would benefit from having some extra support (…) but 

you have to, you have to be like in a bad way to be able to get the support. 

These discussions were held within the context of support for parents focused on a 

physical health model of care, with limited generalised perinatal mental health support.  

Adverse Maternity Care Experiences  

Couples frequently discussed their experiences of receiving maternity health 

care support. Although not all descriptions of these experiences were negative, there 

were common themes of unhelpful interactions with staff which caused greater 

difficulties in how couples coped within this period. Couples described experiences of 

not feeling listened to and the insensitivity of approaches of some maternity staff:  

Ruby: She was awful. Not a very good bedside manner.  

Tom: The bedside manner was shocking and I did mention it to one of the 

midwives. And she says “unfortunately, doctors do go into doctor world where 

they'll start reciting”. (...) it was all “well, you know, destiny and the babies may 

not last, last days and you know a lot of them die in childbirth.” (...) we were 

like, “I'm sorry. What?” 

This interaction caused a greater level of prenatal anxiety for this couple. Others also 

expressed their experiences of a lack of trauma informed approach from medical staff: 

Laura: I was already quite upset and um quite anxious, and the obstetrician just 

said, oh why are you so anxious? Why are you so upset? (...) and when you gone 
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to all of that effort with the hospital to make sure that everybody is aware how 

stressful this situation is going to be for you (...) it was like a slap in the face. 

Couples communicated the impact of these interactions on their mental health, which 

highlights the iatrogenic harm which can occur in these early interactions within the 

perinatal period. An important factor to this was the acknowledgement that interactions 

with maternity staff provided opportunities for access to specialist perinatal mental 

health support. Some couples described how positive relationships with professionals 

was a facilitator for communication and receiving support. However other couples 

described barriers in accessing support due to the inaccessible way that perinatal mental 

health support was communicated. Some couples also talked about the difficulties they 

experienced in recognising perinatal mental health difficulties, highlighting the 

importance of these interactions in the identification of mental health needs.  

Theme Four: Where individualised models of care fall short  

A common theme that was generated was the sense of the limitations of models 

of support focused solely on mothers or birthing people, with minimal support available 

for partners and at a couple level. 

Insufficient Couple Focused Support 

Some couples described the lack of integrated couple-level support and the 

perspective of the potential benefits for this on couple coping processes:   

Freya: It would make so much more sense if there was, like, more of a joint 

working (…) we can get individual help, that's great but like there's no then 

connection with us anymore (...) and you get so focused on just trying to get 

through and fix yourselves that there's no kind of relationship work and loads of 

couples don’t work anymore because of that, like they break. 

This shows the perspective of the limitations of individual therapeutic support in its 

ability to support dyadic coping processes between couples and facilitating connections 

within the relationship. Freya went on to describe their view on the benefits of couple 

therapeutic support for providing a psychologically safe space for facilitation of stress 

communication processes. One couple also described the beneficial impact of their 

partner being involved in therapy sessions: 

Ethan: I think that could possibly be offered a lot more because that taught me a 

lot about (mental health difficulty). And how sometimes I was maybe taking on 
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some of the responsibility (...) so she was avoiding that trigger and it wasn't 

making her get any better, feeling any better. So I was just sort of shielding and 

yeah. So I think doing that together really helped. 

Athena: That's obviously amazing. We need to remember we're not, not all 

partners get to do that. 

This highlights the facilitation of the partner gaining a greater understanding of perinatal 

mental health difficulties and how through supportive processes they may 

unintentionally maintain some these difficulties. These themes also suggest that 

therapeutic support available at a couple level may support positive coping processes for 

couples beyond individual therapeutic sessions.  

Support as a Supporter 

A concept that was frequently discussed was the lack of involvement of partners 

in care. This interaction describes the felt lack of awareness that partners can also 

experience perinatal mental health difficulties and the missed opportunities for partners 

to receive support: 

Louis: Yeah, I've not had any kind of, contact or, exposure to any of the mental 

health team (...) I don't know if it's just because they've not asked you “do you 

have a partner and can we speak to them?” Or it's all just been a focus on you? 

But nobody's ever asked me how I'm getting on or I guess they're just waiting 

for me to reach out when things aren't right (...) It's a shame because I felt there 

was an opportunity there.  

Ava: There needs to be more conversations had about the effects of parenthood 

for both parents because I think people forget that both parents can have 

postnatal depression. 

This proposes the partner’s lack of involvement and contact with perinatal mental health 

teams as a barrier to partner’s receiving support for their own difficulties. This also 

speaks to a wider societal difficulty of a lack of awareness of partner perinatal mental 

health difficulties, which likely influences the ability for partners to recognise these 

difficulties within themselves. Other couples also talked about how the focus of the 

support that partners did receive differed from their expectations, focusing on support 

for partners as a supporter rather than on how partners cope as individuals.  

Theme Five: Engaging with Family Support 
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A common factor of support discussed by couples was the benefits and 

complexities in engaging with familial support. Many couples talked about the practical 

support that families provided, which allowed them to have more time to engage in 

activities as a couple outside of being a parenting team: 

Jade: And I think there was also maybe, a bit of guilt there. Like, are we bad 

mums for wanting people to feed him a bottle or hold him or do a nappy or 

getting to sleep. Like does that make us not bonded to him? Because we're 

happy to accept the help, but we kept having to remind each other, we don't want 

to do it all (...) like we're lucky to have family who live really close. So why 

wouldn't we accept the odd evening off? 

This also describes the guilt that couples may have to navigate in accepting practical 

support offered by family members. Couples also discussed using family members as a 

source of emotional support aiding coping. However, couples also commonly described 

additional barriers in accessing support from wider family systems, such as a lack of 

understanding of perinatal mental health difficulties and difficulties navigating 

disclosure of information. A common factor that was also found for many couples was 

the impact of geographical and emotional distance from family on the ability to access 

this support. 

Discussion 

These findings suggest that couples engage in common dyadic coping strategies, 

as defined within the STM, to support management of their emotions and to jointly cope 

with parenting tasks. Within interviews, couples talked about coping with the demands 

of becoming parents whilst coping with co-occurring mental health difficulties. This 

suggests the importance of considering how couples cope with these interlinking 

experiences together, to provide a fuller picture on the realities of challenges that are 

faced by this population. This study also found that mothers or birthing people required 

greater support within the couple due to experiencing perinatal mental health 

difficulties. This was managed by partners engaging in supportive dyadic coping 

strategies, to help mothers or birthing people to reflect on their emotional states and to 

cope when experiencing heightened mental health difficulties. Partners were also found 

to engage in delegated dyadic coping to support the mother or birthing person to engage 

in self-care activities, both aligning with STM model. It was also found that partners 
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engaged in avoidance of sharing their emotional experiences with the mother or birthing 

person. 

A theme evident in the data was the disparities in health care experiences across 

care settings. Community perinatal mental health support was mostly experienced as 

person-centred, helping the mother or birthing person to develop self-compassion. 

Couples also described difficulties in interactions within maternity care and barriers to 

trauma informed care. Across both mental health and maternity settings there was a 

sense of a lack of couple and partner focused care. This was viewed as a barrier for 

partners in accessing support for their own mental health needs. These findings 

highlight the benefits of moving towards models of supporting mothers or birthing 

people within their wider systemic contexts. These findings also showed the importance 

and the complexities of accessing wider family support for many couples.  

Emotional Regulation, Compassion and Coping 

This study found that couples engaged in shared compassion strategies to 

improve individual wellbeing and to manage responses towards their children. 

Compassion is commonly defined as “the sensitivity to suffering in self and others, with 

a commitment to try to alleviate and prevent it” (Gilbert, 2014). Three flows have been 

proposed relating to how individuals engage with compassion: compassion shown 

towards the self, compassion directed towards others and compassion received from 

others (Gilbert, 2020). These findings suggest that within the perinatal period couples 

have a greater need to develop shared compassion towards their emotional experiences 

to cope together and to support the needs of their children. Although this experience 

may be common to all new parents, research has shown that emotional regulation 

difficulties are commonly experienced by mothers or birthing people with perinatal 

mental health difficulties (Verhelst et al., 2024). This suggests that couples coping with 

these experiences, may have greater need to be sensitive and respond to emotional 

needs.  

Some couples also talked about the impact of their childhood experiences on 

coping. Within the literature, there is convincing evidence on the impact of attachment 

difficulties, internal working models of relating that develop in relation to inadequate 

responses received from caregivers, on emotional regulation and mental health 

difficulties (Mortazavizadeh & Forstmeier, 2018; Zhang et al., 2022). However, more 

limited research has explored these factors within perinatal mental health, despite the 
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challenges to identity, relationships and emotional overwhelm experienced within this 

period (Wadephul et al., 2020). Attachment models (such as the Dynamic-Maturational 

Model; Crittenden, 2006) may provide helpful frameworks for understanding the impact 

of experiences of being parented on how individuals and couples cope with perinatal 

related stress. An important aspect within the data was the need to adapt to differential 

individual coping needs within the couple. It is likely that individuals who have 

experienced attachment difficulties in childhood may require greater adaptation to 

individual coping needs at the couple level.  

These findings also indicate that community perinatal mental health services 

support the development of emotional self-reflection and self-compassion for mothers 

and birthing people with moderate to severe mental health difficulties. This is consistent 

with, O’Brien et al. (2024) who explored women’s experiences of secondary perinatal 

care, finding that support helped them to establish a more coherent sense of self, to 

better tolerate difficult emotions and to develop self-compassion. This is important 

considering evidence of the positive associations between self-compassion, emotional 

regulation and perinatal mental health outcomes (Carona et al., 2022). Supporting the 

development of individual self-compassion, would also likely increase the ability for 

couples to engage in shared compassion strategies (for example by supporting 

individuals to accept compassionate support from their partner when needed), providing 

an understanding of how this support may also facilitate dyadic coping processes.  

Supportive, Delegated and Protective Buffering Coping Strategies 

This study found that couples engaged in common dyadic coping strategies to 

manage parenting tasks. Couples talked about the discrepancies between their 

preconceived parenting expectations and the realities of coping with these tasks. Linked 

to this was the felt sense of an avoidance within social networks of talking about the 

realities of parenthood. This aligns with research highlighting the societal idealisation of 

parenthood and silencing of negative experiences of motherhood (Law et al., 2021). For 

these couples, this sense of lack of preparation, made it more difficult to navigate the 

overwhelm of parenting information. Partners were also found to assume the 

responsibility for greater levels of parenting tasks to support the mother or birthing 

person to engage in self-care. These findings align with the evidence base showing 

supportive and delegated dyadic coping studied in response to a range of physical 

illnesses (Weitkamp et al., 2021) and mental health difficulties (Landolt et al., 2023).  
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It was also found that partners engage in protective buffering strategies. The 

Relationship-Focused Coping Model (Coyne & Smith, 1991, O'Brien & DeLongis, 

1996) proposes protective buffering as a mechanism by which partner’s attempt to hide 

difficulties to protect the other member of the couple. Within this study this was linked 

to a desire from partners to remain “strong”. Evidence from cancer research shows the 

negative impact of protective buffering on psychological distress (Manne et al., 2007), 

lowered relationship satisfaction and decreased quality of life (Chen et al., 2021). 

Perinatal research has also found masculine gender role stress as a significant factor for 

paternal perinatal mental health difficulties (Chhabra et al., 2022). Despite the positive 

intent of partners, this strategy may lead to greater distress overall and potential 

engagement in maladaptive coping strategies. This may also create unhelpful dynamics 

within the couple, situating the mother or birthing person as the sole person 

experiencing difficulties, ignoring the additional impact of avoided stress experienced 

by the partner.  

Moving from Individualistic to Systemic Models of Support 

These findings also show a lack of partner involvement in care and support 

aimed at improving the wellbeing of partners. These experiences are situated within the 

context of perinatal mental health and maternity services structured to focus 

predominantly on the wellbeing of the baby and mother or birthing person. Qualitative 

research into partners experiences of maternity care found a desire from partners to be 

involved in care, but also feelings of exclusion, difficulties navigating their roles and 

questioning the legitimacy of paternal mental health difficulties (Steen et al., 2012; 

Darwin et al., 2017). This evidence challenges the ways that individualised support 

within the perinatal period is structured. It is also important to consider the role that 

these structures may play in utilised dyadic coping strategies. For example, by 

predominantly focusing on assessing and supporting the needs of mothers or birthing 

people and neglecting partners within support, services may be inadvertently 

communicating to couples that difficulties experienced by the partner are less important 

and should be minimised, which may reinforce partner strategies such as protective 

buffering. Through this approach, services may also be missing the opportunity to 

support partners to develop self-compassion towards the difficulties they experience and 

to accept support from mothers or birthing people, which may be a mechanism to 

enhance shared levels of compassion and coping.  
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These findings also indicate the potential benefits of greater levels of 

involvement of partners within therapeutic perinatal support. This aligns with emerging 

studies finding positive outcomes for maternal anxiety and depression in interventions 

including partners and family members (Noonan et al., 2021). Lever Taylor et al. (2017) 

explored partner’s views of perinatal mental health services, finding some themes of 

partner ambivalence towards their involvement in care. Within this proposal, it is also 

important to consider the potential additional challenges for mothers and birthing people 

in including partners within therapeutic care, such as interpersonal violence. Garthus-

Niegel et al. (2021), highlight the importance of further research into couple focused 

approaches to consider the benefits and the complexities of expanding therapeutic 

support to the family context.  

Impact of Maternity Care Interactions 

Exploring perspectives of support showed that many couples experienced 

difficulties within maternity care interactions. Couples described not feeling listened to 

by staff and a lack of person-centred and trauma informed care. This aligns with the 

wider literature which shows experiences of negative communication from 

professionals within antenatal care (Attanasio & Kozhimannil, 2015) and an 

unwillingness from professionals to attend to psychological needs or involve patients in 

treatment decisions within the post-natal period (Megnin-Viggars et al., 2015). This is 

additionally important considering evidence that poor quality of provider interactions is 

a major factor in the development of birth trauma (Simpson & Catling, 2016). Patterson 

et al. (2019) investigated the impact of unmet needs for both midwives and women 

accessing maternity care. They found that systemic issues within the maternity system 

led to unmet needs for both groups, resulting in poorer quality of interactions. Given 

associations between childhood trauma and perinatal mental health difficulties (Choi & 

Sikkema, 2016), it is particularly important for these issues to be addressed, with further 

emphasis on trauma informed care within these settings. 

Engagement with Family Support 

This study also found the importance of family support to couple’s experiences 

of coping. It was found that families provided practical support which enabled couples 

to engage in activities beyond their roles as parents. The importance of emotional 

support provided by family members was also evident, with a particular role in 

supporting partners who may experience barriers to communicating emotional 
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difficulties. However, this also highlighted the difficult dynamics for many couples in 

receiving support from families.  

Strengths and Limitations 

A strength within this study was the use of joint interview methods to explore 

couples’ experiences. This design allowed for the experiences of both members of the 

couple to be heard and to facilitate couple interactions to expand meanings beyond 

interview questions. A further strength was the inductive-deductive approach to data 

analysis. This strategy allowed for the flexibility to gain new understandings of themes 

whilst also aligning with a theoretical model which has been well established within 

coping research.  

There are also limitations within this study that should be considered. There are 

potential biases of couples recruited through specialist community perinatal services. 

People who have more positive experiences of these services may be more willing to 

participate and may not be fully representative of wider experiences of couples 

accessing professional support. The agreement of both members of the couple to 

participate may also reflect couples within higher functioning relationships, whose 

experiences may not be representative of dyadic coping in couples with increased 

relational difficulties.  

This study also found that couples coping with perinatal mental health 

difficulties engaged in common, supportive and delegated dyadic coping, with limited 

engagement in negative dyadic coping. However, this understanding of negative 

experiences may be limited by social desirability which may occur when interviewing 

both members of the couple together. This study also found that partners engaged in 

protective buffering strategies. There is the potential that this strategy to shield their 

partners from difficult experiences may reduce the likelihood of communication of the 

negative aspects of coping by partners within the dyadic interview process.  

Clinical and Research Implications 

This study highlighted the importance of dyadic coping processes for couples 

experiencing moderate to severe perinatal mental health difficulties. It suggests the 

limitations of services providing support for mothers or birthing people at an individual 

level, without consideration of the wider systems within which they are coping. These 

findings show that partners play an important role in supporting mothers and birthing 
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people to cope at a practical and emotional level. Services should utilise these insights 

to further assess, formulate and facilitate coping mechanisms at a couple level to foster 

increased resiliency for mothers and birthing people experiencing perinatal mental 

health difficulties. For example, this could consider found factors relevant to coping 

such as how stress is communicated within the couple, levels of compassion shown at 

the individual and shared couple level, attachment difficulties, partner mental health and 

wider family support systems. At an intervention level this could include greater 

provision of family and couple focused support and greater level of partner involvement 

in therapeutic support within perinatal services.  

These findings also propose an increased focus on perinatal mental health 

support for partners, aimed at supporting them to recognise and cope with their own 

mental health needs, rather than their needs solely as a supporter. Services should aim to 

increase levels of communication with partners to hear their perspectives and 

experiences. They should also strive to recognise and support partners utilising 

unhelpful strategies such as protective buffering and linked difficulties, such as partners’ 

connecting with the idea of being “strong” or male partners aligning with masculine 

gender roles. Supporting partners to consider their own needs and the potential 

detrimental impact of these strategies, may also support mothers and birthing people to 

feel less alone in experiencing emotional difficulties, and allow for greater opportunities 

for them to switch roles from supported to supporter. One mechanism through which 

this might be achieved may be through compassion focused approaches, supporting 

members of couples to engage with compassion towards their own difficulties and to be 

better able to provide and receive support from their partners, enhancing a shared 

approach to coping with perinatal mental health difficulties. Although these findings are 

suggestive of greater involvement of partners, it is important to acknowledge that 

further research is needed to consider the complexities of expanding support and to 

meaningfully engage with partners as part of couple focused approaches.  

It was also found that unhelpful interactions with healthcare providers can have 

negative impacts on the stress experienced by couples within this period. This links to 

the importance of maternity care as a pathway for couples accessing specialist perinatal 

mental health support. This proposes the need to review and develop greater levels of 

person-centred and trauma-informed care within maternity services, focusing on 

awareness and screening of maternal and paternal perinatal mental health difficulties 

and addressing wider systemic issues, such as staff shortages and burnout. To support 



79 
 

this approach, specialist mental health services should seek to form stronger links with 

maternity services, for example through increased multiagency working, training and 

consultation, to increase the potential for couples experiencing difficulties to access the 

support that they need. This also highlights consideration of the ways in which couples 

receive information on perinatal mental health difficulties and how we can better 

support people within this period to recognise their own support needs.  

Conclusion 

This study suggests that couples experiencing perinatal mental health difficulties 

engage in dyadic coping strategies, supporting management of stress and wellbeing at 

individual and couple levels. This study found discrepancies in experiences of perinatal 

and maternity care, with positive and negative influences on coping for these couples. 

The limitations of models of support focusing almost exclusively on the mother or 

birthing person are proposed, with suggestions for greater consideration of wider 

systems. Changes to individualised approaches would aim to facilitate greater dyadic 

coping to support positive outcomes for mothers and birthing people and break down 

existing barriers for partners in accessing support for their own mental health needs.  
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Additional Methodology for Empirical Paper 

Adapting Methods to Dyadic Approach 

Dyadic interview methods were chosen within this study due the aim to 

understand couples’ shared experiences within this area. Dyadic methods have 

increasingly been utilised across research to study psychological and relational 

experiences (Eisikovits & Koren, 2010). It has been proposed that these methods 

increase depth of analysis due to participants triggering ideas for each other, through 

participants supporting each other to share and explain experiences and through further 

time provided for each participant to reflect and process explanations (Morgan et al., 

2013). However, studies utilising these methods have also been criticised for the limited 

reporting clarity of the adaptations made to individualised qualitative methodology to 

incorporate and enhance the benefits of dyadic approaches (Tkachuk et al., 2019).  

A key aspect of the dyadic approach is in the interactions between participants, 

which provides the opportunities for agreements and disagreements not produced within 

individual designs (Morgan et al., 2013). Therefore, a key task within this study was in 

the researcher allowing space for these aspects within interviews, and to consider this 

additional complexity within the analysis process. Within this study the topic guide was 

developed with the aim of aiding interactions, for example asking questions focused on 

the shared experiences of transitioning to parenthood, coping as a couple and the impact 

of perinatal mental health difficulties on the relationship (Appendix K). Despite this 

design decision, alternative question designs could have been adopted by researchers to 

facilitate increased interaction. For example, in some dyadic research participants have 

been provided with a topic or vignette for discussion, enhancing the shared constructed 

narrative with limited influence of the interviewer (Bennesved et al., 2024). However, 

this design does align more with conversational and constructionist methodologies such 

as discourse analysis, outside of the focus used within this study. This approach also has 

its limitations in that the researcher is less able to support in management of dynamics 

between the dyad, which may result in power imbalances.  

Within interviews, researchers attended to couple dynamics and the balance of 

contributions from both members. If it was assessed that participants were unevenly 

contributing, the interviewer attempted to address this issue by prompting the other 

member of the couple, using questions such as “Was your experience the same or did 

you experience this differently?”. Responsivity to dynamic issues that arose facilitated 
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dyadic interactions within this approach and greater opportunities for agreement and 

disagreements. Despite these attempts, it is important to highlight the potential for 

couples to conceal their disagreements with their partner. This may occur to present in a 

harmonious, socially acceptable way to researchers or to avoid conflict within and 

beyond the interview space. The issue of participants answering questions in socially 

acceptable ways can be considered a challenge to validity in wider qualitative research 

methods. However, this may be a particular issue within dyadic methods, where the 

partner is an additional person to whom individual participants may desire to present 

themselves more positively (Lowton et al., 2018).  

Within this study, a theme of common dyadic coping was generated from the 

data, with more concurrent and less discordant information found within shared 

experiences. This may reflect the reality of dyadic experiences of coping with 

parenthood and perinatal mental health difficulties but however, may also reflect the 

issue of unspoken conflicts in experience. Eisikovits and Koren (2010) propose that 

conducting both separate and joint interviews with participants can support to alleviate 

this difficulty within dyadic methods. However, despite the benefits of this approach, 

this would have increased the burden for participants in this study which may have 

impacted on recruitment. Additionally, it was considered that conducting interviews 

jointly would align more closely with the aims of this study focused on understanding 

shared experiences of the phenomenon of perinatal mental health difficulties, providing 

new meanings beyond that of individual approaches within the literature.  

Through reflection on interview processes within researcher debriefs, it was 

identified that there were also points at which one member of the couple would speak to 

the experience of the other. This was considered a benefit of the dyadic approach, 

allowing for members to support each other to share experiences. However, this may 

also reflect an ethical issue of power imbalances related to recruitment of couple 

participants through individual clinical interactions with the mother or birthing person. 

Lowton et al. (2018) discuss the ethical dilemmas of this commonly used recruitment 

approach within dyadic health research. They suggest that this practice can position the 

member of the couple who is initially approached as a gatekeeper, responsible for 

initially showing interest in the research and conveying this information to their partner. 

They suggest that this may lead to difficulties in differing participation motivations and 

issues in achieving informed consent due to the potential for partners to be convinced to 

participate by their partner (Lowton et al., 2018). In order to be sensitive to these issues, 
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researchers ensured that participant information sheets (Appendix H) were shared with 

both members of the couple prior to consenting to participate. Greater care was also 

taken within interview briefing to ensure that both participants understood study 

information and consented freely to participate. Consent and demographic forms used 

within this study are displayed in Appendices I and J. The decision was also made that if 

only one member of a couple consented to participate or one member of the couple 

decided to withdraw their data, that both participant’s data would be withdrawn from 

the study. It was also communicated to participants that deciding not to take part would 

have no consequences beyond that of the research, for example not impacting on the 

care received from perinatal services.  

Interestingly, within interviews in this study it was noticeably more prevalent for 

the mother or birthing person to speak to the experience of their partner. This may 

reflect the influence of found gendered difficulties in sharing experiences and protective 

buffering, but also the potential power imbalances in recruiting through services focused 

almost exclusively on the experiences of the mother or birthing person. In this way this 

dynamic may reflect the approaches that couples have developed in telling their 

narrative with the priority on the experiences of the mother or birthing person within 

clinical interactions. Alternatively, through use of reflective journalling it was noticed 

that within analysis the partner’s voice was potentially more prioritised by the 

researcher. This was made sense of through a felt need to redress these imbalances and 

lack of partner involvement in perinatal mental health research and service provision. 

Head et al. (2021) discuss the utility of dyadic interviewing to “open up the possibilities 

of hearing unheard voices”. This presents the possibility of these methods in supporting 

recognition the voice of partners who within perinatal research and clinical practice are 

only recently beginning to be heard.  

Researchers also considered the sensitivity of the research topic for participants 

and the additional risk of harm in dyadic interview methods, where information brought 

up within interviews could have the potential to cause conflicts beyond that of the 

interview space (Lowton et al., 2018). To support open discussion related to this issue, it 

was highlighted to participants that they could refuse to answer a question or stop the 

interview at any point. Researchers also monitored signs of distress, checking in with 

participants were appropriate throughout the interview process. Participants also were 

provided a space after interviews for debrief and reflection on the process. The debrief 

information included relevant organisations for signposting for further support 
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(Appendix L). This issue was also a topic discussed within researcher debriefs to 

consider consistent management of conflicts. Within the interview procedure it was also 

ensured that a lone working plan was adhered to, to minimise risks and maximise 

support for researchers whilst conducting interviews.  

Additional Analysis Information 

Within the empirical research project, researchers aimed to recruit between eight 

to 12 couples to address the research questions. Braun and Clarke (2021) suggest that 

researchers using thematic analysis should be reflexive to intersecting aspects of the 

methodology when estimating sample size. It was proposed that this estimate would be 

sufficient for meaningful exploration of the research questions considering: the aim of 

understanding couple’s lived experiences, the interactions within dyadic design 

generating greater depth of data and the likely heterogeneity of the sample due to the 

inclusion criteria.  

Within the analysis process the six stages of thematic analysis outlined by Braun 

and Clarke (2006) were utilised with adaption to the dyadic approach:  

• Familiarisation with the data: within this process transcription was considered 

an initial process of familiarisation, followed by the researcher reviewing 

interview recordings and rereading transcripts, recording initial ideas and 

concepts identified through this process. 

• Generation of initial codes: the researcher systematically coded features of the 

data, collating an overall list of codes generated from the data. It was also noted 

at this point whose narrative, within the couple, codes related to and where these 

experiences reflected dyadic agreements or conflicts.  

• Searching for themes: generated codes were sorted into initial themes, with an 

emphasis on semantic level themes that represent the data at descriptive level but 

with additional consideration of latent themes that represent interpreted 

meanings beyond descriptive level data.  

• Reviewing themes: the researcher reviewed initial themes considering how they 

relate to the data, allowing for generation of new themes that provide a closer 

representation to the data. An inductive-deductive approach was used at this 

stage to allow for flexibility of themes to be generated from the data whilst also 

informed by established dyadic coping theory. A visual thematic map was 

developed at this stage to aid in these processes. 



91 
 

• Defining and naming themes: within this stage the research focused on 

refining and identifying concepts within themes, creating names and definitions 

for each theme. At this stage the researcher also considered the relation and 

structure of themes to the research questions.  

• Writing the report: at this stage the researcher extracted quotes from the data 

that support understanding of the story of themes. Dyadic quotes were included 

to add to the explanation of the generation of meanings within dyadic 

interactions.  

 

Transcription was undertaken by the researcher conducting the interview. Due to 

the joint project with differing research questions and analytical approaches, the depth 

of transcription was aligned to meet the needs of the approach that required the most 

detail for analysis. Therefore transcription ‘thickness’ aligned more closely to a 

naturalised approach with idiosyncrasies (such as non-verbal language, tone of voice 

and pauses) transcribed in enough detail to allow for in depth examination of experience 

within these differing approaches (Point & Baruch., 2023; Azevedo et al., 2017). The 

transcription method therefore followed a primarily intelligent verbatim approach with 

inclusions of assessed important contextual information (McMullin, 2023). However, 

within presented extracts, less idiosyncrasies were included to enhance clarity of 

meanings for readers across themes.  

Interviews were coded on paper with initial codes recorded as they were 

generated from the data (Appendix M). To support the process of generating codes, a 

table within Microsoft Word was also used to record codes generated from the interview 

data (Appendix N). This included columns to record whose narrative the code related to, 

whether this reflected an agreement or disagreement at the couple level and provided 

space for initial reflections. Previous dyadic research has been criticised for its use of 

quotes from one member of dyadic participants, limiting the understanding of readers of 

interactions related to shared meanings (Tkachuk et al., 2019). Within this study, 

individual and couple quotes were utilised based on their relevance and the links to the 

theme discussed, to allow for examination of interactions of data generated. 

Pseudonyms were used throughout for participants and referenced members of wider 

systems, including children, to maintain confidentiality. Researchers also scrutinised 

and exclude personal information used within extracts to mitigate the risk of 

participants being identifiable as far as was possible.  
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Introduction to Reflexivity 

Qualitative research is an approach within which the researcher is intimately 

involved, intertwined with the processes of study design and conduct, and generating 

meaning from the findings. As qualitative research has evolved, the importance of 

recognising researcher involvement and as a part of the social world being studied, has 

received increasing attention. One idea that has developed from this movement is 

reflexivity as a key aspect of enhancing rigour in qualitative studies (Jootun et al., 

2009). Reflexivity has been proposed as a continuous process of self-reflection and 

transparency on the influence of researchers across research stages (Dowling, 2006; 

Darawsheh, 2014). Furman (2004) argues that researchers should be aware of in the 

moment internal and external responses to participants, whilst also being aware of their 

overall relationship to the research topic. From this perspective two types of reflexivity 

have emerged as key areas of consideration for researchers; personal and 

epistemological reflexivity (Dowling, 2006).   

Personal reflexivity relates to the self-awareness of researchers to their own 

beliefs, experiences and values and how this may influence choice of research topic, 

methodological choices and interpretation of meanings from data. Ultimately this 

concept is concerned with the filters through which researchers make study decisions 

and understand participant experiences. Epistemological reflexivity relates to what is 

knowable within social research and requires researchers to reflect upon their 

assumptions of the world and knowledge, and how this shapes the formation of 

understanding gained through qualitative research. Across these dialogues of reflexivity, 

it is important to also consider the limitations of reflexivity in the social influences, 

beliefs and philosophies that researchers can be aware of within themselves. Despite 

this, it is important that researchers attempt to consider their role and influences within 

qualitative research, to strive for openness and credibility in qualitative practice, 

allowing readers to more clearly understand and interpret the spheres in which research 

findings are generated.  

Personal Reflexivity Applied Within this Study 

To enhance personal reflexivity within this study, a reflective diary was used 

during study design, data collection and analysis to reflect on the influence of my 

experiences and beliefs on my decision making, interactions with participants and the 

meaning making of participant experiences (Appendix O). This supported me to reflect 
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on my choice of conducting a research project within the field of perinatal mental 

health. I have reflected that this choice was likely influenced by my age, being in my 

late twenties, which has resulted in my exposure to others within my close social 

network having babies and making family planning decisions, and the pressure and 

challenges to mental health that can occur within this space.  

An important reflection that arose in generating themes was the meaning I made 

of the shared difficult experiences that participants communicated around their 

interactions with maternity staff. In a previous role as an assistant psychologist, I 

worked within a Myalgic Encephalomyelitis/Chronic Fatigue Syndrome service. Within 

this role, I worked with many service users who had experienced difficult journeys to 

diagnosis and stigmatisation and judgement within healthcare interactions. Within a 

previous placement as a trainee, I also worked within a hospital setting. One of the 

aspects of this role I found challenging was witnessing the impact of limited hospital 

resources and unhelpful workplace cultures, which in my view resulted in a lack of 

sensitive, person-centred care. When analysing the data within this study, I reflected on 

the possibility of my own developed beliefs impacting my ability to generate themes of 

experience that accurately reflected participant experiences, as opposed to my own 

preconcepts. This reflection allowed me to examine the data further to check the validity 

of my interpretations (Yardley, 2000). To enhance rigour within this process, a decision 

was made to ensure that quotes were embedded throughout explanation of themes to 

enhance links for the reader between the data and researcher interpretations. I also 

reflected on this potential bias within discussions with supporting experts by experience 

to gain further external input into this issue, beyond the limits of my own insight. 

As half of the interviews were conducted by another researcher, debriefs were 

held between researchers to discuss interview processes and our initial reflections. This 

supported us to consider the similarities and differences of social contexts and 

experiences between researchers and the influences this may have had on interview 

processes. For example, we reflected on the likelihood of our different approaches in 

relation to being a parent or not, as the other researcher had personally experienced the 

transition into parenthood and coping with having a baby, and I had not. We considered 

that my experiences may lead to less personal knowledge of coping with being a parent. 

We also considered that this may also allow me to take a more neutralised position, with 

interpretation of participant experiences less likely to be influenced by my own person 

experiences. Reflexivity to this social context supported me in the development of an 
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interviewing style which included techniques of summarising and checking my 

understanding, to further explore participant experiences to enhance understanding 

beyond my own social experiences.  

Researcher Epistemological and Ontological Position 

Aligning with epistemological reflexivity, it was important as a researcher to 

consider my epistemological and ontological approach and how this shaped the 

structure and generation of meanings within this study. I align with a critical realist 

stance which proposes that reality is stratified across multiple levels which can only 

partially be accessed through research due to a multitude of unobservable social and 

contextual casual mechanisms (Bhaskar, 1989). Critical realism draws from both 

positivist and constructionist approaches, more consistent with a contextualist 

epistemological approach, which proposes that knowledge emerges from social 

environments and is true within those contexts (Madill et al., 2000). Critical realism 

proposes that reality is stratified across three main interrelated domains; the real, the 

actual and the empirical (Bhaskar, 2013). The real consists of an unobservable reality of 

experiences and casual mechanisms which generate events at the actual level. The 

actual level consists of observable and unobservable events that are generated when a 

causal mechanism is activated at the real level. The empirical level consists of the 

events which are experienced, known and observable through research. Within a critical 

realist framework, researchers attempt to develop knowledge and understanding of 

phenomena through analysis of experiences of social events and their relationship to 

underlying casual mechanisms (Lawani, 2021).    

Application of Critical Realism 

Critical realism has been adopted as a position to explore phenomena across 

social and healthcare research due to its utility in examining experiences and 

influencing social mechanisms, which supports clinical and policy recommendations 

that meet the complexity of social problems (Sturgiss & Clarke, 2020). However, as an 

approach, it has been criticised for the lack of clarity in guidance on its application 

within research methodology (Fletcher et al., 2017). Fletcher et al. (2017) provide a 

framework for their implementation of critical realist approaches within research 

methodologies. They utilise the process of abduction, which considers the observable 

events found at the empirical level within the data and redescribes these events using 
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theoretical approaches, to gain a deeper understanding of the potential unobservable 

events at the actual level and casual mechanisms within the real level.  

They also apply the approach of retroduction, which focuses on the underlying 

causal mechanisms and the conditions within which these mechanisms are activated to 

generate observable events. Aligning with this process, an inductive-deductive approach 

was taken within coding and generation of themes from the data within this research. 

This allowed understanding to be generated from participant experiences within this 

novel area, whilst also allowing for application of established theory to enhance 

understanding of mechanisms beyond that of participant and researcher awareness. The 

dyadic method was considered consistent with a critical realist approach allowing 

insight into causal mechanisms enhanced by interactions between members of the 

couple but still limited by experiences that are reflected and observable within the 

couple experience.  

Abduction was adopted through the naming and organisation of themes into 

categories of dyadic coping within the Systematic Transactional Model (STM; 

Bodenmann, 1997) and the Relationship-Focused Coping Model (RFCM; Coyne & 

Smith, 1991; O'Brien & DeLongis, 1996), where this was considered meaningful to the 

data. The process of retroduction was utilised through consideration of the mechanisms 

through which dyadic coping was experienced and the conditions which were necessary 

for these processes to be actualised. For example, within this study, what was 

observable within interview interactions was the avoidance of partners in sharing their 

difficulties with the mother or birthing person due to concerns about burdening them. 

What was also observable was the impact of this approach on the mother or birthing 

person, leading to difficult emotions for them and unhelpful couple dynamics. For the 

partner this also led to unsupported perinatal mental health difficulties and use of 

maladaptive alternative coping strategies. Through application of dyadic coping theory, 

the researcher was able to further reframe and understand these experiences through the 

partner engaging in protective buffering.  

Exploring beyond these observable meanings, the researcher was also able to 

consider the impact of gender role stresses on this process of suppressing and shielding 

emotions. It was considered likely that these internal conflicts were increasingly 

activated for partners and couples, within the context of transitioning into becoming 

parents and may be actualised through a desire for male partners to take on a gendered 

protector role. The researcher also considered the additional conditions of the 
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stigmatisation of perinatal mental health difficulties for both members of the couple, but 

particularly male partners, which is in the early stages of being recognised within 

society and the research field. Additionally, the structures and provisions of perinatal 

mental health support focused primarily on mothers and birthing people were 

considered and the likely resulting reinforcement of gender roles and deprioritisation of 

partner’s mental health within the partnership. Finally, the role of the societal 

idealisation of parenthood was also considered as a casual mechanism impacting on the 

expectations of both partners and causing greater difficulties in coping and self-

criticism, when realities were not consistent.  

Involvement of Experts by Experience  

Experts by experience who worked as peer support workers within community 

perinatal mental health teams supported in the design of this research, the development 

of accessible participant information and reviewed generated themes. This support was 

aimed at enhancing the overall reflexivity throughout the research process and 

credibility of the findings. An example of this process was in feedback provided on the 

importance of including quotes from both members of the dyad to enhance reader 

understanding of the links between the data and the meanings made. Another important 

aspect of this was in the additional perspectives in considering the validity of 

recommendations for research and clinical practice and consideration of how closely 

these conclusions related to participant experiences.  

These processes were supported by involved experts by experiences working as 

peer support workers, which allowed for participant experiences to be understood 

through personal experiences but also through professional roles in supporting couples 

experiencing perinatal mental health difficulties. However, it was additionally 

considered that holding these professional roles would also have shaped and developed 

their beliefs and perspectives on these experiences. This was highlighted within the 

ethical review process where it was raised that this input may be less helpful in ensuring 

that participant information was written in an accessible way due to these experts by 

experience having additional knowledge of mental health language through their 

professional roles. To support in addressing this difficulty we therefore sought 

alternative feedback on our participant materials from additional lay people who had 

experiences of being parents.   

Dissemination 
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After completion of interviews, participants were asked to verbally consent to 

further contact if they would like to receive dissemination of research findings. It is 

planned that a lay summary will be produced by researchers to disseminate to 

consenting participants and service teams following submission. Participants will also 

be sent links to any publications relating to this project. 
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Critical Evaluation and Discussion 

This chapter provides a discussion and critical evaluation of the thesis portfolio 

in its entirety. It includes a summary of the findings across the systematic review and 

empirical paper, exploration of findings within wider theory, reflection on thesis 

strengths and limitations, and discussion of clinical and research implications, with 

suggestions of areas for further research.  

Summary of Findings 

The systematic review was aimed at providing further insight into the factors 

that influence dyadic coping strategies for couples experiencing infertility. The review 

found important factors associated with dyadic coping across individual, couple and 

social levels. These findings suggest the relevance of individual attachment styles on 

how members of couples experiencing infertility respond to stress themselves and how 

they engage in dyadic coping strategies. This provides a potential area to support 

formulation of coping difficulties for infertile couples and a framework for tailoring 

intervention. It was also found that the level of experienced fertility related stress is 

important to the resources that couples have to engage in helpful dyadic coping 

strategies to support overall wellbeing. However, it was determined that further research 

is needed to understand the causal relationships between these variables. These findings 

also propose that couples experiencing infertility for a longer duration may engage in 

decreased dyadic coping strategies, which may be an important clinical consideration 

when assessing couples with greater levels of need. There was mixed evidence for the 

impact of age and length of relationship on dyadic coping within this population, but 

these areas provide potential focal points for future research. Several other emerging 

psychological and social factors were also discussed within this review, with the 

insufficiency of current evidence creating limitations in conclusions drawn but 

providing areas for study within this developing field.  

The empirical paper was aimed at understanding couples’ experiences of coping 

with moderate to severe perinatal mental health difficulties and how interactions with 

wider support systems influence these processes. Several themes related to coping were 

generated from the data, with a key finding being the intertwined experiences of coping 

with stress related to parenting and perinatal mental health difficulties. These findings 

suggest the importance of dyadic coping for couples coping within these experiences. 

They suggest that couples engage in shared compassion to support regulation of their 
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emotions and to manage parenting tasks. It also found that couples adapt to the 

additional needs of the mother or birthing person through the partner providing greater 

levels of support. However, analysis within this theme also showed the challenges that 

this can raise for couples.  

This study suggests the role of specialist perinatal mental health services in 

supporting emotional regulation capacities and development of compassion, impacting 

on relational coping. However, it also proposes the limitations of service models 

structured to provide support focused almost exclusively on the mother or birthing 

person. These findings make an argument for the increased inclusion of partners within 

service interactions and therapeutic support. This study also brought attention to 

difficult experiences of interactions with professionals within maternity care. It suggests 

the importance of the development of a person-centred culture for staff and service 

users. These changes would aim to reduce iatrogenic harm, enhance trauma informed 

care and foster trust within care interactions to provide greater opportunities for couples 

to be signposted to perinatal mental health support. This study also found the 

importance of familial support for dyadic coping but raised the complexities for many 

couples in accessing this support.  

Together, the findings of both papers highlight the importance of considering 

coping at a dyadic level within couples, in response to stressors related to infertility and 

perinatal mental health difficulties. They suggest the importance of considering 

individual developmental experiences, coping resources and wider biopsychosocial 

influences and how these impact on communication of stress and responses within 

relationships. They also both highlight the complex interaction of wider systems of 

support with dyadic coping processes for couples experiencing difficulties across 

varying stages of reproductive health.  

Stages of Psychosocial Development Theory 

 Erikson’s stages of psychosocial development were first proposed in the early 

1960s, expanding on ideas of sequential developmental stages by scholars such as Freud 

and Piaget (Erikson, 1963; Erikson, 1968). Erikson proposed eight stages that 

individuals go through across their lifespan which provide the foundation for the 

development of identity, formation of relationships and overall wellbeing (Rogers, 

2018). This theory relates to how individuals experience and navigate periods of 

psychosocial transition, considering new internal conflicts they may be confronted with 
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and the impact of potential unresolved conflicts within previous stages (Youvan, 2024). 

Both infertility and perinatal mental health difficulties serve as transitional and adaptive 

periods for individuals, presenting the relevance of this theory to understanding 

phenomena within these areas. Erikson and later authors have also considered the 

relational and interactional nature of identity development, as a process within which 

individuals attempt to assimilate and integrate experiences in the context of social 

relationships (Kerpelman & Pittman, 2018). This again closely relates to the focus 

within this portfolio, on the interdependent processes within close relationships and 

influences of wider systems on management of stress related to reproductive health.  

The stages of psychosocial development proposes that each developmental stage 

is characterised by key psychological conflicts, as shown in Table 3. It also considers 

the influence of biopsychosocial factors on how individuals develop across life stages. 

As individuals move through each stage, they achieve either a positive or negative 

outcome based on how they manage this conflict (Darling-Fisher, 2019). Resolution of 

these conflicts result in internal strengths, which contribute to wellbeing and 

adaptability in facing challenges within life. Unresolved conflicts result in maladaptive 

difficulties that lead to adverse outcomes in following life stages. In particular, this 

theory proposes that negative outcomes accumulating across multiple stages results in 

negative outcomes in the final stage, where individuals engage in contemplation across 

the life stages. Despite the sequential nature of these stages, Erikson proposes that 

conflicts do not have to be fully resolved to move onto the next stage (Erikson, 1963; 

Erikson, 1968). It is also suggested that conflicts within later stages can trigger enduring 

conflicts at previous stages, leading to resolution. The stages of psychosocial 

development have been applied to further understanding of psychosocial difficulties 

across healthcare research (Darling-Fisher, 2019).  
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Table 3 

Stages of Psychosocial Development and Related Conflicts 

Stage Conflict Description 

1: Infancy Trust vs Mistrust Infants are dependent on caregivers. Through 

responsive caregivers sensitive to their need’s 

infants develop a sense of trust. Through 

unresponsive caregivers, infants develop a sense of 

mistrust in others and greater fear of the world. 

2: Early childhood Autonomy vs Shame 

and doubt 

Dependent on caregivers, children develop a sense 

of self sufficiency or doubt in their abilities and 

related feelings of shame. 

3: Preschool Initiative vs Guilt Children develop confidence and initiative through 

caregiver involvement or guilt through caregiver 

criticism. 

4: School age Industry vs 

inferiority 

Children develop a sense of accomplishment 

through praise or beliefs of inferiority through 

comparisons with peers. 

5: Adolescence Identity vs Identity 

confusion 

Adolescents contemplate childhood experiences 

and differing selves, to develop a sense of identity 

or become stuck in confusion around their identity. 

6: Early adulthood Intimacy vs Isolation Individuals form intimate relationships with others 

or struggle to form connections, resulting in 

experiences of isolation. 

7: Middle adulthood Generativity vs 

Stagnation 

Adults are involved in developing contributions to 

the world including contributions of the 

development of others through parenting or 

coaching. Without involvement in generative 

activities adults become stuck and “stagnant”. 

8: Late adulthood Integrity vs Despair Late adulthood is a period of contemplation, where 

individuals reflect on life achievements leading to 

satisfaction or regret and despair dependent on 

experiences across previous life stages. 

 

Experiencing infertility may cause challenges for individuals in their sense of 

generative purpose, creating potential difficult feelings related to unachieved life goals 

and feeling stagnant within this life stage. Within the systematic review findings, one of 

the key factors related to coping for infertile couples was levels of infertility stress, 

linked to duration of infertility. These findings could be made sense of within this 

theory as increased stress related to felt stagnation within this stage, which is likely to 
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increase the longer couples experience infertility. This may also relate to the emerging 

findings that increased age may lead to lowered engagement in coping processes. It may 

be understood that as age increases more pressure might be felt to achieve generativity, 

associated with biological factors of decreasing fertility with aging. 

 Length of relationship was also found as a potentially important factor. This 

relates to potential resolved conflicts within stage six and the buffering impact that 

gained intimacy within relationships may have on how individuals navigate conflicts 

within the next stage. The systematic review also found the potential impact of social 

factors on how couples cope with infertility difficulties. This aligns with this 

psychosocial model, considering the influence of social and societal factors on how 

couples experience life stage conflicts. This model can be considered within a dyadic 

coping lens, thinking about the positive (strengths) or maladaptive coping strategies that 

are developed through each stage and how these interact with the strategies of partners 

within close relationships and developments of intimate connections within stage six. 

Coping with perinatal mental health difficulties can also be linked to this model, 

considering the difficulties in the transition to parenthood and engagement in generative 

activities that parents may face, within the context of mental health challenges. A theme 

that came up within the empirical paper was the impact of the difficulties that people 

experienced in adjusting to the realities and challenges of parenting based on societally 

influenced preconceptions. Within this framework it could be understood that 

expectations of the experiences within stage seven may conflict with these realities 

leading to greater mental health difficulties. Furthermore, experiencing perinatal mental 

health difficulties in themselves, may be a challenge to resolution of conflicts within 

stage seven due to the impacts of moderate to severe perinatal mental health on 

functioning and parenting capacity, leading to likely reduced ability and self-efficacy in 

engagement in generative activities.  

Also relevant within this framework is the cumulative impact of negative 

outcomes across previous stages on psychosocial outcomes within latter stages. Early 

life experiences and attachment difficulties were found in both papers to influence 

engagement in dyadic coping within couples. Kerpelman and Pittman (2018) propose 

the importance of childhood attachment relationships as a basis for identity 

development across relationships and life stages. They suggest that unresolved conflicts 

experienced within early stages, for example through experiences of unhelpful 

responses of caregivers, may lay the foundation for how individuals relate to themselves 



104 
 

and others, potentially negatively impacting on resolution of conflicts experienced 

within later stages of life. This may result in greater difficulties in adapting to perinatal 

mental health and infertility difficulties and reduced engagement in coping at a 

relational level. Aligning with findings across both papers of the importance of 

attachment and early developmental experiences on how couples cope with reproductive 

difficulties. Feelings of shame and guilt are also common difficulties experienced by 

women or birthing people with perinatal mental health difficulties (Caldwell et al., 

2021). It may be understood that unhelpful interactions with caregivers within stages 

two and three may result in a predisposition for individuals to struggle with these 

difficulties, which may be brought into attention as individuals cope within this 

transitionary period of reproductive health. Through this lens, it may be conceived that 

unresolved conflicts within these earlier stages are enacted within later stages, 

impacting on adaptive and maladaptive strategies.  

What is also consistent across findings within both papers is the importance of 

factors beyond the individual level. The stages of psychosocial development theory is 

fundamentally a psychosocial model of how people develop across the lifespan within 

their interactions and connections with society. This aligns with the meanings found 

within both papers, the importance of considering how people adapt to difficulties 

within their systems, with importance placed on biopsychosocial influences. With the 

systematic review focus on understanding relevant factors, this allowed for further 

exploration of potential influencing biopsychosocial factors.  

The critical realist approach utilised within the empirical paper, also focuses on 

understanding potential influences beyond that observed by participants, aligning with 

this approach. However, despite this, within interviews discussions further 

biopsychosocial factors were described that were not able to be explored within the 

scope of the empirical paper. For example, the described biological impact of hormonal 

changes and difficulties in adapting to felt changes in relationships after becoming a 

parent. This may limit understanding of these wider influences within the empirical 

paper. Furthermore, as a theory the stages of psychosocial development has been 

criticised due to its research focus on white men, questioning its applicability across 

more diverse groups and participants within these studies. Despite these considerations, 

this theory provides a helpful lens for further understanding the findings within this 

thesis portfolio.  

Strengths and Limitations 
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This thesis portfolio contributes to the understanding of mental health and 

coping across reproductive stages. A strength within both presented papers is the dyadic 

approach to understanding coping, moving beyond research and clinical practice 

focused on individual coping and functioning within this area. This approach is 

especially relevant within infertility and perinatal mental health, due to the huge 

transitions and relational impacts of these experiences for couples. There has also been 

growing evidence for dyadic coping as an important concept across health research to 

psychosocial outcomes (Weitkamp et al., 2021, Landolt et al., 2023), proposing the 

benefits of research adopting dyadic methodologies to further understand coping.  

There are also several limitations that should be considered with the findings 

and implications of this portfolio. One important limitation within the evidence base 

that impacts on both findings is the inconsistencies in conceptualisation and 

measurement of dyadic coping and the key processes involved. Within the systematic 

review, this issue is evident in the methodological heterogeneity of studies included, 

creating challenges in data synthesis. What particularly differs across quantitative 

studies within health research, are decisions on whether to utilise dyadic coping 

specific, illness specific or generalised coping questionnaires, and whether it is essential 

for dyadic coping to be measured within individual or dyad participant groups. These 

variations create limitations in the establishment of a cohesive and reliable evidence 

base, impacting the utility of application of findings in clinical practice and 

development of clear research directions. The empirical study, although predominantly 

adopting the Systematic Transactional Model (Bodenmann, 1997) to support 

understanding of the data, also found evidence of coping strategies drawing from other 

dyadic coping models (e.g. Relationship-Focused Coping Model; Coyne & Smith, 1991; 

O'Brien & DeLongis, 1996). This indicates the need for revisiting evidence for 

important elements to dyadic coping with stressors, with the aim of developing a more 

consistent understanding of involved processes.  

Relating to methodological issues, both papers within this portfolio also relied 

on self-reported measurements of dyadic coping. The systematic review synthesises 

understanding of dyadic coping based on a range of self-report questionnaires. It is 

likely that these findings may be impacted by reporting bias, for example participants 

answering in a socially desirable way, which may be more of an issue given the social 

stigmatisation of infertility (Hayat et al., 2025). This issue within the empirical paper 

differs in the qualitative approach to understanding experiences of dyadic coping. The 
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critical realist approach may support development of understanding beyond levels 

known and observed by participants. However, the approach within this paper is 

similarly limited by the likelihood that couples respond in socially desirable ways in the 

interactions with interviewers and between partners. A further reporting issue relevant to 

both studies is the extent to which participants are able to be introspective about the 

coping strategies they engage in. Although this issue is relevant to both papers, it may 

impact the empirical paper to less of an extent due to the dyadic interview methodology 

which has been proposed to support insight beyond the individual level (Morgan et al., 

2013). 

These issues reflect wider difficulties within dyadic coping literature which 

predominantly relies on self-report designs. Within this area some researchers have 

utilised alternative approaches to examine dyadic coping processes, including 

observational and physiological designs (Kuhn et al., 2017). However, this research has 

predominantly focused on how couples respond to laboratory induced stressors, which 

may have limited ecological validity and applicability to the complexities of coping 

dyadically with difficulties across reproductive stages. At this point it is unlikely that 

dyadic coping literature will be able to address these difficulties due to primary need for 

establishment of a greater level of consistency within the evidence base. However, in 

the future it may be helpful to consider the contribution of wider approaches, such as 

observational or mixed methods approaches, to increase validity in findings of coping 

within couples.  

A further limitation within investigations of dyadic coping within reproductive 

health, is the representativeness of the current evidence base. The systematic review 

highlighted issues in representation of groups with lower educational attainment, 

income and in same sex relationships. It highlighted the lack of reporting of ethnicity 

data across studies creating difficulties in understanding representation of participants 

from varying ethnic groups. It also highlighted restrictive exclusion criteria raising 

ethical dilemmas in experiences of groups excluded within research in this area. Similar 

difficulties can also be found within literature within perinatal mental health with most 

of the research conducted with heterosexual couples, with higher educational and 

employment status, and limited reporting of other demographic information such as 

ethnicity (Garthus-Niegel et al., 2021; Alves et al., 2020). These issues are especially 

relevant given increased inequalities within reproductive health for minoritised group in 

identification of perinatal mental health difficulties and barriers to accessing support 
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from perinatal and infertility services, due to influencing factors such as stigma, distrust 

of services and practitioner attitudes (Darwin et al., 2022, Kirubarajan et al., 2021). 

Evidence also suggests that individuals who are members of the LGBTQ+ community, 

may experience unique challenges within the perinatal period related to issues of hetero 

and cisnormativity within services and gender dysphoria, putting them at increased risk 

of stress during pregnancy and depressive symptoms (Miller et al., 2024, Soled et al., 

2024). This evidence highlights the greater responsibility for understanding the 

experiences of coping and barriers to accessing support within these populations.  

Despite a strength of this research being the dyadic focus as an expansion on 

individualistic approaches to coping, this may also be considered limited in scope. 

Given the complexity of coping with reproductive health difficulties and the found 

importance of integral factors across multilayered systems, it could be considered that 

focusing on couples’ experiences may be reductionist in understanding this wider 

complexity. With these restrictions in mind, there are also several groups in which this 

research provides limited understanding of within these fields. For example, focusing on 

couples provides limited understanding of how coping is managed within other close 

relationships. This may be particularly relevant for groups such as single parents 

experiencing perinatal mental health difficulties who may rely on other relationships for 

support with coping. Given the shifts in family structures over generations, particularly 

within westernised cultures, there are also greater variations in the makeup of families 

(Saggers et al., 2005). This potentially proposes the need for parallel shifts in family 

related coping research, to provide greater insight into a wider range of experiences. 

Clinical Implications  

This thesis portfolio proposes many implications for clinical practice and wider 

models of service delivery. Overall, these findings suggest the importance of moving 

beyond individualist support to consider the needs of both members of couples faced 

with mental and physical health difficulties in relation to reproductive experiences. The 

empirical paper suggests that with the role that partners play in supporting mothers and 

birthing people to cope with perinatal mental health difficulties, it is important to further 

formulate coping mechanisms at a couple level. Alternatively with findings of the 

impact of dyadic coping, it may also be important for practitioners to consider how 

people who may not have these mechanisms of support (e.g. single mothers or birthing 

people), engage with support from their surrounding systems.  
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It may be additionally helpful to take a lifespan approach to formulation, 

considering the psychosocial conflicts that individuals and couples may be experiencing 

and how these influence functioning within these transitional periods. This work may 

also be supported by additionally formulating wider interconnected biopsychosocial 

factors to better understand experiences of mental health difficulties at the couple and 

individual level. The systematic review for example proposes the importance of 

considering the impact of individual and relational factors and how they relate to 

coping, for example the length of infertility, individual attachment styles within couples, 

age and the length of time as a couple.  

Moving beyond formulation, these findings also propose the need for greater 

levels of couple focused therapeutic approaches to benefit overall dyadic coping, 

enhancing the adaptive resources of individuals to cope with infertility and perinatal 

related stress. Interventions specifically designed to support dyadic coping such as the 

Couples Coping Enhancement Training (CCET; Bodenmann & Shantinath, 2004) and 

Coping-Oriented Couple Therapy (Bodenmann et al., 2008) have been developed, 

providing specific intervention frameworks to support relational coping processes. This 

also proposes the potential utility of relational therapies such as systemic family 

therapy, couples therapy or emotion focused therapy to foster positive dyadic coping 

and support individuals experiencing mental health difficulties to be able to engage with 

support within their wider systems.  

An important finding within the empirical paper was the impact of the structures 

of services aimed at providing support focused on the mother or birthing person, with 

limited contact or provision for partners. These findings support changes in the 

approaches of services, proposing increased communication with partners to enhance 

their involvement in care approaches, to hear their perspectives and to better assess their 

mental health needs. This also suggests the role that services could play in recognising 

and supporting partners who may be struggling to connect with and communicate their 

own emotional difficulties. Shifting the focus to a systemic level will likely decrease the 

emphasis on the difficulties of solely the mother or birthing person, facilitating 

discussions about how couples can cope together with stress and mental health 

difficulties.  

 

https://www.frontiersin.org/journals/psychology/articles/10.3389/fpsyg.2019.00571/full#B31
https://www.frontiersin.org/journals/psychology/articles/10.3389/fpsyg.2019.00571/full#B29
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Within maternity settings, it also suggests the importance of reviewing and 

further developing trauma informed practices and person-centred care and the 

development of greater links between mental health and maternity service areas, to 

reduce the potential impact that negative interactions can have within this period. This 

would likely also support better identification of perinatal mental health difficulties and 

signposting to specialist services. The empirical paper also highlights how difficult it 

can be for couples to recognise perinatal mental health difficulties. To support this, it 

may be important to consider more widely the ways in which couples are able to access 

information on perinatal mental health difficulties experienced by both mothers and 

birthing people and partners, to reduce stigma and support couples to reach out for 

support when needed. One way this could be facilitated could be through a greater focus 

on mental health information provided within prenatal parenting groups.  

The findings from the empirical paper also suggest the potential importance of 

shared compassion to how couples cope together with perinatal mental health 

difficulties. It suggests that specialist mental health services support compassion and 

emotional regulation for service users. Compassion focused approaches (such as 

Compassion Focused Therapy) are adopted within many mental health services and 

evidence is emerging to suggest their efficacy in supporting people who experience 

difficulties with shame and self-criticism (Leaviss & Uttley, 2015), which are 

commonly experienced within groups experiencing difficulties with reproductive health 

(Caldwell et al., 2021; Gerhadt et al., 2024; Galhardo et al., 2024; Dadkhah et al., 

2021). These therapeutic approaches aim to support people to better engage with 

compassion towards themselves, towards others and to be able to accept compassion 

from others (Gilbert, 2020). It may be that supporting people to connect with these 

different flows of compassion on an individual level would support these compassionate 

processes at a couple level. It therefore seems important that services consider 

approaches to supporting the development of compassion to improve coping at an 

individual level and a systemic level. Through this approach services may also be able 

to support partners to show compassion towards their own difficulties, which may be a 

way for them to challenge unhelpful coping strategies (such as protective buffering).  

Overall, these findings also support wider changes in service delivery structures 

within reproductive health. Within the UK there is currently limited publicly funded 

provision for specialist mental health support for individuals experiencing infertility, 

despite the found negative psychosocial impacts of these difficulties within these 
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populations (Braverman et al., 2024). This highlights the importance of development of 

this support. Within perinatal mental health, although specialist provision has developed 

over the past decade this support is predominantly focused on the wellbeing of infants 

and mothers and birthing people to the exclusion of partners (Garthus-Niegel et al., 

2021). The NICE guideline states that perinatal care should “take into account and, if 

appropriate, assess and address the needs of partners, families and carers that might 

affect a woman with a mental health problem in pregnancy and the postnatal period” 

(NICE, 2014). However, in reality, this principle is difficult to adhere to given limited 

resources for support and training in delivering care beyond the individual level and due 

to the lack of research supporting best practice in expansion of this support to partners 

and families. Despite these challenges, with growing attention on the need for a wider 

focus of support and developing research within this area, this may lead to shifts in the 

way that these difficulties are conceptualised and resulting changes to service delivery 

structures. 

Research Implications and Suggestions for Further Research 

Findings from this thesis portfolio suggest the benefit of further research 

additionally taking a wider systemic approach to examining coping with stress related to 

reproductive health. It suggests the utility of exploring coping at a dyadic level, with 

further emphasis on use of dyadic quantitative (e.g. use of APIM) and qualitative (e.g. 

dyadic interviews) methods to assess the interactions of coping within close 

relationships and also to assess the efficacy of couple-based interventions in supporting 

mental health and coping in relation to reproductive stressors. It also proposes the 

importance of further assessing the biopsychosocial factors associated with dyadic 

coping within these populations, with a need for higher quality studies (e.g. randomised 

controlled trials, longitudinal studies) to understand the extent and complexities of these 

relationships. This proposal reflects the issues found in the assessed quality of studies 

within the systematic review which were impacted by small sample sizes and non-

randomised convenience sampling approaches, which resulted in limited evidence of 

causality and directionality of the relationships between psychosocial variables and 

dyadic coping. Further research is also needed to establish the efficacy, acceptability 

and methodology of systemic focused therapeutic interventions and how this may 

enhance dyadic coping for dyads experiencing reproductive related difficulties. Based 

on the findings of the empirical paper, research could aim to compare the impact of 
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couple vs individual focused therapeutic interventions within the perinatal period to 

consider whether it is beneficial for services to expand the focus of interventions.  

Building on the found inconsistencies in defining and measuring dyadic coping, 

it is proposed that a greater level of cohesion is needed within the evidence base. 

Falconier and Kuhn (2019) provide a helpful conceptual integration of dyadic coping 

models based on evidence, providing an initial framework of the core principles of 

dyadic coping and how understandings within this area may be brought together to 

further research and clinical developments. It may also be helpful for research within 

this area to focus on use of dyadic specific measures (e.g. (Dyadic Coping Inventory; 

Bodenmann, 2008; Relationship Focused Coping Scale; Coyne & Smith, 1991; Fiske et 

al., 1991) rather than measurement using individual coping tools at a dyadic level. This 

would allow for understanding of shared coping based on developed relational models, 

beyond that of the interdependence of how individuals within a couple cope with stress.  

As previously discussed, it is also important for further research within this area 

to recognise and address issues of representativeness within research which was 

highlighted as a difficulty within the examined literature. For example, the systematic 

review found issues in representation of groups with lower educational attainment, 

income and in same sex relationships and underreporting of demographic participant 

information (e.g. income, ethnicity) across studies. Studies within the systematic review 

also highlighted issues in the transparency of reporting of inclusion and exclusion 

criteria which impacts on reliability of studies, reflected in the quality assessment 

scores. Findings within this thesis portfolio highlight the needs for steps to be made 

towards less restrictive exclusion criteria (with improved reporting of decisions related 

to exclusion criteria) and greater adaptations to improve representativeness and 

accessibility of research. This recommendation is based on findings from the systematic 

review which highlighted issues within included studies of exclusion of couples based 

on factors such as reported or diagnosed mental health difficulties, physical illness and 

cognitive impairment. Further research could also focus on more active recruitment of 

participants from minoritised groups found to be underrepresented in both infertility and 

perinatal mental health literature, for example those from lower socio-economic, 

LGBTQ+ and minority ethnic communities. Addressing inequities first within research 

will support advances within clinical practice to develop support that is more accessible 

and efficacious across a greater diversity of groups.   
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Both the systematic review and the empirical paper highlighted the limitations of 

recruiting participants through services, which limits our understanding of the 

experiences of dyadic coping for couples who are not accessing services. We know that 

within the field of infertility research this is an issue due to the barriers for many in 

accessing fertility services due to financial resources, creating difficulties in 

understanding coping in couples who may require treatment but may be unable to seek 

it (Farley & Webb, 2007). Within perinatal research this may also be an issue due to the 

difficulties couples can experience in recognising perinatal mental health difficulties 

and barriers within maternity care that may impact on signposting to mental health 

services. Further research within both fields should strive to recruit couples who are 

experiencing difficulties in reproductive health but are not accessing support from 

services, to further understanding their experiences of dyadic coping. This may also 

provide further information on whether couples cope differentially without this wider 

professional support.  

Conclusion 

This portfolio provides evidence for the importance of dyadic coping processes 

for couples managing stress related to reproductive health. It also proposes the need for 

shifts in research and clinical practice from individual focuses to consider coping at a 

wider systemic level. With this shift, it suggests the potential benefit of couple focused 

intervention to foster greater coping resources and improve outcomes. However, with 

this suggestion it highlights the need for more research to consider the complexities of 

expanding support to facilitate development of best practice within these approaches. 

 This portfolio also suggests the importance of influences of biopsychosocial 

factors on coping within these populations, with consideration of the impact of 

developmental experiences and the impact of life stage transitions on reproductive 

experiences. This portfolio also proposes developments within wider conceptualisation 

and measurement of dyadic coping, and a greater focus on improving representativeness 

within research, to support establishment of a higher quality of evidence within the field 

of reproductive health and coping. 

 

 

 



113 
 

Thesis References 

Albuquerque, S., Narciso, I., & Pereira, M. (2018). Dyadic coping mediates the 

relationship between parents’ grief and dyadic adjustment following the loss of a 

child. Anxiety, Stress, & Coping, 31(1), 93-106. 

https://doi.org/10.1080/10615806.2017.1363390  

Alves, S., Fonseca, A., Canavarro, M. C., & Pereira, M. (2020). Does dyadic coping 

predict couples’ postpartum psychosocial adjustment? A dyadic longitudinal 

study. Frontiers in Psychology, 11, 561091. 

https://doi:10.3389/fpsyg.2020.561091 

Antoniou, E., Stamoulou, P., Tzanoulinou, M. D., & Orovou, E. (2021). Perinatal 

mental health; the role and the effect of the partner: a systematic review. In 

Healthcare, 9(11), 1572. https://doi.org/10.3390/healthcare9111572   

Attanasio, L., & Kozhimannil, K. B. (2015). Patient-reported communication quality 

and perceived discrimination in maternity care. Medical care, 53(10), 863-871. 

https://doi:10.1097/MLR.0000000000000411  

Austin, M. P., Colton, J., Priest, S., Reilly, N., & Hadzi-Pavlovic, D. (2013). The 

Antenatal Risk Questionnaire (ANRQ): Acceptability and use for psychosocial 

risk assessment in the maternity setting. Women & Birth, 26(1), 17-25. 

https://doi:10.1016/j.wombi.2011.06.002 

Azevedo, V., Carvalho, M., Fernandes-Costa, F., Mesquita, S., Soares, J., Teixeira, F., & 

Maia, Â. (2017). Interview transcription: conceptual issues, practical guidelines, 

and challenges. Revista de Enfermagem Referência, 4(14), 159-167. 

https://doi.org/10.12707/RIV17018  

Badr, H., & Acitelli, L. K. (2017). Re-thinking dyadic coping in the context of chronic 

illness. Current opinion in psychology, 13, 44-48. 

https://doi:10.1016/j.copsyc.2016.03.001   

Bagade, T., Mersha, A. G., & Majeed, T. (2023). The social determinants of mental 

health disorders among women with infertility: a systematic review. BMC 

Women's Health, 23(1), 668. https://doi.org/10.1186/s12905-023-02828-9  

Bai, J., Zheng, J., Guo, N., Dong, Y., Wang, K., Cheng, C., Jiang, H., & Qian, L. (2024). 

Coping Profiles and Differences in Psychological Distress and Quality of Life in 

https://doi.org/10.1080/10615806.2017.1363390
https://doi:10.3389/fpsyg.2020.561091
https://doi.org/10.3390/healthcare9111572
https://doi:10.1097/MLR.0000000000000411
https://doi:10.1016/j.wombi.2011.06.002
https://doi.org/10.12707/RIV17018
https://doi:10.1016/j.copsyc.2016.03.001
https://doi.org/10.1186/s12905-023-02828-9


114 
 

Clients Undergoing Assisted Reproductive Techniques: A Latent Profile 

Analysis. Journal of Multidisciplinary Healthcare, 17, 533-540. 

https://doi.org/10.2147/JMDH.S444053  

Bennesved, A., Bremer, A., Svensson, A., Rantala, A., & Holmberg, M. (2024). 

Ambulance clinicians’ understanding of older patients’ self-determination: A 

vignette study. Nursing ethics, 31(2-3), 342-354. 

https://doi:10.1177/09697330231196230  

Berg, C. A., & Upchurch, R. (2007). A developmental-contextual model of couples 

coping with chronic illness across the adult life span. Psychological 

bulletin, 133(6), 920. https://doi.org/10.1037/0033-2909.133.6.920  

Bhaskar, R. (1989). Reclaiming reality: a critical introduction to contemporary 

philosophy. Verso.  

Bhaskar, R. (2013). A realist theory of science. Routledge. 

Biggs, S. N., Halliday, J., & Hammarberg, K. (2024). Psychological consequences of a 

diagnosis of infertility in men: a systematic analysis. Asian Journal of 

Andrology, 26(1), 10-19. https://doi:10.4103/aja202334  

Bodenmann, G. (1997). Dyadic coping-a systematic-transactional view of stress and 

coping among couples: Theory and empirical findings. European Review of 

Applied Psychology, 47, 137-140. 

Bodenmann, G. (2008). Dyadisches coping inventar (DCI). Huber. 

https://www.hogrefe.com/ch/shop/dyadisches-coping-inventar-69782.html 

Bodenmann, G., Plancherel, B., Beach, S. R., Widmer, K., Gabriel, B., Meuwly, N., 

Charvoz, L., Hautzinger, M., & Schramm, E. (2008). Effects of coping-oriented 

couples therapy on depression: a randomized clinical trial. Journal of consulting 

and clinical psychology, 76(6), 944. https://doi:10.1037/a0013467  

Bodenmann, G., & Shantinath, S. D. (2004). The Couples Coping Enhancement 

Training (CCET): A new approach to prevention of marital distress based upon 

stress and coping. Family relations, 53(5), 477-484. 

https://doi/pdf/10.1111/j.0197-6664.2004.00056  

Boudreau, G., Brassard, A., Beaulieu, N., Audet, A., & Péloquin, K. (2024). Attachment 

and Sexual Functioning in Couples Seeking Fertility Treatment: The Role of 

https://doi.org/10.2147/JMDH.S444053
https://doi:10.1177/09697330231196230
https://psycnet.apa.org/doi/10.1037/0033-2909.133.6.920
https://doi:10.4103/aja202334
https://www.hogrefe.com/ch/shop/dyadisches-coping-inventar-69782.html
https://doi:10.1037/a0013467
https://doi/pdf/10.1111/j.0197-6664.2004.00056


115 
 

Infertility-Specific Coping Strategies. Journal of Sex & Marital Therapy, 50(3), 

395-412. https://doi.org/10.1080/0092623X.2024.2302019  

Bowlby, J. (1969). Attachment and loss. Random House.  

Braun, V., & Clarke, V. (2006). Using thematic analysis in psychology. Qualitative 

research in psychology, 3(2), 77-101. 

https://doi.org/10.1191/1478088706qp063oa  

Braun, V., & Clarke, V. (2021). To saturate or not to saturate? Questioning data 

saturation as a useful concept for thematic analysis and sample-size 

rationales. Qualitative research in sport, exercise and health, 13(2), 201-216. 

https://doi.org/10.1080/2159676X.2019.1704846  

Braverman, A. M., Davoudian, T., Levin, I. K., Bocage, A., & Wodoslawsky, S. (2024). 

Depression, anxiety, quality of life, and infertility: a global lens on the last 

decade of research. Fertility and sterility, 121(3), 379-383. 

https://doi.org/10.1016/j.fertnstert.2024.01.013 

Brigance, C. A., Brown, E. C., & Cottone, R. R. (2021). Therapeutic intervention for 

couples experiencing infertility: An emotionally focused couples therapy 

approach. The Family Journal, 29(1), 72-79. https://doi-

org.uea.idm.oclc.org/10.1177/1066480720973420  

Caldwell, J., Meredith, P., Whittingham, K., & Ziviani, J. (2021). Shame and guilt in the 

postnatal period: A systematic review. Journal of reproductive and infant 

psychology, 39(1), 67-85. https://doi.org/10.1080/02646838.2020.1754372  

Campbell, M., McKenzie, J. E., Sowden, A., Katikireddi, S. V., Brennan, S. E., Ellis, S., 

Hartmann-Boyce, J., Ryan, R., Shepperd, S., Thomas, J., Welch, V., & Thomson, 

H. (2020). Synthesis without meta-analysis (SWiM) in systematic reviews: 

reporting guideline. BMJ, 368, l6890. http://dx.doi.org/10.1136/bmj.l6890  

Carona, C., Xavier, S., Canavarro, M. C., & Fonseca, A. (2022). Self‐compassion and 

complete perinatal mental health in women at high risk for postpartum 

depression: The mediating role of emotion regulation difficulties. Psychology 

and Psychotherapy: Theory, Research and Practice, 95(2), 561-574. 

https://doi:10.1007/s00737-016-0628-2  

https://doi.org/10.1080/0092623X.2024.2302019
https://doi.org/10.1191/1478088706qp063oa
https://doi.org/10.1080/2159676X.2019.1704846
https://doi.org/10.1016/j.fertnstert.2024.01.013
https://doi-org.uea.idm.oclc.org/10.1177/1066480720973420
https://doi-org.uea.idm.oclc.org/10.1177/1066480720973420
https://doi.org/10.1080/02646838.2020.1754372
http://dx.doi.org/10.1136/bmj.l6890
https://doi:10.1007/s00737-016-0628-2


116 
 

Casu, G., & Gremigni, P. (2016). Screening for infertility‐related stress at the time of 

initial infertility consultation: psychometric properties of a brief 

measure. Journal of Advanced Nursing, 72(3), 693-706. 

https://doi/pdf/10.1111/jan.12830  

Casu, G., Zaia, V., Fernandes Martins, M. D. C., Parente Barbosa, C., & Gremigni, P. 

(2019). A dyadic mediation study on social support, coping, and stress among 

couples starting fertility treatment. Journal of Family Psychology, 33(3), 315. 

https://doi.org/10.1037/fam0000502 

Centers for disease control and prevention. (2024). Assisted Reproductive Technology 

(ART): Glossary of terms. https://www.cdc.gov/art/glossary/  

Chamorro, P. P., Herruzo, J., Pino, M. J., & Casas-Rosal, J. C. (2024). Coping, social 

support and medical factors on psychosocial impact in couples experiencing 

infertility. Journal of Sex & Marital Therapy, 50(2), 197-215. 

https://doi.org/10.1080/0092623X.2023.2269983  

Chaves, C., Canavarro, M. C., & Moura‐Ramos, M. (2019). The role of dyadic coping 

on the marital and emotional adjustment of couples with infertility. Family 

process, 58(2), 509-523. https://doi:10.1111/famp.12364   

Chen, M., Gong, J., Cao, Q., Luo, X., Li, J., & Li, Q. (2021). A literature review of the 

relationship between dyadic coping and dyadic outcomes in cancer couples. 

European Journal of Oncology Nursing, 54, 102035. 

https://doi.org/10.1016/j.ejon.2021.102035 

Chen, Z., Li, Y., Chen, J., & Guo, X. (2022). The mediating role of coping styles in the 

relationship between perceived social support and antenatal depression among 

pregnant women: a cross-sectional study. BMC Pregnancy and 

Childbirth, 22(1), 188. https://doi.org/10.1186/s12884-022-04377-9  

Chernoff, A., Balsom, A. A., & Gordon, J. L. (2021). Psychological coping strategies 

associated with improved mental health in the context of infertility. Archives of 

women's mental health, 24(1), 73-83. https://doi.org/10.1007/s00737-020-

01029-9  

Chhabra, J., Li, W., & McDermott, B. (2022). Predictive factors for depression and 

anxiety in men during the perinatal period: A mixed methods study. American 

Journal of Men's Health, 16(1). https://doi/pdf/10.1177/15579883221079489   

https://doi/pdf/10.1111/jan.12830
https://psycnet.apa.org/doi/10.1037/fam0000502
https://www.cdc.gov/art/about/index.html
https://www.cdc.gov/art/about/index.html
https://www.cdc.gov/art/glossary/
https://doi.org/10.1080/0092623X.2023.2269983
https://doi:10.1111/famp.12364
https://doi.org/10.1016/j.ejon.2021.102035
https://doi.org/10.1186/s12884-022-04377-9
https://doi.org/10.1007/s00737-020-01029-9
https://doi.org/10.1007/s00737-020-01029-9
https://doi/pdf/10.1177/15579883221079489


117 
 

Chiware, T. M., Vermeulen, N., Blondeel, K., Farquharson, R., Kiarie, J., Lundin, K., 

Matsaseng, T. C., Ombelet, W., & Toskin, I. (2021). IVF and other ART in low-

and middle-income countries: a systematic landscape analysis. Human 

reproduction update, 27(2), 213-228. https://doi:10.1093/humupd/dmaa047  

Choi, K. W., & Sikkema, K. J. (2016). Childhood maltreatment and perinatal mood and 

anxiety disorders: A systematic review. Trauma, Violence, & Abuse, 17(5), 427-

453. https://doi:10.1177/1524838015584369  

Coyne, J. C., & Smith, D. A. (1991). Couples coping with a myocardial infarction: a 

contextual perspective on wives' distress. Journal of personality and social 

psychology, 61(3), 404. https://doi.org/10.1037/0022-3514.61.3.404  

Crittenden, P. M. (2006). A dynamic‐maturational model of attachment. Australian and 

New Zealand Journal of Family Therapy, 27(2), 105-115. https://doi/pdf/10.1002  

Dadkhah, S., Jarareh, J., & Akbari Asbagh, F. (2021). The relationships between self-

compassion, positive and negative affect, and marital quality in infertile women: 

A systematic review and meta-analysis. Iranian Rehabilitation Journal, 19(1), 1-

12. https://doi:10.32598/irj.19.1.1211.1   

Darawsheh, W. (2014). Reflexivity in research: Promoting rigour, reliability and validity 

in qualitative research. International journal of therapy and 

rehabilitation, 21(12), 560-568. https://doi:10.12968/ijtr.2014.21.12.560  

Darling-Fisher, C. S. (2019). Application of the modified Erikson psychosocial stage 

inventory: 25 years in review. Western Journal of Nursing Research, 41(3), 431-

458. https://doi/pdf/10.1177/0193945918770457  

Darolia, S., & Ghosh, D. (2022). Importance of personality factors in determining the 

psychological consequences of infertility: A systematic review. Health 

Education & Behavior, 49(4), 708-723. https://doi:10.1177/10901981211057109  

Darwin, Z., Blower, S. L., Nekitsing, C., Masefield, S., Razaq, R., Padgett, L., Endacott, 

C., Willan, K., & Dickerson, J. (2022). Addressing inequalities in the 

identification and management of perinatal mental health difficulties: The 

perspectives of minoritised women, healthcare practitioners and the voluntary 

sector. Frontiers in Global Women's Health, 3. 

https://doi:10.3389/fgwh.2022.1028192  

https://doi:10.1093/humupd/dmaa047
https://doi:10.1177/1524838015584369
https://psycnet.apa.org/doi/10.1037/0022-3514.61.3.404
https://doi/pdf/10.1002
http://dx.doi.org/10.32598/irj.19.1.1211.1
https://doi:10.12968/ijtr.2014.21.12.560
https://doi/pdf/10.1177/0193945918770457
https://doi:10.1177/10901981211057109
https://doi:10.3389/fgwh.2022.1028192


118 
 

Darwin, Z., Domoney, J., Iles, J., Bristow, F., Siew, J., & Sethna, V. (2021). Assessing 

the mental health of fathers, other co-parents, and partners in the perinatal 

period: mixed methods evidence synthesis. Frontiers in psychiatry, 11, 585479. 

https://doi:10.3389/fpsyt.2020.585479   

Darwin, Z., Galdas, P., Hinchliff, S., Littlewood, E., McMillan, D., McGowan, L., & 

Gilbody, S. (2017). Fathers’ views and experiences of their own mental health 

during pregnancy and the first postnatal year: a qualitative interview study of 

men participating in the UK Born and Bred in Yorkshire (BaBY) cohort. BMC 

pregnancy and childbirth, 17(45), 1-15. https://doi:10.1186/s12884-017-1229-4  

Dayan, N., Velez, M. P., Vigod, S., Pudwell, J., Djerboua, M., Fell, D. B., Basso, O., 

Nguyen, T. V., Joseph, K. S., & Ray, J. G. (2022). Infertility treatment and 

postpartum mental illness: a population-based cohort study. Canadian Medical 

Association Open Access Journal, 10(2), E430-E438. 

https://doi:10.9778/cmajo.20210269  

Della Volta, M. F. C., Vallone, F., & Zurlo, M. C. (2022). Predictors of psychological 

health in couples diagnosed with male infertility: a dyadic approach. 

Mediterranean Journal of Clinical Psychology, 10(2). 

https://doi.org/10.13129/2282-1619/mjcp-3305  

Department of Health and Social Care. (2022). Women's Health Strategy for England. 

https://www.gov.uk/government/publications/womens-health-strategy-for-

england/womens-health-strategy-for-england#fertility-pregnancy-pregnancy-

loss-and-postnatal-support 

Department of Health and Social Care. (2024). NHS-funded in vitro fertilisation (IVF) 

in England. https://www.gov.uk/government/publications/nhs-funded-ivf-in-

england/nhs-funded-in-vitro-fertilisation-ivf-in-england 

Dong, M., Wu, S., Zhang, X., Zhao, N., Tao, Y., & Tan, J. (2022). Impact of infertility 

duration on male sexual function and mental health. Journal of Assisted 

Reproduction and Genetics, 39(8), 1861-1872. https://doi.org/10.1007/s10815-

022-02550-9  

Dowling, M. (2006). Approaches to reflexivity in qualitative research. Nurse 

researcher, 13(3), 7-21. https://doi:10.7748/nr2006.04.13.3.7.c5975  

https://doi:10.3389/fpsyt.2020.585479
https://doi:10.1186/s12884-017-1229-4
https://doi:10.9778/cmajo.20210269
https://doi.org/10.13129/2282-1619/mjcp-3305
https://www.gov.uk/government/publications/womens-health-strategy-for-england/womens-health-strategy-for-england#fertility-pregnancy-pregnancy-loss-and-postnatal-support
https://www.gov.uk/government/publications/womens-health-strategy-for-england/womens-health-strategy-for-england#fertility-pregnancy-pregnancy-loss-and-postnatal-support
https://www.gov.uk/government/publications/womens-health-strategy-for-england/womens-health-strategy-for-england#fertility-pregnancy-pregnancy-loss-and-postnatal-support
https://www.gov.uk/government/publications/nhs-funded-ivf-in-england/nhs-funded-in-vitro-fertilisation-ivf-in-england
https://www.gov.uk/government/publications/nhs-funded-ivf-in-england/nhs-funded-in-vitro-fertilisation-ivf-in-england
https://doi.org/10.1007/s10815-022-02550-9
https://doi.org/10.1007/s10815-022-02550-9
https://doi:10.7748/nr2006.04.13.3.7.c5975


119 
 

Eisikovits, Z., & Koren, C. (2010). Approaches to and outcomes of dyadic interview 

analysis. Qualitative health research, 20(12), 1642-1655. 

https://doi:10.1177/1049732310376520  

El Amiri, S., Rosen, N. O., Brassard, A., Rossi, M. A., Bergeron, S., & Péloquin, K. 

(2023). Dyadic coping and sexual well‐being in couples seeking assisted 

reproductive technology. Family Relations, 72(5), 3134-3151. 

https://doi:10.1111/fare.12874  

Ergin, R. N., Polat, A., Kars, B., Öztekin, D., Sofuoğlu, K., & Çalışkan, E. (2018). 

Social stigma and familial attitudes related to infertility. Turkish journal of 

obstetrics and gynecology, 15(1), 46. https://doi:10.4274/tjod.04307  

Erikson, E. H. (1963). Childhood and society (2nd ed.). W. W. Norton. 

Erikson, E. H. (1968). Identity, youth, and crisis. WW Norton.  

European Union Agency for Fundamental Rights. (2019). The General Data Protection 

Regulation: one year on: civil society: awareness, opportunities and 

challenges. https://doi/10.2811/538633  

Falah-Hassani, K., Shiri, R., & Dennis, C. L. (2017). The prevalence of antenatal and 

postnatal co-morbid anxiety and depression: a meta-analysis. Psychological 

medicine, 47(12), 2041-2053. https://doi:10.1017/S0033291717000617  

Falconier, M. K., Jackson, J. B., Hilpert, P., & Bodenmann, G. (2015). Dyadic coping 

and relationship satisfaction: A meta-analysis. Clinical psychology review, 42, 

28-46. http://dx.doi.org/10.1016/j.cpr.2015.07.002 0272-7358/  

Falconier, M. K., & Kuhn, R. (2019). Dyadic coping in couples: A conceptual 

integration and a review of the empirical literature. Frontiers in Psychology, 10, 

571. https://doi.org/10.3389/fpsyg.2019.00571  

Farley, J. O. S., & Webb, N. J. (2007). Utilization of infertility services: how much does 

money matter?. Health services research, 42(3p1), 971-989. 

https://doi:10.1111/j.1475-6773.2006.00640  

Fathi, A., Alipour, A., & Malekirad, A. (2023). Comparison of the Effectiveness of 

Emotion-Focused Couple Therapy and Gottman couple Therapy on Marital 

burnout and Depression in Infertile Couples. Journal of Arak University of 

Medical Sciences, 26(2), 0-0. https://doi:10.61186/jams.26.2.35  

https://doi:10.1177/1049732310376520
https://doi:10.1111/fare.12874
https://doi:10.4274/tjod.04307
https://doi/10.2811/538633
https://doi:10.1017/S0033291717000617
http://dx.doi.org/10.1016/j.cpr.2015.07.002%200272-7358/
https://doi.org/10.3389/fpsyg.2019.00571
https://doi:10.1111/j.1475-6773.2006.00640
https://doi:10.61186/jams.26.2.35


120 
 

Fiske, V., Coyne, J.C., & Smith, D.A. (1991). Couples coping with myocardial 

infarction. An empirical reconsideration of the role of overprotectiveness. 

Journal of Family Psychology, 5, 4–20. 

Fitzgerald, M., & Shuler, J. (2023). Coping together or separate: Attachment and dyadic 

coping as mediators linking childhood maltreatment to intimate relationship 

quality. Journal of Couple & Relationship Therapy, 22(4), 344-361. 

https://doi.org/10.1080/15332691.2022.2149650  

Fletcher, A. J. (2017). Applying critical realism in qualitative research: methodology 

meets method. International journal of social research methodology, 20(2), 181-

194. https://doi.org/10.1080/13645579.2016.1144401  

Fuenfhausen, K. K., & Cashwell, C. S. (2013). Attachment, stress, dyadic coping, and 

marital satisfaction of counseling graduate students. The Family Journal, 21(4), 

364–370. https://doi.org/10.1177/1066480713488523  

Furman, R. (2004). Using poetry and narrative as qualitative data: Exploring a father's 

cancer through poetry. Families, Systems, & Health, 22(2), 162.  

Galhardo, A., Pinto-Gouveia, J., Cunha, M., & Matos, M. (2011). The impact of shame 

and self-judgment on psychopathology in infertile patients. Human 

reproduction, 26(9), 2408-2414. https://doi.org/10.1093/humrep/der209  

García‐Quintáns, L., Limiñana‐Gras, R. M., Sánchez‐López, M. P., & Patró‐Hernández, 

R. M. (2023). Family Relations, 72(5), 3152-3166. 

https://doi:10.1111/fare.12837  

Garthus-Niegel, S., Benyamini, Y., & Horsch, A. (2021). Perinatal mental health: 

Expanding the focus to the family context. Frontiers in Psychiatry, 12, 719053. 

https://doi:10.3389/fpsyt.2021.719053    

Gerhardt, B. C., Serra, J. G., Zimmer, C., & Arteche, A. X. (2024). Role of self-criticism 

in postpartum mental health: a network analysis. Psicologia: Reflexão e Crítica, 

37, 38. https://doi.org/10.1186/s41155-024-00321-2  

Gilbert, P. (2014). The origins and nature of compassion focused therapy. British 

journal of clinical psychology, 53(1), 6-41. https://doi:10.1111/bjc.12043  

Gilbert, P. (2020). Compassion: From its evolution to a psychotherapy. Frontiers in 

psychology, 11, 586161. https://doi:10.3389/fpsyg.2020.586161   

https://doi.org/10.1080/15332691.2022.2149650
https://doi.org/10.1080/13645579.2016.1144401
https://doi.org/10.1177/1066480713488523
https://doi.org/10.1093/humrep/der209
https://doi:10.1111/fare.12837
https://doi:10.3389/fpsyt.2021.719053
https://doi.org/10.1186/s41155-024-00321-2
https://doi:10.1111/bjc.12043
https://doi:10.3389/fpsyg.2020.586161


121 
 

Hamper, J., & Perrotta, M. (2023). Blurring the divide: Navigating the public/private 

landscape of fertility treatment in the UK. Health & Place, 80, 102992. 

https://doi.org/10.1016/j.healthplace.2023.102992 

Hanson, B., Johnstone, E., Dorais, J., Silver, B., Peterson, C. M., & Hotaling, J. (2017). 

Female infertility, infertility-associated diagnoses, and comorbidities: a 

review. Journal of assisted reproduction and genetics, 34, 167-177. 

https://doi.org/10.1007/s10815-016-0836-8  

Harrison, R., Jones, B., Gardner, P., & Lawton, R. (2021). Quality assessment with 

diverse studies (QuADS): an appraisal tool for methodological and reporting 

quality in systematic reviews of mixed-or multi-method studies. BMC health 

services research, 21, 1-20. https://doi.org/10.1186/s12913-021-06122-y 

Hayat, K., Chaudhary, A., Batool, Z., & Mahmood, B. (2025). The Social Stigma of 

Infertility Causes & Consequences. Review Journal of Social Psychology & 

Social Works, 3(1), 44-56. http://socialworksreview.com  

Hazan, C., & Shaver, P. (1987). Romantic love conceptualized as an attachment process. 

Journal of Personality and Social Psychology, 52(3), 511–524. 

https://doi.org/10.1037/0022-3514.52.3.511  

Head, A., Ellis-Caird, H., Rhodes, L., & Mengoni, S. (2021). “It was really good, she 

sort of took some words what happened, like what I would say”: Adapting 

dyadic interview techniques to capture the stories of marginalised voices in 

research. Qualitative Methods in Psychology Bulletin, 31.  

Horton, M., Miller, K., Ory, S. J., Dyer, R. K., Pai, H., Simpson, J. L., Tarlatzis, B., & 

Zegers-Hochschild, F. (2022). International Federation of Fertility Societies’ 

Surveillance (IFFS) 2022: global trends in reproductive policy and 

practice. Global Reproductive Health, 7, e58. 

http://dx.doi.org/10.1097/GRH.0000000000000058  

Howard, L. M., & Khalifeh, H. (2020). Perinatal mental health: a review of progress 

and challenges. World Psychiatry, 19(3), 313-327. 

https://doi.org/10.1002/wps.20769 

Huiqin, X., Meimei, T., Lei, X., Yurui, X., Xin, H., Ying, X., & Yaqing, Z. (2024). 

Heterogeneity and related factors of dyadic coping in infertility couples. Journal 

of Shanghai Jiao Tong University (Medical Science), 44(6), 746.  

https://doi.org/10.1016/j.healthplace.2023.102992
https://doi.org/10.1007/s10815-016-0836-8
https://doi.org/10.1186/s12913-021-06122-y
http://socialworksreview.com/
https://doi.org/10.1037/0022-3514.52.3.511
http://dx.doi.org/10.1097/GRH.0000000000000058
https://doi.org/10.1002/wps.20769


122 
 

Human Fertilisation and Embryology Authority. (2006). A-Z fertility glossary. 

https://www.hfea.gov.uk/about-us/a-z-fertility-glossary/  

Human Fertilisation and Embryology Authority. (2024). Getting emotional support 

[Fact sheet]. https://www.hfea.gov.uk/treatments/explore-all-treatments/getting-

emotional-support/ 

Iacono, T. (2006). Ethical challenges and complexities of including people with 

intellectual disability as participants in research. Journal of Intellectual and 

Developmental Disability, 31(3), 173-179. 

https://doi.org/10.1080/13668250600876392 

Inhorn, M. C., & Patrizio, P. (2009). Rethinking reproductive “tourism” as reproductive 

“exile”. Fertility and sterility, 92(3), 904-906. 

https://doi.org/10.1016/j.fertnstert.2009.01.055  

Iordăchescu, D. A. (2020). Strategiile de coping la cuplurile infertile. Revista de 

Psihologie, 66(3), 187-202. 

Jackson, L. M. (2019). The psychology of prejudice: From attitudes to social 

action (2nd ed.). American Psychological 

Association. https://doi.org/10.1037/0000168-000 

Johnson, S. (2015). Emotionally focused couple therapy. The Guilford Press.  

Jootun, D., McGhee, G., & Marland, G. R. (2009). Reflexivity: promoting rigour in 

qualitative research. Nursing standard, 23(23), 42-47. 

Kamışlı, S., Terzioğlu, C., & Bozdag, G. (2021). The psychological health of women 

with infertility: Hopelessness, anxiety and depression levels. Journal of 

Psychiatric Nursing, 12(1), 43-9. https://doi:10.14744/phd.2020.48030  

Kar, M. K., Soleimani, F., Alizadeh, A., & Hajikarimi, M. (2023). Associations of 

perceived and common dyadic coping with self-care in older couples with 

cardiovascular disease: A dyadic analysis. Heart & Lung, 57, 229-235. 

https://doi.org/10.1016/j.hrtlng.2022.09.014 

Karney, B. R., & Bradbury, T. N. (1995). The longitudinal course of marital quality and 

stability: A review of theory, methods, and research. Psychological Bulletin, 

118(1), 3–34. https://doi.org/10.1037/0033-2909.118.1.3  

https://www.hfea.gov.uk/about-us/a-z-fertility-glossary/
https://www.hfea.gov.uk/treatments/explore-all-treatments/getting-emotional-support/
https://www.hfea.gov.uk/treatments/explore-all-treatments/getting-emotional-support/
https://doi.org/10.1080/13668250600876392
https://doi.org/10.1016/j.fertnstert.2009.01.055
https://doi.org/10.1037/0000168-000
https://doi:10.14744/phd.2020.48030
https://doi.org/10.1016/j.hrtlng.2022.09.014
https://doi.org/10.1037/0033-2909.118.1.3


123 
 

Kazmi, S. F., Jadoon, A., & Rehman, A. (2016). Impact of infertility duration on mental 

health of infertile women. Journal of the Society of Obstetricians and 

Gynaecologists of Pakistan, 6(2), 83-8. 

https://www.researchgate.net/profile/Atiq-Ur-Rehman-

19/publication/306505879_Impact_of_Infertility_Duration_on_Mental_Health_

of_Infertile_Women/links/57bebb0708aeb95224d09ff5/Impact-of-Infertility-

Duration-on-Mental-Health-of-Infertile-Women.pdf  

Kenny, D. A., Kashy, D. A., & Cook, W. L. (2020). Dyadic data analysis. Guilford 

Publications. 

Kerpelman, J. L., & Pittman, J. F. (2018). Erikson and the relational context of identity: 

Strengthening connections with attachment theory. Identity, 18(4), 306-314. 

https://doi.org/10.1080/15283488.2018.1523726  

Khalid, A., & Dawood, S. (2020). Social support, self-efficacy, cognitive coping and 

psychological distress in infertile women. Archives of Gynecology and 

Obstetrics, 302(2), 423-430. https://doi.org/10.1007/s00404-020-05614-2  

Kiani, Z., Fakari, F. R., Hakimzadeh, A., Hajian, S., Fakari, F. R., & Nasiri, M. (2023). 

Prevalence of depression in infertile men: a systematic review and meta-

analysis. BMC Public Health, 23(1), 1972. https://doi.org/10.1186/s12889-023-

16865-4  

Kiani, Z., Simbar, M., Hajian, S., & Zayeri, F. (2021). The prevalence of depression 

symptoms among infertile women: a systematic review and meta-

analysis. Fertility research and practice, 7, 1-10. https://doi.org/10.1186/s40738-

021-00098-3  

Kirubarajan, A., Patel, P., Leung, S., Prethipan, T., & Sierra, S. (2021). Barriers to 

fertility care for racial/ethnic minority groups: a qualitative systematic 

review. F&S Reviews, 2(2), 150-159. https://doi.org/10.1016/j.xfnr.2021.01.001 

Kuhn, R., Milek, A., Meuwly, N., Bradbury, T. N., and Bodenmann, G. (2017). 

Zooming in: a microanalysis of couples' dyadic coping conversations after 

experimentally induced stress. Journal of Family Psychology. 31, 1063–1073. 

https://doi:10.1037/fam0000354  

https://www.researchgate.net/profile/Atiq-Ur-Rehman-19/publication/306505879_Impact_of_Infertility_Duration_on_Mental_Health_of_Infertile_Women/links/57bebb0708aeb95224d09ff5/Impact-of-Infertility-Duration-on-Mental-Health-of-Infertile-Women.pdf
https://www.researchgate.net/profile/Atiq-Ur-Rehman-19/publication/306505879_Impact_of_Infertility_Duration_on_Mental_Health_of_Infertile_Women/links/57bebb0708aeb95224d09ff5/Impact-of-Infertility-Duration-on-Mental-Health-of-Infertile-Women.pdf
https://www.researchgate.net/profile/Atiq-Ur-Rehman-19/publication/306505879_Impact_of_Infertility_Duration_on_Mental_Health_of_Infertile_Women/links/57bebb0708aeb95224d09ff5/Impact-of-Infertility-Duration-on-Mental-Health-of-Infertile-Women.pdf
https://www.researchgate.net/profile/Atiq-Ur-Rehman-19/publication/306505879_Impact_of_Infertility_Duration_on_Mental_Health_of_Infertile_Women/links/57bebb0708aeb95224d09ff5/Impact-of-Infertility-Duration-on-Mental-Health-of-Infertile-Women.pdf
https://doi.org/10.1080/15283488.2018.1523726
https://doi.org/10.1007/s00404-020-05614-2
https://doi.org/10.1186/s12889-023-16865-4
https://doi.org/10.1186/s12889-023-16865-4
https://doi.org/10.1186/s40738-021-00098-3
https://doi.org/10.1186/s40738-021-00098-3
https://doi.org/10.1016/j.xfnr.2021.01.001
https://doi:10.1037/fam0000354


124 
 

Landolt, S. A., Weitkamp, K., Roth, M., Sisson, N. M., & Bodenmann, G. (2023). 

Dyadic coping and mental health in couples: A systematic review. Clinical 

psychology review, 106, 102344. https://doi:10.1016/j.cpr.2023.102344  

Law, S., Ormel, I., Babinski, S., Plett, D., Dionne, E., Schwartz, H., & Rozmovits, L. 

(2021). Dread and solace: Talking about perinatal mental health. International 

Journal of Mental Health Nursing, 30, 1376-1385. 

https://doi:10.1111/inm.12884  

Lawani, A. (2021). Critical realism: what you should know and how to apply 

it. Qualitative research journal, 21(3), 320-333. https://doi:10.1108/QRJ-08-

2020-0101  

Leaviss, J., & Uttley, L. (2015). Psychotherapeutic benefits of compassion-focused 

therapy: An early systematic review. Psychological medicine, 45(5), 927-945. 

https://doi:10.1017/S0033291714002141  

Lee, J., Helgeson, V. S., Van Vleet, M., Kelly, C. S., Kent de Grey, R. G., & Berg, C. A. 

(2020). Stability of shared appraisal: The role of attachment and implications for 

relationships and health. Journal of Social and Personal Relationships, 37(5), 

1581-1603. https://doi:10.1177/0265407520904420  

Lever Taylor, B., Billings, J., Morant, N., & Johnson, S. (2018). How do women's 

partners view perinatal mental health services? A qualitative meta‐synthesis. 

Clinical psychology & psychotherapy, 25(1), 112-129. 

https://doi:10.1002/cpp.2133  

Lin, Y. T., Wang, A. W., Wei, S., Hong, J. S., & Hsu, W. Y. (2022). The relationship 

between infertility family stigma, self-stigma and psychological well-being in 

female first-visit patients at a reproductive medicine center in Taiwan. Health 

Psychology Report, 9(1), 122–128. https://doi.org/10.5114/hpr.2021.107335  

Lowton, K. (2018). He said, she said, we said: Ethical issues in conducting dyadic 

interviews. The Sage handbook of qualitative research ethics, 133-147. 

https://doi.org/10.4135/9781526435446  

Luk, B. H. K., & Loke, A. Y. (2015). The impact of infertility on the psychological well-

being, marital relationships, sexual relationships, and quality of life of couples: 

A systematic review. Journal of sex & marital therapy, 41(6), 610-625. 

https://doi.org/10.1080/0092623X.2014.958789  

https://doi:10.1016/j.cpr.2023.102344
https://doi:10.1111/inm.12884
https://doi:10.1108/QRJ-08-2020-0101
https://doi:10.1108/QRJ-08-2020-0101
https://doi:10.1017/S0033291714002141
https://doi:10.1177/0265407520904420
https://doi:10.1002/cpp.2133
https://doi.org/10.5114/hpr.2021.107335
https://doi.org/10.4135/9781526435446
https://doi.org/10.1080/0092623X.2014.958789


125 
 

Lynch, C. D., & Prasad, M. R. (2014). Association between infertility treatment and 

symptoms of postpartum depression. Fertility and Sterility, 102(5), 1416-1421. 

https://doi.org/10.1016/j.fertnstert.2014.07.1247 

Lyons, R. F., Mickelson, K. D., Sullivan, M. J., & Coyne, J. C. (1998). Coping as a 

communal process. Journal of social and personal relationships, 15(5), 579-605. 

https://doi:10.1177/0265407598155001  

Mackay, A., Taylor, S., & Glass, B. (2023). Inequity of access: scoping the barriers to 

assisted reproductive technologies. Pharmacy, 11(1), 17. 

https://doi.org/10.3390/pharmacy11010017  

Madill, A., Jordan, A., & Shirley, C. (2000). Objectivity and reliability in qualitative 

analysis: Realist, contextualist and radical constructionist epistemologies. British 

journal of psychology, 91(1), 1-20.  

Maneesriwongul, W., & Dixon, J. K. (2004). Instrument translation process: a methods 

review. Journal of advanced nursing, 48(2), 175-186. 

https://onlinelibrary.wiley.com/doi/pdf/10.1111/j.1365-

2648.2004.03185.x?casa_token=EChPLJ7NaBUAAAAA:1klEblVxGWnggGLJ

S0FpCV4wwmb7QnOzAHbhMXERsei11R0V1qA2pFkpXRWpaeSrqgFj8392Z

ARNmA 

Manne, S. L., Norton, T. R., Ostroff, J. S., Winkel, G., Fox, K., & Grana, G. (2007). 

Protective buffering and psychological distress among couples coping with 

breast cancer: The moderating role of relationship satisfaction. Journal of 

Family Psychology, 21(3), 380–388. https://doi.org/10.1037/0893-3200.21.3.380  

Martins, M. V., Peterson, B. D., Almeida, V. M., & Costa, M. E. (2011). Direct and 

indirect effects of perceived social support on women's infertility-related 

stress. Human Reproduction, 26(8), 2113-2121. 

https://doi:10.1093/humrep/der157  

Martins, M. V., Peterson, B. D., Almeida, V., Mesquita-Guimarães, J., & Costa, M. E. 

(2014). Dyadic dynamics of perceived social support in couples facing 

infertility. Human Reproduction, 29(1), 83-89. 

https://doi:10.1093/humrep/det403  

Maternal Mental Health Alliance. (2024). Maternal Mental Health Services: Progress 

Report. 

https://doi.org/10.1016/j.fertnstert.2014.07.1247
https://doi:10.1177/0265407598155001
https://doi.org/10.3390/pharmacy11010017
https://onlinelibrary.wiley.com/doi/pdf/10.1111/j.1365-2648.2004.03185.x?casa_token=EChPLJ7NaBUAAAAA:1klEblVxGWnggGLJS0FpCV4wwmb7QnOzAHbhMXERsei11R0V1qA2pFkpXRWpaeSrqgFj8392ZARNmA
https://onlinelibrary.wiley.com/doi/pdf/10.1111/j.1365-2648.2004.03185.x?casa_token=EChPLJ7NaBUAAAAA:1klEblVxGWnggGLJS0FpCV4wwmb7QnOzAHbhMXERsei11R0V1qA2pFkpXRWpaeSrqgFj8392ZARNmA
https://onlinelibrary.wiley.com/doi/pdf/10.1111/j.1365-2648.2004.03185.x?casa_token=EChPLJ7NaBUAAAAA:1klEblVxGWnggGLJS0FpCV4wwmb7QnOzAHbhMXERsei11R0V1qA2pFkpXRWpaeSrqgFj8392ZARNmA
https://onlinelibrary.wiley.com/doi/pdf/10.1111/j.1365-2648.2004.03185.x?casa_token=EChPLJ7NaBUAAAAA:1klEblVxGWnggGLJS0FpCV4wwmb7QnOzAHbhMXERsei11R0V1qA2pFkpXRWpaeSrqgFj8392ZARNmA
https://doi.org/10.1037/0893-3200.21.3.380
https://doi:10.1093/humrep/der157
https://doi:10.1093/humrep/det403


126 
 

https://maternalmentalhealthalliance.org/media/filer_public/8c/f5/8cf5b1f4-

c19b-4554-bbf5-caf6ebf4a6d4/mmha_progress_report_on_mmhs_final.pdf 

McMullin, C. (2023). Transcription and qualitative methods: Implications for third 

sector research. International journal of voluntary and nonprofit 

organizations, 34(1), 140-153. https://doi.org/10.1007/s11266-021-00400-3  

Megnin-Viggars, O., Symington, I., Howard, L. M., & Pilling, S. (2015). Experience of 

care for mental health problems in the antenatal or postnatal period for women 

in the UK: a systematic review and meta-synthesis of qualitative 

research. Archives of women's mental health, 18, 745-759. 

https://doi:10.1007/s00737-015-0548-6  

Meier, F., Milek, A., Rauch-Anderegg, V., Benz-Fragnière, C., Nieuwenboom, J. W., 

Schmid, H., Halford, K., & Bodenmann, G. (2020). Fair enough? Decreased 

equity of dyadic coping across the transition to parenthood associated with 

depression of first-time parents. PLoS One, 15(2), e0227342. 

https://doi.org/10.1371/journal.pone.0227342   

Miller, M. L., Dupree, J., Monette, M. A., Lau, E. K., & Peipert, A. (2024). Health 

equity and perinatal mental health. Current Psychiatry Reports, 26(9), 460-469. 

https://doi.org/10.1007/s11920-024-01521-4  

Monirian, F., Khodakarami, B., Tapak, L., Asadi, F. K., & Aghababaei, S. (2022). The 

effect of couples coping enhancement counseling on stress and dyadic coping on 

infertile couples: a parallel randomized controlled trial study. International 

Journal of Fertility & Sterility, 16(4), 275. 

https://doi:10.22074/IJFS.2022.540919.1203  

Morgan, D. L., Ataie, J., Carder, P., & Hoffman, K. (2013). Introducing dyadic 

interviews as a method for collecting qualitative data. Qualitative health 

research, 23(9), 1276-1284. https://doi:10.1177/1049732313501889  

Mortazavizadeh, Z., & Forstmeier, S. (2018). The role of emotion regulation in the 

association of adult attachment and mental health: A systematic review. Archives 

of Psychology, 2(9). 

Moura‐Ramos, M., Gameiro, S., Canavarro, M. C., Soares, I., & Almeida‐Santos, T. 

(2016). Does infertility history affect the emotional adjustment of couples 

undergoing assisted reproduction? The mediating role of the importance of 

https://maternalmentalhealthalliance.org/media/filer_public/8c/f5/8cf5b1f4-c19b-4554-bbf5-caf6ebf4a6d4/mmha_progress_report_on_mmhs_final.pdf
https://maternalmentalhealthalliance.org/media/filer_public/8c/f5/8cf5b1f4-c19b-4554-bbf5-caf6ebf4a6d4/mmha_progress_report_on_mmhs_final.pdf
https://doi.org/10.1007/s11266-021-00400-3
https://doi:10.1007/s00737-015-0548-6
https://doi.org/10.1371/journal.pone.0227342
https://doi.org/10.1007/s11920-024-01521-4
https://doi:10.22074/IJFS.2022.540919.1203
https://doi:10.1177/1049732313501889


127 
 

parenthood. British journal of health psychology, 21(2), 302-317. 

https://doi:10.1111/bjhp.12169   

Nachtigall, R. D. (2006). International disparities in access to infertility services. 

Fertility and sterility, 85(4), 871-875. 

https://doi.org/10.1016/j.fertnstert.2005.08.066  

National Institute for Health and Care Excellence. (2013). Fertility problems: 

assessment and treatment (Clinical guideline [CG156]). Department of Health 

and Social Care. https://www.nice.org.uk/guidance/cg156 

National Institute for Health and Care Excellence. (2014). Antenatal and postnatal 

mental health: clinical management and service guidance (Clinical guideline 

[CG192]). Department of Health and Social Care. 

https://www.nice.org.uk/guidance/cg192 

Neter, E., & Goren, S. (2017). Infertility centrality in the woman’s identity and goal 

adjustment predict psychological adjustment among women in ongoing fertility 

treatments. International journal of behavioral medicine, 24, 880-892. 

https://doi.org/10.1007/s12529-017-9693-9  

Ngai, F. W., & Loke, A. Y. (2022). Relationships between infertility-related stress, 

family sense of coherence and quality of life of couples with infertility. Human 

Fertility, 25(3), 540-547. https://doi.org/10.1080/14647273.2021.1871781  

NHS England & NHS Improvement. (2018). The Perinatal Mental Health Care 

Pathways. https://www.england.nhs.uk/wp-content/uploads/2018/05/perinatal-

mental-health-care-pathway.pdf  

NHS England. (2019). The NHS Long Term Plan. 

https://www.longtermplan.nhs.uk/publication/nhs-long-term-plan/ 

Noonan, M., Jomeen, J., & Doody, O. (2021). A review of the involvement of partners 

and family members in psychosocial interventions for supporting women at risk 

of or experiencing perinatal depression and anxiety. International journal of 

environmental research and public health, 18(10), 5396. 

https://doi.org/10.3390/ijerph18105396 

https://doi:10.1111/bjhp.12169
https://doi.org/10.1016/j.fertnstert.2005.08.066
https://www.nice.org.uk/guidance/cg156
https://www.nice.org.uk/guidance/cg192
https://doi.org/10.1007/s12529-017-9693-9
https://doi.org/10.1080/14647273.2021.1871781
https://www.england.nhs.uk/wp-content/uploads/2018/05/perinatal-mental-health-care-pathway.pdf
https://www.england.nhs.uk/wp-content/uploads/2018/05/perinatal-mental-health-care-pathway.pdf
https://www.longtermplan.nhs.uk/publication/nhs-long-term-plan/
https://doi.org/10.3390/ijerph18105396


128 
 

Oates, M. (2003). Perinatal psychiatric disorders: a leading cause of maternal morbidity 

and mortality. British medical bulletin, 67(1), 219-229. 

https://doi:10.1093/bmb/ldg011  

O'Brien, T. B., & DeLongis, A. (1996). The interactional context of problem‐, emotion‐, 

and relationship‐focused coping: the role of the big five personality 

factors. Journal of personality, 64(4), 775-813. https://doi:10.1111/j.1467-

6494.1996.tb00944.x   

O’Brien, J., Gregg, L., & Wittkowski, A. (2024). “Finding my voice again” women’s 

experiences of psychological therapy in perinatal secondary care settings: a 

qualitative study. Frontiers in Psychiatry, 15, 1240855. 

https://doi:10.3389/fpsyt.2024.1240855  

O'Hara, M. W., & Wisner, K. L. (2014). Perinatal mental illness: definition, description 

and aetiology. Best practice & research Clinical obstetrics & 

gynaecology, 28(1), 3-12. https://doi.org/10.1016/j.bpobgyn.2013.09.002 

Page, M. J., McKenzie, J. E., Bossuyt, P. M., Boutron, I., Hoffmann, T. C., Mulrow, C. 

D., Shamseer, L., Tetzlaff, J. M., Aki, E. A., Brennan, S. E., Chou, R., Glanville, 

J., Grimshaw, J. M., Hróbjartsson, A., Lalu, M. M., Li, T., Loder, E. W., Mayo-

Wilson, E., McDonald, S., ... Moher, D. (2021). The PRISMA 2020 statement: 

An updated guideline for reporting systematic reviews. PLOS Medicine, 18(3), 

Article e1003583. https://doi.org/10.1371/journal.pmed.1003583 

Patel, A., Sharma, P. S. V. N., Narayan, P., Binu, V. S., Dinesh, N., & Pai, P. J. (2016). 

Prevalence and predictors of infertility-specific stress in women diagnosed with 

primary infertility: A clinic-based study. Journal of human reproductive 

sciences, 9(1), 28-34. https://doi:10.4103/0974-1208.178630  

Patterson, J., Martin, C. J. H., & Karatzias, T. (2019). Disempowered midwives and 

traumatised women: Exploring the parallel processes of care provider interaction 

that contribute to women developing Post Traumatic Stress Disorder (PTSD) 

post childbirth. Midwifery, 76, 21-35. 

https://doi.org/10.1016/j.midw.2019.05.010 

Péloquin, K., Arpin, V., Jacmin-Park, S., Beaulieu, N., & Brassard, A. (2024). A Dyadic 

Study of Attachment, Coping, and Quality of Life in Couples Seeking Fertility 

https://doi:10.1093/bmb/ldg011
https://doi:10.1111/j.1467-6494.1996.tb00944.x
https://doi:10.1111/j.1467-6494.1996.tb00944.x
https://doi:10.3389/fpsyt.2024.1240855
https://doi.org/10.1016/j.bpobgyn.2013.09.002
https://doi.org/10.1371/journal.pmed.1003583
https://doi:10.4103/0974-1208.178630
https://doi.org/10.1016/j.midw.2019.05.010


129 
 

Treatment. Journal of Sex & Marital Therapy, 50(5), 659-674. 

https://doi.org/10.1080/0092623X.2024.2347422  

Péloquin, K., Boucher, S., Benoit, Z., Jean, M., Beauvilliers, L., Carranza‐Mamane, B., 

& Brassard, A. (2023). “We're in this together”: Attachment insecurities, dyadic 

coping strategies, and relationship satisfaction in couples involved in medically 

assisted reproduction. Journal of Marital and Family Therapy, 49(1), 92-110. 

https://doi:10.1111/jmft.12608  

Pennings, G. (2005). Legal harmonization and reproductive tourism in 

Europe. Reproductive Health Matters, 120-128. 

https://www.jstor.org/stable/3776237  

Point, S., & Baruch, Y. (2023). (Re) thinking transcription strategies: Current challenges 

and future research directions. Scandinavian Journal of Management, 39(2), 

101272. https://doi.org/10.1016/j.scaman.2023.101272 

Raguz, N., McDonald, S. W., Metcalfe, A., O’Quinn, C., & Tough, S. C. (2014). Mental 

health outcomes of mothers who conceived using fertility 

treatment. Reproductive Health, 11, 1-7. http://www.reproductive-health-

journal.com/content/11/1/19  

Ramezanzadeh, F., Aghssa, M. M., Abedinia, N., Zayeri, F., Khanafshar, N., Shariat, M., 

& Jafarabadi, M. (2004). A survey of relationship between anxiety, depression 

and duration of infertility. BMC women's health, 4, 1-7. 

https://doi:10.1186/1472-6874-4-9  

Revenson, T. A. (1994). Social support and marital coping with chronic illness. Annals 

of Behavioral Medicine, 16(2), 122-130. https://doi.org/10.1093/abm/16.2.122 

Rogers, L. O. (2018). Who am I, who are we? Erikson and a transactional approach to 

identity research. Identity, 18(4), 284-294. 

https://doi.org/10.1080/15283488.2018.1523728  

Rossi, M. A., Péloquin, K., Allsop, D. B., El Amiri, S., Bouzayen, R., Brassard, A., 

Bergeron, S., & Rosen, N. O. (2023). Sexual growth and destiny beliefs: 

longitudinal associations with dyadic coping among couples seeking medically 

assisted reproduction. The Journal of Sexual Medicine, 20(10), 1241-1251. 

https://doi.org/10.1093/jsxmed/qdad098 

https://doi.org/10.1080/0092623X.2024.2347422
https://doi:10.1111/jmft.12608
https://www.jstor.org/stable/3776237
https://doi.org/10.1016/j.scaman.2023.101272
http://www.reproductive-health-journal.com/content/11/1/19
http://www.reproductive-health-journal.com/content/11/1/19
https://doi:10.1186/1472-6874-4-9
https://doi.org/10.1093/abm/16.2.122
https://doi.org/10.1080/15283488.2018.1523728
https://doi.org/10.1093/jsxmed/qdad098


130 
 

Ruffell, B., Smith, D. M., & Wittkowski, A. (2019). The experiences of male partners of 

women with postnatal mental health problems: a systematic review and thematic 

synthesis. Journal of Child and Family Studies, 28, 2772-2790. 

https://doi.org/10.1007/s10826-019-01496-4  

Rusner, M., Berg, M., & Begley, C. (2016). Bipolar disorder in pregnancy and 

childbirth: a systematic review of outcomes. BMC pregnancy and childbirth, 16, 

1-18. https://doi:10.1186/s12884-016-1127-1 

Saggers, S., & Sims, M. (2005). Diversity: Beyond the nuclear family. Family: 

Changing families, changing times, 66-87.  

Salmela-Aro, K., & Suikkari, A. M. (2008). Letting go of your dreams—Adjustment of 

child-related goal appraisals and depressive symptoms during infertility 

treatment. Journal of Research in Personality, 42(4), 988-1003. 

https://doi.org/10.1016/j.jrp.2008.02.007 

Sarno, E. L., Bundy, C., Dyar, C., & Newcomb, M. E. (2021). Examining minority 

stress, dyadic coping, and internalizing symptoms among male same-sex couples 

using actor–partner interdependence models. Journal of Counseling 

Psychology, 68(5), 515. https://dx.doi.org/10.1037/cou0000542  

Schauss, E., Hawes, K., Ellmo, F., & Brasfield, M. W. (2021). Surviving job loss stress: 

Examining dyadic coping process across time. Journal of Couple & Relationship 

Therapy, 20(2), 132-148. https://doi.org/10.1080/15332691.2020.1789529 

Shahrahmani, N., Mollazadeh, S., Taghipour, A., Mahmoudinia, M., & Roudsari, R. L. 

(2023). The Impact of Emotion-focused Counseling on Marital Issues of 

Infertile Couples: A Systematic Review. Journal of Midwifery & Reproductive 

Health, 11(4). https://doi:10.22038/JMRH.2023.68272.2001     

Shaver, P. R., & Mikulincer, M. (2007). Adult Attachment Strategies and the Regulation 

of Emotion. In J. J. Gross (Ed.), Handbook of emotion regulation, 446–465. The 

Guilford Press. 

Simpson, M., & Catling, C. (2016). Understanding psychological traumatic birth 

experiences: A literature review. Women and Birth, 29(3), 203-207. 

https://doi.org/10.1016/j.wombi.2015.10.009 

https://doi.org/10.1007/s10826-019-01496-4
https://doi:10.1186/s12884-016-1127-1
https://doi.org/10.1016/j.jrp.2008.02.007
https://dx.doi.org/10.1037/cou0000542
https://doi.org/10.1080/15332691.2020.1789529
https://www.doi.org/10.22038/JMRH.2023.68272.2001
https://doi.org/10.1016/j.wombi.2015.10.009


131 
 

Sina, M., Ter Meulen, R., & Carrasco de Paula, I. (2010). Human infertility: is medical 

treatment enough? A cross-sectional study of a sample of Italian 

couples. Journal of Psychosomatic Obstetrics & Gynecology, 31(3), 158-167. 

https://doi.org/10.3109/0167482X.2010.487952 

Soled, K. R., McKetta, S., Chakraborty, P., Reynolds, C. A., Austin, S. B., Chavarro, J. 

E., Eliassen, H., Wang, S., Haneuse, S., & Charlton, B. M. (2024). Sexual 

orientation-related disparities in perinatal mental health among a prospective 

cohort study. SSM-Mental Health, 5. 

https://doi.org/10.1016/j.ssmmh.2024.100301 

Soltani, M., Shairi, M. R., Roshan, R., & Rahimi, C. R. (2013). The impact of 

emotionally focused therapy on emotional distress in infertile 

couples. International journal of fertility & sterility, 7(4), 337. 

Song, X., Zhao, J., Xiao, Z., Ye, H., Dong, S., Hu, L., & Cai, Z. (2024). The actor‐

partner interdependence model of fertility stress and marital quality among 

couples undergoing in vitro fertilization and embryo transfer: The mediating role 

of dyadic coping. Stress and Health, 40(6), e3483. https://doi:10.1002/smi.3483  

Staff, H. R., Didymus, F. F., & Backhouse, S. H. (2017). The antecedents and outcomes 

of dyadic coping in close personal relationships: A systematic review and 

narrative synthesis. Anxiety, Stress, & Coping, 30(5), 498-520. 

https://doi.org/10.1080/10615806.2017.1329931  

Steen, M., Downe, S., Bamford, N., & Edozien, L. (2012). Not-patient and not-visitor: a 

metasynthesis fathers’ encounters with pregnancy, birth and maternity 

care. Midwifery, 28(4), 422-431. https://doi.org/10.1016/j.midw.2011.06.009 

Stein, A., Pearson, R. M., Goodman, S. H., Rapa, E., Rahman, A., McCallum, M., 

Howard, L. M., & Pariante, C. M. (2014). Effects of perinatal mental disorders 

on the fetus and child. The Lancet, 384(9956), 1800-1819. 

https://doi.org/10.1016/S0140-6736(14)61277-0 

Sturgiss, E. A., & Clark, A. M. (2020). Using critical realism in primary care research: 

an overview of methods. Family Practice, 37(1), 143-145. 

https://doi.org/10.1093/fampra/cmz084 

Sufredini, F., Catling, C., Zugai, J., & Chang, S. (2022). The effects of social support on 

depression and anxiety in the perinatal period: A mixed-methods systematic 

https://doi.org/10.3109/0167482X.2010.487952
https://doi.org/10.1016/j.ssmmh.2024.100301
https://doi:10.1002/smi.3483
https://doi.org/10.1080/10615806.2017.1329931
https://doi.org/10.1016/j.midw.2011.06.009
https://doi.org/10.1016/S0140-6736(14)61277-0
https://doi.org/10.1093/fampra/cmz084


132 
 

review. Journal of Affective Disorders, 319, 119-141. 

https://doi.org/10.1016/j.jad.2022.09.005 

Sundler, A. J., Lindberg, E., Nilsson, C., & Palmér, L. (2019). Qualitative thematic 

analysis based on descriptive phenomenology. Nursing open, 6(3), 733-739. 

https://doi:10.1002/nop2.275  

Tang, N., Jia, Y., Zhao, Q., Liu, H., Li, J., Zhang, H., Han, L., & Huangfu, C. (2022). 

Influencing factors of dyadic coping among infertile women: a path 

analysis. Frontiers in Psychiatry, 13, 830039. 

https://doi:10.3389/fpsyt.2022.830039   

Tkachuk, M., Russell-Mayhew, S., Kassan, A., & Dimitropoulos, G. (2019). Adapting 

Descriptive Psychological Phenomenology to Include Dyadic Interviews: 

Practical Considerations for Data Analysis. The Qualitative Report, 24(2), 352-

370. https://doi.org/10.46743/2160-3715/2019.3406  

Traa, M. J., De Vries, J., Bodenmann, G., & Den Oudsten, B. L. (2015). Dyadic coping 

and relationship functioning in couples coping with cancer: a systematic 

review. British journal of health psychology, 20(1), 85-114. 

https://doi:10.1111/bjhp.12094   

Van den Broeck, U., D'Hooghe, T., Enzlin, P., & Demyttenaere, K. (2010). Predictors of 

psychological distress in patients starting IVF treatment: infertility-specific 

versus general psychological characteristics. Human Reproduction, 25(6), 1471-

1480. https://doi:10.1093/humrep/deq030  

Verhelst, P., Sels, L., Lemmens, G., & Verhofstadt, L. (2024). The role of emotion 

regulation in perinatal depression and anxiety: a systematic review. BMC 

psychology, 12(1), 529. https://doi.org/10.1186/s40359-024-02033-9  

Wadephul, F., Glover, L., & Jomeen, J. (2020). Conceptualising women's perinatal well-

being: a systematic review of theoretical discussions. Midwifery, 81, 102598. 

https://doi.org/10.1016/j.midw.2019.102598  

Weitkamp, K., Feger, F., Landolt, S. A., Roth, M., & Bodenmann, G. (2021). Dyadic 

coping in couples facing chronic physical illness: a systematic review. Frontiers 

in psychology, 12, 722740. https://doi:10.3389/fpsyg.2021.722740  

https://doi.org/10.1016/j.jad.2022.09.005
https://doi:10.1002/nop2.275
https://doi:10.3389/fpsyt.2022.830039
https://doi.org/10.46743/2160-3715/2019.3406
https://doi:10.1111/bjhp.12094
https://doi:10.1093/humrep/deq030
https://doi.org/10.1186/s40359-024-02033-9
https://doi.org/10.1016/j.midw.2019.102598
https://doi:10.3389/fpsyg.2021.722740


133 
 

World Health Organisation. (2024). Infertility [Fact sheet]. https://www.who.int/news-

room/fact-

sheets/detail/infertility#:~:text=Estimates%20suggest%20that%20approximately

%20one,experience%20infertility%20in%20their%20lifetime 

Xie, Y., Ren, Y., Niu, C., Zheng, Y., Yu, P., & Li, L. (2023). The impact of stigma on 

mental health and quality of life of infertile women: A systematic review. 

Frontiers in Psychology, 13, 1093459. https://doi:10.3389/fpsyg.2022.1093459  

Yardley, L. (2000). Dilemmas in qualitative health research. Psychology and 

health, 15(2), 215-228. https://doi.org/10.1080/08870440008400302  

Ying, L., Chen, X., Wu, L. H., Shu, J., Wu, X., & Loke, A. Y. (2017). The Partnership 

and Coping Enhancement Programme for couples undergoing in vitro 

fertilization treatment: the development of a complex intervention in China. 

Journal of Assisted Reproduction and Genetics, 34, 99-108. 

https://doi.org/10.1007/s10815-016-0817-y  

Youvan, D. C. (2024, September). Navigating Psychological Transitions: Theories, 

Dynamics, and Life Contexts. https://www.researchgate.net/profile/Douglas-

Youvan/publication/384427472_Navigating_Psychological_Transitions_Theorie

s_Dynamics_and_Life_Contexts/links/66f7eedc553d245f9e3c64f4/Navigating-

Psychological-Transitions-Theories-Dynamics-and-Life-Contexts.pdf  

Zhang, L., Gu, W., Jing, X., Zhi, S., Zhou, N., Zhang, L., Wang, W., & Jiang, Y. (2023). 

Predicting the dyadic coping through self-esteem among infertile couples 

undergoing in vitro fertilization and embryo transfer: An actor-partner 

interdependence model. Frontiers in Psychology, 14, 1127464. 

https://doi:10.3389/fpsyg.2023.1127464   

Zhang, X., Li, J., Xie, F., Chen, X., Xu, W., & Hudson, N. W. (2022). The relationship 

between adult attachment and mental health: A meta-analysis. Journal of 

Personality and Social Psychology, 123(5), 1089. 

https://doi.org/10.1037/pspp0000437  

Zurlo, M. C., Cattaneo Della Volta, M. F., & Vallone, F. (2020). Re-examining the role 

of coping strategies in the associations between infertility-related stress 

dimensions and state-anxiety: implications for clinical interventions with 

https://www.who.int/news-room/fact-sheets/detail/infertility#:~:text=Estimates%20suggest%20that%20approximately%20one,experience%20infertility%20in%20their%20lifetime
https://www.who.int/news-room/fact-sheets/detail/infertility#:~:text=Estimates%20suggest%20that%20approximately%20one,experience%20infertility%20in%20their%20lifetime
https://www.who.int/news-room/fact-sheets/detail/infertility#:~:text=Estimates%20suggest%20that%20approximately%20one,experience%20infertility%20in%20their%20lifetime
https://www.who.int/news-room/fact-sheets/detail/infertility#:~:text=Estimates%20suggest%20that%20approximately%20one,experience%20infertility%20in%20their%20lifetime
https://doi:10.3389/fpsyg.2022.1093459
https://doi.org/10.1080/08870440008400302
https://doi.org/10.1007/s10815-016-0817-y
https://www.researchgate.net/profile/Douglas-Youvan/publication/384427472_Navigating_Psychological_Transitions_Theories_Dynamics_and_Life_Contexts/links/66f7eedc553d245f9e3c64f4/Navigating-Psychological-Transitions-Theories-Dynamics-and-Life-Contexts.pdf
https://www.researchgate.net/profile/Douglas-Youvan/publication/384427472_Navigating_Psychological_Transitions_Theories_Dynamics_and_Life_Contexts/links/66f7eedc553d245f9e3c64f4/Navigating-Psychological-Transitions-Theories-Dynamics-and-Life-Contexts.pdf
https://www.researchgate.net/profile/Douglas-Youvan/publication/384427472_Navigating_Psychological_Transitions_Theories_Dynamics_and_Life_Contexts/links/66f7eedc553d245f9e3c64f4/Navigating-Psychological-Transitions-Theories-Dynamics-and-Life-Contexts.pdf
https://www.researchgate.net/profile/Douglas-Youvan/publication/384427472_Navigating_Psychological_Transitions_Theories_Dynamics_and_Life_Contexts/links/66f7eedc553d245f9e3c64f4/Navigating-Psychological-Transitions-Theories-Dynamics-and-Life-Contexts.pdf
https://doi:10.3389/fpsyg.2023.1127464
https://doi.org/10.1037/pspp0000437


134 
 

infertile couples. Frontiers in psychology, 11, 614887. 

https://doi:10.3389/fpsyg.2020.614887  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

https://doi:10.3389/fpsyg.2020.614887


135 
 

Appendix A 

Author Guidelines for Journal of Social and Personal Relationships 

 

 

 



136 
 

 



137 
 

 

 



138 
 

 

 

 

 

 



139 
 

 

 

 

 



140 
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



141 
 

Appendix B 

SWiM Checklist 

SWiM is intended to complement and be used as an extension to PRISMA 

SWiM 

reporting item 

Item description Page in 

manuscript 

where 

item is 

reported 

Other* 

Methods 

1 Grouping 

studies for 

synthesis 

1a) Provide a description of, and rationale for, the 

groups used in the synthesis (e.g., groupings of 

populations, interventions, outcomes, study 

design)  

23  

1b) Detail and provide rationale for any changes 

made subsequent to the protocol in the groups used 

in the synthesis 

23  

2 Describe the 

standardised 

metric and 

transformation 

methods used 

Describe the standardised metric for each 

outcome. Explain why the metric(s) was chosen, 

and describe any methods used to transform the 

intervention effects, as reported in the study, to 

the standardised metric, citing any methodological 

guidance consulted 

 

23  

3 Describe the 

synthesis 

methods 

Describe and justify the methods used to synthesise 

the effects for each outcome when it was not 

possible to undertake a meta-analysis of effect 

estimates 

23  

4 Criteria used 

to prioritise 

results for 

summary and 

synthesis 

Where applicable, provide the criteria used, with 

supporting justification, to select the particular 

studies, or a particular study, for the main 

synthesis or to draw conclusions from the 

synthesis (e.g., based on study design, risk of bias 

assessments, directness in relation to the review 

question) 

 

 

23, 30-32  

SWiM 

reporting item 

Item description Page in 

manuscript 

where 

Other* 
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item is 

reported 

5 Investigation 

of 

heterogeneity 

in reported 

effects 

State the method(s) used to examine heterogeneity 

in reported effects when it was not possible to 

undertake a meta-analysis of effect estimates and 

its extensions to investigate heterogeneity 

23  

6 Certainty of 

evidence 

Describe the methods used to assess certainty of 

the synthesis findings 

 

23, 30  

7 Data 

presentation 

methods 

Describe the graphical and tabular methods used 

to present the effects (e.g., tables, forest plots, 

harvest plots). 

Specify key study characteristics (e.g., study design, 

risk of bias) used to order the studies, in the text 

and any tables or graphs, clearly referencing the 

studies included 

24-30  

Results 

8 Reporting 
results 

For each comparison and outcome, provide a 
description of the synthesised findings, and the 
certainty of the findings. Describe the result in 
language that is consistent with the question the 
synthesis addresses, and indicate which studies 
contribute to the synthesis 

32-38  

Discussion    

9 Limitations 
of the 
synthesis 

 

Report the limitations of the synthesis methods 
used and/or the groupings used in the synthesis, 
and how these affect the conclusions that can be 
drawn in relation to the original review question 

 

40-41  
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Appendix C 

Example of Data Extraction Table  

Area Data Element Data Extracted 

Background Author  

Date published  

Title  

Location  

Source of funding/conflict 
of interest 

 

Theory  

Method Sampling method  

Sample size calc?  

Methods of couples 
completing measures 
separately? 

 

Definition of infertility  

Definition of couple  

Other important exclusion 
criteria 

 

Sample size  

Nonresponse (%)  

Study design used  

Measures used  

Method of dyadic ax  

Stats method  

Controlling for 
confounding? 

 

Variables included in 
analysis 

 

DC outcome, mediator, 
moderator? 

 

Sample 
characteristics 

Primary infertility  

Secondary infertility  

Age (yrs, M)  

Ethinicity  

Education  

Length of time together as 
a couple 

 

Stage of treatment  

Length of time infertility  

Factor of infertility 
(female, male, both, 
unknown) % 
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Findings (where DC is 
DV) 

Relationship measured 
(positive DC, negative DC) 

 

Effect sizes (d, r) 
Or B if not ES 

 

p value  
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Note: This image is reproduced from: Harrison, R., Jones, B., Gardner, P., & Lawton, R. (2021). Quality 

assessment with diverse studies (QuADS): an appraisal tool for methodological and reporting quality in 
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Appendix H 

Participant Information Sheet 

INFORMATION SHEET  

The dyadic experiences of couples and co-parents accessing community 

perinatal mental health services 

Lead researchers: Becky Samuel (Trainee Clinical Psychologist) and Kirsty Pegg 

(Trainee Clinical Psychologist)  

Research supervisors: Dr Jo Peterkin (Consultant Clinical Psychologist), Dr Zoe 

Scott (Clinical Psychologist), Dr Jo Hodgekins (Clinical Associate Professor in Clinical 

Psychology) 

Additional research team members: Ellie Gardner & Lucy Johnson   

 

What is the purpose of this research? 

This research is interested in exploring couple’s and co-parent’s experiences of 

perinatal mental health challenges. Within this research we would like to talk to you and 

your partner/co-parent about your experiences of becoming parents, coping with 

perinatal mental health challenges, your experiences of the support you have received 

from others and the impact of this on your wellbeing. This research is being conducted 

through NHS sites within Cambridgeshire, Peterborough, Norfolk and Suffolk and as 

part of two doctoral qualifications within the University of East Anglia. This research has 

been approved by an NHS ethics committee (IRAS ID number: 333583). 

Previous research has shown the many impacts that experiencing a perinatal mental 

health difficulty can have on mothers or birthing people and partners/co-parents. It has 

also shown the importance of support from each other and from surrounding networks 

(e.g. friends, family, services) in the transition into parenthood. Previous research has 

focused primarily on individual experiences, leading to a gap in our understanding of 

couple’s experiences. This research has been conducted across a range of clinical 

settings but is limited in understanding these aspects in people accessing perinatal 

mental health services within the community. With this research we hope to bridge 

these gaps to help develop perinatal research and services, to better understand and 

support people going through these challenges. We also hope this will allow services to 

be better prepared to support partners and couples together in the future. 

Why am I being contacted? 
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You have been contacted to ask if you would like to take part in this research as you or 

your partner/co-parent is accessing a community perinatal mental health service. This 

research would have been discussed with you or your partner/co-parent within an 

appointment with your clinician and we are now contacting you with further details for 

you to decide whether you would like to take part. 

What would taking part involve? 

Interviews will take place with the two of you together, with one researcher. The 

interview will last approximately 90 minutes. During working hours (9am to 5pm) we 

are able to offer face-to-face interviews which can be either in clinic, or at your 

home. Unfortunately we are unable to offer travel expenses if you do choose to 

attend a face-to-face interview. Outside of working hours (evenings and 

weekends), or if you would prefer, we are also able to offer interviews online via 

Microsoft Teams. The interviews will be video and audio recorded for research 

purposes. For online interviews, we would encourage you, where possible, to have 

your cameras on. If you have any accessibility needs, please do let us know and we 

can discuss ways in which we can best support you to participate in the research.  

We appreciate how difficult it can be managing a busy life and we will try to work 

around your schedule and preferences. If at all possible, you might find it easier if 

childcare can be arranged during the interview to support you to participate. However, 

we also understand that childcare can be tricky and this may not be possible, and this 

will not exclude you from taking part. The researchers are happy to discuss this further 

and think with you the best ways for you to participate as fully as possible.  

During the interview, we will ask questions about topics such as your mental wellbeing, 

relationship, and the support you have received during this period.  

Do I have to take part? 

No, participation in this research is completely voluntary. Whether you decide to take 

part or not will not affect your treatment within the perinatal mental health service in any 

way.  

Please also let us know if you have any questions or concerns which would help to 

inform you to make the decision of whether you would like to take part or not. If you 

decide to take part you will be asked to sign a consent form.  

What are the possible benefits of taking part? 

Your contribution will help increase our understanding of what it’s like becoming a 

parent alongside receiving support from a community perinatal mental health team. Our 
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learning from this research will be used to shape and inform the development of 

perinatal services as they expand, in order to best support families. Some people also 

find that discussing their experiences can be therapeutic. A £10 Love2Shop voucher 

each will also be provided as a thank you for contributing to this research. This will be 

posted or emailed to you after the study. If you do not receive this within two weeks of 

completing the study, please let us know. 

What are the possible disadvantages and risks of taking part? 

Due to the topic of the research, it is possible that some participants may find the 

interview upsetting. If this is the case, you are able to have a break and/or stop the 

interview at any point. You are also able to decline to answer any specific questions 

during the interview. The researchers are trained to support any difficulties that arise 

during the interview, and can signpost you to relevant sources of support if needed. 

You can also decide that you no longer want to take part, at which point none of the 

information that you have given will be used in the research.  

What will happen to my information? 

We will need to use information from you for this research project. All information will 

be used in accordance with UK General Data Protection Regulation legislation (2018). 

This information will include your name, contact details, age, ethnicity, and perinatal 

service that you are using. Lead researchers will use this information to do the 

research or to check your records to make sure that the research is being done 

properly. 

Members of the research team who do not need to know who you are will not be able 

to see your name or contact details. Your data will have a code number instead. We will 

keep all information about you safe and secure. Once we have finished the study, we 

will keep some of the data so we can check the results. We will write our reports in a 

way that no-one can work out that you took part in the study. 

All interviews will be recorded, either using Microsoft Teams on an encrypted and 

password protected laptop, or NHS mobile phone. Recordings will be stored securely 

and accessed only by the researchers. Your personal information will be stored until the 

end of the study (for a maximum of 12 months) and will be deleted after this point. The 

recording of the interview will also be stored for a maximum of 12 months to give 

researchers time to analyse the results. You can ask for your data to be deleted up until 

2 weeks after the interview has been conducted by contacting researchers using the 

details below. Any information you have provided will be deleted. The reason for this 

time period is because we will have started understanding your interview and 
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experiences alongside that of other participants. After 2 weeks, if you would prefer, we 

can ensure we do not use any direct quotes of things you or your partner/co-parent 

have said. This will not affect your treatment within the perinatal mental health service 

in any way. 

Information given in the interviews will only be shared with researchers and will not be 

passed on to your clinical team or other individuals outside the research team unless 

you told us something which resulted in concerns about your safety or welfare, or the 

safety or welfare of others. If this occurred, we have a duty of care to inform or escalate 

this to the relevant services and we would inform you where possible before we did 

this. 

The research findings will be published in academic journal articles. Anonymised 

quotes from the interviews will be used in journal articles and presentations to highlight 

the meaning of experiences for readers, we will however make every effort possible to 

ensure that no identifiable information is used. For example, names and geographical 

locations will be changed for all participants.  

Where can you find out more about how your information is used? 

You can find out more about how we use your information:  

• at www.hra.nhs.uk/information-about-patients/ 

• by asking one of the research team 

• by sending an email to researchsponsor@uea.ac.uk 

How do I take part? 

To take part please contact either researcher via email using the contact details stated 

below. You will then be contacted to discuss a convenient time and place to complete 

the interview. 

Contact details: 

If you would like to take part or have any questions, please contact: 

Becky Samuel       Kirsty Pegg 

rebecca.samuel@uea.ac.uk      kirsty.pegg@uea.ac.uk  

If you have any comments or complaints about the study please contact Dr Sian Coker 
(Programme Director): sian.coker@uea.ac.uk  

Thank you for taking the time to read this information sheet. 

 

https://www.hra.nhs.uk/information-about-patients/
mailto:rebecca.samuel@uea.ac.uk
mailto:kirsty.pegg@uea.ac.uk
mailto:sian.coker@uea.ac.uk
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Appendix I 

Consent Form 

CONSENT FORM  
 

The dyadic experiences of couples and co-parents accessing community 

perinatal mental health services 

 

Name of Researchers: Becky Samuel (Trainee Clinical Psychologist) and Kirsty Pegg (Trainee 

Clinical Psychologist)  

Name of Supervisors: Dr Joanne Peterkin (Consultant Clinical Psychologist), Dr Zoe Scott 

(Clinical Psychologist), Dr Jo Hodgekins (Clinical Associate Professor in Clinical Psychology)  

           

1. I confirm that I have read the information sheet dated 26/03/2024 (version 2) for 

the above study. I have had the opportunity to consider the information, ask 

questions and have had these answered satisfactorily.  

  

2. I understand that my participation is voluntary and that I am free to stop the 

interview at any time without giving any reason, and without our medical care or 

legal rights being affected. If my partner/co-parent would like to stop the interview, 

the whole interview will be stopped. 

 

3. I understand that I am also able to withdraw my data from the study up to two 

weeks after the interview, without giving any reason, and without our medical care 

or legal rights being affected. I also understand that if my partner/co-parent would 

like to withdraw their data, my data will also be removed from this study. 

 

4. I understand that researchers will use anonymised quotes from the interview 

for dissemination of the results of this study (e.g. presentations, conferences, 

publications). All names and geographical locations will be changed in any quote 

used and researchers will make every effort possible that participants cannot be 

identified.  

 

5. I understand that the information held and maintained by the University of East 

Anglia will be held and stored in accordance with UK General Data Protection 

Regulation (UK GDPR). 

 

6. I agree to take part in the above study.   

  

Participant name:             Date:   Signature:  

Name of Researcher:            Date:    Signature:  

Plea

se initial 



157 
 

Appendix J 

Demographic Sheet 

DEMOGRAPHIC INFORMATION SHEET  

The dyadic experiences of couples and co-parents accessing community 

perinatal mental health services 

Researchers: Becky Samuel (Trainee Clinical Psychologist) and Kirsty Pegg (Trainee 

Clinical Psychologist)  

Research supervisors: Dr Jo Peterkin (Consultant Clinical Psychologist), Dr Zoe 

Scott (Clinical Psychologist), Dr Jo Hodgekins (Clinical Associate Professor in Clinical 

Psychology)  

Sexuality: 

[ ] Heterosexual 

[ ] Bisexual 

[ ] Pansexual 

[ ] Gay man 

[ ] Gay Woman / Lesbian 

[ ] Prefer to self-describe ____________________ 

[ ] Prefer not to say 

Age:  

18 to 24 25 to 34       35 to 44   45 to 54      55 and over 

Ethnicity: _____________________________ 

Number of children: ____________________ 

Age of youngest child: 

0-3 months  

4-6 months  

7-9 months  

10-12 months  

Type of partnership: 

In a relationship  

Co-parenting 
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Appendix K 

Topic Guide 

TOPIC GUIDE: 

 

1. Can you tell me about your transition into parenthood? 

a. As individuals? As a couple? 

2. How did your expectations compare to the reality of this 

experience? 

a. Were there differences or similarities in your expectations? If so, 

why might this have been? 

b. How did you navigate this? 

3. Did your experience of perinatal mental health challenges impact 

on the transition into parenthood, and if so, how? 

a. What was the impact on your experience of parenting? 

4. If any, what were the changes in your relationship as you 

transitioned into parenthood? 

a. How did this impact the two of you? (Your mental health? Your 

relationship?) 

5. Did you experience any challenges or hurdles as a couple in the 

transition to becoming parents? 

a. Was there anything that helped manage these challenges or 

hurdles? 

6. How do you support each other with the practical side of parenting 

and looking after your baby? 

a. What are your experiences of giving/receiving this support? 

b. Is there anything that has made giving/receiving this support 

easier? Were there any barriers?  

c. Do you think that this has been impacted by your experiences of 

perinatal mental health difficulties? If so, in what ways? 

7. How have you found managing daily tasks and solving problems 

together during this time?  

General prompts: 

- Can you tell me a bit more about that?  

- Was your experience the same or did you experience this differently? 

- Can you think of an example of that? 
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a. Have there been any changes in who takes on different tasks 

and responsibilities? If so, how do you think the presence of mental 

health difficulties has influenced this? 

8. What have your experiences been of supporting each other to cope 

with both of your mental wellbeing? 

a. What are your experiences of receiving this support? (To each 

person) 

b. How have you found talking to each other about these 

challenges? 

c. Have the ways in which you support each other changed over 

time? 

9. As a couple/co-parent, what support have your received from 

others e.g. friends, family, services? 

a. How has this impacted both of your mental wellbeing/health? 

b. Would you have liked this support to have been different, and if 

so in what way?  

10. Is there anything I have missed or anything else you would like to 

share about your experiences? 
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Appendix L 

Debrief Sheet 

The dyadic experiences of couples and co-parents accessing community 
perinatal mental health services 

 
Thank you very much for taking part in this research project. 

You will be sent a £10 voucher each as a thank you for participating. If you have any 
issues or do not receive this voucher within 2 weeks, please contact the researchers 
using the details below.  

If you would no longer like to take part in the research, you can withdraw your data up 
to 2 weeks from today by contacting the researchers using the details below. Any 
information you have provided will be deleted. The reason for this time period is 
because we will have started understanding your interview and experiences alongside 
that of other participants. After two weeks, if you would prefer, we can ensure we do not 
use any direct quotes of things you or your partner/co-parent have said. This will not 
affect your treatment within the perinatal mental health service in any way. 

This research aims to build on our understanding of couple's/co-parent’s experiences 
of perinatal mental health difficulties. Once we have conducted all of the interviews, we 
will draw themes of experience from the data. This research will likely be completed in 
2025. We will be in touch with the research findings if you have opted in. 

Alternatively, you may find one of the below services beneficial for further support: 

First Response Service:  

T: 111 option 2 

In an emergency please call 999 or present to A&E. 

  

Samaritans:  

Offering 1:1 listening support for anyone.  

T: 116 123 (Free, open 24/7, 365 days) 

E: jo@samaritans.org 

Text: SHOUT to 85258 

 

Relate: 

Offering counselling for relationships. 

W: relate.org.uk (please see the general website for your local centre) 

 

Thank you again for participating, we really appreciate hearing your experiences. 

Contact details: 

Becky Samuel       Kirsty Pegg 

rebecca.samuel@uea.ac.uk          kirsty.pegg@uea.ac.uk  

 

If any of the topics discussed in this interview were upsetting and you feel you 
need someone to talk to, please contact your care co-ordinator/perinatal team who will 
be able to offer support or additional signposting.  

 

mailto:rebecca.samuel@uea.ac.uk
mailto:kirsty.pegg@uea.ac.uk
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If you have any comments or complaints about the study please contact Dr Sian Coker 
(Programme Director): sian.coker@uea.ac.uk  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

mailto:sian.coker@uea.ac.uk
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Appendix M 

Example of Transcript Analysis  
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Appendix N 

Example of Coding Table 

Code Whose 
narrative 

Agreements/di
sagreements 
in experience 

Areas of 
dyadic coping 
aligns with  

Comments 

Feeling lied to 
by others 
about 
experiences of 
having a baby 

MBP Slight 
disagreement 
– partner view 
that maybe 
people do talk 
but maybe 
they don't 
listen 

 Societal impact and 
expectations of 
having a baby - 
idealisation 

Conflict with 
professionals 
to gain 
support/treat
ment 

Partner  Agreement   

Providing 
mutual 
support for 
each other 
when each 
struggling 

PMH Agreement Common 
dyadic coping 

 

Both members 
of the couple 
can’t struggle 
emotionally at 
the same time  

PMH Agreement Common 
dyadic coping 

To support each 
other dyadically as 
when one struggling 
emotionally the 
other needs to 
provide support so 
that they can cope 
together with 
demands of 
parenting 
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Appendix O 

Extract from Reflective Diary (Diary Entry Recorded Following Interview 3) 

Need to consider the impact of having another child on transition into parenthood this 

time and expectations. Also differentially impacts on interaction between perinatal 

mental health difficulties and this experience. This experience creates different 

challenges for the couple relationship and how they cope together with experiences. 

Likely that couples/co-parents where this is their first pregnancy will have different 

experiences. 

Reflected on the impact of being immigrants to this country and the impact of this for 

this couple on their experiences of wider support networks as a couple and what they 

mean to each other. Also, likely cultural impacts and differences in raising children and 

potentially the meaning of mental health difficulties and accessing support related to 

this. 

Reflected that I experienced some challenges around managing the interview process 

and focusing the conversation on the topic guide questions. Consideration for further 

interviews of how much to interrupt to return to structure of topic guide balanced with 

level of interaction between couple and less interviewer involvement.  

Reflected that dyadic design leads to more of an unstructured interview process. Sense 

within this interview that couple contributing equally considering how this reflects how 

they support each other in reality and their relationship dynamics. Felt that systemic 

questioning set the precedent well that I wanted to hear from both partners equally. 

Realisation of how present I need to be as an interviewer to follow and manage dyadic 

interviews. Interesting that the couple apologised for diverting from questions which 

may suggest that they felt that the interview was unstructured.  

Thinking about a potential issue with not switching up the order of interview questions 

– feel that the questions are pretty blended but harder as the interview goes on to keep to 

the interview questions considering what the impact might be of covering both research 

topics.  

 

 


