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ABSTRACT 

This study was conducted for the purpose of gaining insight into the perceived 
experiences of rural health care clients when seeking infertility treatment. This study was 
designed to provide information useful in guiding primary health providers assisting 
those who seek out their infertility services. The study was conducted during a three- 
month period in 2002. Study participants included 16 women residing in North Central 
Montana who had utilized infertility services in Montana over the past five years. 
Participants were between the ages of 20 and 45 years and lived at least 40 miles from the 
nearest city with a population of 50,000. Frequency distributions were calculated for the 
background data. Demographic data were analyzed using descriptive statistics. The semi- 
structured and open-ended questions were analyzed using qualitative research methods. 
Four central themes emerged from this process: (1) satisfaction with care, (2) 
dissatisfaction with care, (3) isolation, and (4) barriers to accessing care. Two of the 
central themes were further broken down into subcategories. Empathy and concern by 
provider as well as accommodation were subsequently found to be associated with 
satisfaction. Lack of local resources, lack of empathy or acknowledgment by rural 
provider, lack of anonymity and confidentiality, and extensive travel and financial burden 
were all allied with dissatisfaction. Implications for primary health providers are 
included. 
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CHAPTER 1 

INTRODUCTION 

Infertility is a disease of the reproductive tract of both men and women and 

infertility is most commonly defined as the inability to conceive after one year of regular 

unprotected intercourse (Morrel, 1997). Infertility is a medical problem that affects 

millions of people worldwide. In the United States it is estimated that 6.1 million women 

are affected with infertility each year and approximately 1.2 million of these women seek 

treatment (U.S. Department of Health and Human Services, Centers for Disease Control 

and Prevention [CDC], 1997). These numbers reflect a significant increase since the first 

measurement in 1988. This upsurge may be linked to advances in reproductive 

technology techniques, delayed childbearing, and the large baby-boomer cohort (Chandra 

& Stephen, 1998). The development of sophisticated techniques in infertility treatment 

over the past 10 years has contributed to more couples/individuals seeking care for 

infertility. Advances such as in-vitro fertilization (IVF) have resulted in previously barren 

women being able to conceive. 

Infertility often carries significant personal and economic concerns as well as 

stress for those pursuing treatment. Malin, Hemminki, Raikkonen, Sihvo, and Perala 

(2001) point out the social stigma that can be associated with infertility: “in the Western 

world motherhood and womanhood are culturally strongly connected and mothering is a 

fundamental part of the social structure” (p. 123). Real or perceived barriers to infertility 
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work-up and treatment can magnify the stress associated with this problem and contribute 

to the significance of the couple’s infertility experience. 

Infertile couples have been the participant of extensive research, however, the 

majority of studies focus on the physiological effects of infertility while ignoring other 

aspects such as the psychological and residential (e.g., rural) issues (Imeson & 

McMurray, 1996). This lack of research is especially acute since 30% of all U.S. women 

live in areas designated as rural (Bushy, 1993). This limitation creates a gap in what is 

known about the delivery of infertility services to those living in rural areas. 

It is known that rural populations have limited access to specialized health care 

(Bushy, 1993). Rural infertile patients may not only have the barrier of geographic 

location but the lack of health care providers familiar with infertility treatment. Since 

infertility is prevalent in all areas of the United States, rural providers, who are most often 

“generalists,” are likely to encounter these patients in their health care settings. 

. Problem Statement 

There are multiple aspects associated with infertility, including physiological, 

psychological, financial, and sociocultural. Little is known however, about the experience 

of infertility for women in rural areas, since much of the previous research has focused on 

physiologic effects of infertility. 
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Project Purpose 

The purpose of this descriptive study is to gain insight into the perceived 

experiences of rural health care clients when seeking infertility treatment. The 

information from this study may help guide health care providers in assisting rural 

individuals in obtaining infertility services by enhancing quality of care. 

Background and Significance 

In the past two decades the utilization of infertility services has markedly 

increased. In 1968, 600,000 women accessed reproductive health care, one million in the 

early 1970s, and two million in the early 1980s. This climbed to 9.3 million women that 

used infertility services in 1995 (Chandra, 1996; Chandra & Stephen, 1998). This 

increase is thought to be related to the introduction of In Vitro Fertilization (IVF) and 

other reproductive technologies, as well as the aging of the large post-World War II 

population boom generation (Chandra & Stephen, 1998; Speroff, Glass, & Kase, 1999). 

There are an increasing number of infertile couples in the U.S., largely related to 

this aging group of baby boomers and their choice to delay marriage and childbirth. 

Additionally, there is a greater awareness of new technologies for infertility treatment and 

a greater availability of services in the urban areas (Speroff et al., 1999). In contrast, the 

rural population of the U.S. is facing health care provider shortages and lacks access to 

specialists such as Reproductive Endocrinologists. The Midwest Center for Reproductive 

Technology located in Minnesota is one example of a paucity of model programs 
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established to access clients in rural states. These clinics provide savings to couples in 

both days of travel and related costs when additional travel days are required (R. 

Corfman, personal communication, September 1,2001). 

Access to infertility services is only part of the equation. Dissatisfaction has been 

identified as another component. The Finnish study conducted by Malin et al. (2001) 

found that fewer than half of the 344 respondents were satisfied with their infertility 

treatment. A better understanding of rural women’s experiences with infertility services 

will decrease the number of dissatisfied patients utilizing these services. Rural providers 

are often generalists. An appointment with an infertility specialist often requires extensive 

travel for the rural infertile population. Rural residents often encounter additional barriers 

associated with travel such as weather, geography, child-care arrangements, extensive 

time away from work, and limited modes of transportation. 

The stress involved with infertility is often not fully addressed and is likely to 

cause psychosocial issues for the couples. The burden of frequent and often spontaneous 

long-distance travel and high costs associated with infertility treatment may increase 

stress for rural residents, leaving couples feeling a loss of control over their lives and 

schedules (Taylor, 1995). Rural practitioners who are educated in infertility work-ups 

could decrease stress and increase satisfaction by taking a thorough history, obtaining 

laboratory studies, and providing the patient with educational information regarding 

infertility prior to their visit with the specialist. Pertinent findings uncovered by the rural 

practitioner during the initial work-up also could provide valuable information for the 

infertility specialist who will be continuing the evaluation and determining available 
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treatment options. In addition to initiating the infertility work-up, less sophisticated 

treatments can often be carried out by the local health care provider; for example, 

initiation of ovulation induction. 

The financial aspect of infertility treatment is another commonly identified cause 

of stress for the users of infertility services. Although certain states have mandated laws 

requiring insurance coverage for infertility services, most infertile couples do not benefit 

due to the many limitations associated with these mandates. Due to the lack of insurance 

reimbursement for infertility services, the patient often incurs large out-of-pocket 

expenses for the evaluation and treatment of infertility. Not surprisingly, such financial 

constraints may limit the ability to seek such services and have an additive effect on the 

stress already experienced. 

For most, the decision to have children heralds the beginning of a period 

characterized by both excitement and reward. The decision to have children usually 

follows the natural progression of leaving home, beginning a career, and defining your 

family unit. For the purpose of this study, the researcher is focusing on married couples as 

the definition of family unit. Accordingly, children are a natural part of love and marriage 

and after several months of trying for pregnancy, most couples conceive. With conception 

comes the proud announcement to family and friends, shopping for maternity clothes and 

baby toys, and emotionally preparing for the changes to come. There are obvious 

powerful positive feelings for those who experience a wanted pregnancy, but for those in 

the infertile population, the decision to start a family brings the beginning of a very 
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difficult life experience. It is this population that the current study will focus upon, more 

specifically, the rural infertile population. 

Prestudv Assumptions 

(1) Rural women experience barriers seeking infertility services. 

(2) Rural women have both positive and negative experiences with infertility 

services. 

(3) Rural women undergoing infertility care are not ill and can verbalize their 

experiences related to infertility services. 

(4) Health care providers in rural areas are a main source of information and 

support for rural women seeking infertility services. 

(5) Rural women undergoing infertility treatment meet a variety of health care 

personnel over a long period of time. 
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CHAPTER 2 

LITERATURE REVIEW 

The History of Infertility in the United States 

Most literature regarding the history of infertility focuses on the developments 

related to assisted reproductive technology (ART). Duka and DeChemey (1994) provide 

valuable insight into the history of the American Infertility Society (APS), the 

organization responsible for bringing together a diverse group of professionals in the 

infertility field. For over 50 years, the APS has been dedicated to the pursuit of 

knowledge about the creation of life. The first publication by the APS in 1946 depicts this 

dedication in “furthering more scientific and efficient handling of the infertility problem, 

including well-directed research, the improvement of methods of diagnosis and treatment, 

and the dissemination of reliable information concerning fertility and sterility” (Duka & 

DeChemey, 1994, p. 2). 

The U.S. census, in contrast, is concerned with recording the birth rates in the 

United States. More than 200 years ago, when the first U.S. census was completed in 

1790, the birth rate was 55 per 1,000 population. The National Vital Statistics Preliminary 

Report 2000 reveals a birth rate of 14.8 per 1,000 population (U.S. Department of Health 

and Human Services, Centers for Disease Control/National Center for Health Statistics, 

National Vital Statistics Reports [NVSR], 2001). There are many postulations for this 

decline of U.S. fertility. Speroff et al. (1999) report the most accepted explanations as (1) 
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changing roles and aspirations for women, (2) postponement of marriage, (3) delayed age 

of childbearing, (4) increasing use of contraception, (5) liberalized abortion, (6) concern 

over the environment, and (7) unfavorable economic conditions. 

The post-World War II population is now reaching their later childbearing years. 

Pressed for time, these women have a desire to achieve pregnancy in a shorter period of 

time. The delayed age of childbearing, along with the condensed interval of time, have 

combined to account for the increase in numbers of couples seeking infertility services. 

Other factors involved with the increased usage of infertility services include a greater 

awareness of infertility treatments, increased availability of services, greater knowledge 

of the diagnosis and management of infertility, and the increased social acceptability of 

infertility. The U.S. National Survey of Family Growth demonstrated that 56% of women 

with impaired fertility had not obtained any professional services (U.S. Department of 

Health and Human Services, Centers for Disease Control and Prevention/National Center 

for Health Statistics, 1997). Similar to the U.S. National Survey of Family Growth 

findings, Stephen & Chandra (2000) reported 42% of the 6.7 million women with fertility 

problems in 1995 had received some type of infertility services. 

Infertility Evaluation 

A couple is usually advised to seek medical help if they have not achieved a 

pregnancy at the end of one year of unprotected intercourse. However, some sources 

recommend that women over the age of 35, or women with irregular menstrual cycles 

should seek care earlier than the standard one-year time frame (Speroff et ah, 1999). 
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Speroff et al. emphasize the effects of age alone on fertility asserting the following: (1) 

aging of the reproductive system plays a role in spontaneous abortion, with the majority 

of early abortions after age 35 being attributed to autosomal trisomies such as Down 

syndrome; (2) women in their 30s have a greater likelihood of being affected with a 

number of diseases such as endometriosis which can interfere with fertility; (3) 

cumulative exposures to occupational or environmental hazards lessening fertility; (4) 

endocrine changes resulting in less follicular competence and increased oocyte loss; and 

(5) decreasing quality of sperm in the aging male. 

The importance of beginning the infertility investigation in a timely fashion is 

imperative, as is an appropriate evaluation process. According to the American College of 

Obstetricians and Gynecologists (ACOG) (1998), a basic infertility evaluation should 

include (1) semen analysis, (2) proof that ovulation has occurred, (3) a post-coital test to 

see how the sperm move through the cervical mucus, and (4) evaluation of whether the 

woman’s fallopian tubes are open to allow passage of the sperm and egg. Hammond 

(2001) agrees with ACOG but also contends that the infertility investigation should begin 

with a complete history and physical examination of the female and male. If a cause is not 

identified through the basic testing, the evaluation becomes more expensive and more 

intensive with more hormonal blood studies, ultrasounds, and even exploratory surgery. 

Accordingly, Hammond emphasizes the importance for infertility to be taken seriously 

and aggressively managed due to the decline in fertility with age alone. 

The literature reveals that other authors present similar guidelines for the initial 

infertility work-up. In his two-part series discussing the office evaluation of infertility, 
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Moghissi (2002a) presents an infertility evaluation similar to ACOG. The author states 

“the objective of infertility testing is to evaluate the anatomic and functional integrity of 

the couples’ reproductive systems and to detect any pathologies that may explain their 

inability to have a child” (p. 82). Moghissi stresses the importance of a targeted and 

efficient evaluation and treatment plan in which the couple has been counseled regarding 

healthy lifestyle modifications as well as common assessment and treatment options for 

male factor infertility, cervical and uterine factors, tubal and peritoneal disease, and 

ovarian factors. 

Treatment of Infertility 

The freezing of living cells dates back to 1776 when a man by the name of 

Lazzaro Spallanzi froze horse sperm in the snow and at a later date noted the recovery of 

sperm motility when it was warmed (Shabanowitz, 1992). However, it has been in the 

past 40 years, that major advances in the management of infertility have occurred. 

Mastroianni states “in the 1950s, the approach to diagnosis and treatment of human 

reproductive failure was primitive and often empiric” (1996, p. 87). 

Many infertile couples have been able to bear children successfully through such 

advances in reproductive technology (ART) such as in vitro fertilization (IVF). The 

Centers for Disease Control and Prevention (CDC) defines ART as including “all fertility 

treatments in which both egg and sperm are handled” (U.S. Department of Health and 

Human Services, Centers for Disease Control, 2001, p. 3). ART specifically does not 

include treatments in which only sperm are handled such as artificial insemination or 
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intrauterine insemination or procedures in which the woman uses medications to 

stimulate ovulation. IVF is a procedure where the woman’s egg (also known as oocyte or 

ova) is retrieved from her ovaries and fertilized with a male’s sperm outside of her body. 

The fertilized egg, now considered an embryo, is then placed into the woman’s uterus. 

For nearly a quarter of a century IVF has been utilized worldwide to assist 

infertile couples in achieving pregnancy. Although it has it roots back to the 1950s, the 

pioneers of this first successful IVF procedure were Drs. Patrick Steptoe and Robert 

Edwards of England. In July of 1978, Louise Brown was the first successful birth 

resulting from the IVF procedure (Paulson, 1994). Other less common ART procedures 

used include gamete intra fallopian transfer (GIFT) and zygote intra fallopian transfer 

(ZIFT) (U.S. Department of Health and Human Services, Centers for Disease Control, 

2001). 

With technological advances, the target population for ART services has 

broadened. According to Speroff et al. (1999): 

The initial experience with in vitro fertilization involved women with 
tubal disease, but early in the 1980s, the treatment was extended to 
individuals with male factor infertility, unexplained infertility, 
endometriosis, and immunologic causes for infertility. In addition, a high 
degree of success has been obtained using donor oocytes for women with 
premature ovarian failure or decreased ovarian function, (p. 1134) 

With the evolution of ART, the success rate of FVF has improved dramatically. In 

the United States alone there are 399 FVF programs (Speroff et al., 1999). The CDC (U.S. 

Department of Health and Human Services, Centers for Disease Control, 2001) provides 

useful documentation related to ART throughout the U.S. for those desiring in-depth 
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analysis. In addition, data produced by U.S. clinics using ART techniques to treat 

infertility provide valuable information regarding those factors contributing to successful 

ART treatment, as well as a reliable source for the public to utilize when choosing an 

ART clinic. 

In the 1960s, with the development of reliable hormonal assays utilized to assess 

the causes of ovarian failure, came an enhanced understanding of the basic ovulatory 

process. The determination of ovulation was detectable by basal body temperature testing 

which proved to be effective and useful enough to still be utilized today. Basal body 

temperature charting requires that the woman test her body temperature at the same time 

each morning prior to rising out of bed, chart the results, identify ovulation by a rise in 

body temperature for three consecutive days, and ensure that intercourse occurs at the 

time of ovulation. Mastroianni (1996) contends that the temperature chart was the 

mainstay of infertility management and for years remained the only reliable method for 

the assessment of ovulation. Currently, the most common means of monitoring ovulation 

include luteinizing hormone (LH) kits which test the woman’s urine and detect 

luteinizing hormone, ultrasound, and serum testing of progesterone levels at 

approximately seven days after presumed ovulation. 

Basal body temperature testing among other ovulation prediction methods 

continues to be a part of the infertility evaluation and treatment protocols. Moghissi 

(2002a) addresses the inclusion of basal body temperature testing and recording as well as 

LH kit monitoring in the documentation of ovulation. In addition the author discusses the 

use of serum hormone level testing, ultrasonography, and endometrial biopsies as 
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commonly performed techniques utilized in documenting ovulation during an infertility 

work-up. Many of these techniques can be completed by most generalists involved in the 

evaluation and treatment of the infertility. 

Once the cause of the infertility is determined, treatments for infertility other than 

ART can be carried out by rural providers who are comfortable and trained in such 

procedures. Such procedures may include ovulation induction, artificial or intrauterine 

insemination with donor or husband sperm, as well as other hormonal manipulation such 

as thyroid replacement or treatment for hyperprolactinemia. In rural areas, the general 

practitioner is the most likely to offer such services. 

The General Practitioner and Infertility 

Several studies emphasize the importance of the role of the general practitioner in 

infertility. After completing an investigation focusing on the management of infertility in 

general practice, Hargreve and Mills (1998) contend “the general practitioner should be 

familiar with the variety of techniques available to couples for the treatment of infertility 

in order to do an examination and to know when referral to a specialist is appropriate” 

(p.1438). The authors used their 10 years of experience in gynecology and urology to 

focus on those aspects of infertility relevant to general practitioners and primary care 

physicians. The authors support Moghissi (2002b) regarding the importance of general 

clinicians being knowledgeable about the type of evaluation needed for couples seeking 

infertility services. They also stress that referral to an infertility specialist is appropriate 

when delaying care for the couple might possibly result in a bad outcome. 
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Lilford and Young (1992) stress the value of the long-standing relationship 

infertile couples have with the general practitioner. It is often the general practitioner who 

will guide the couple to specialized care after starting the infertility investigation. In 

addition, the general practitioner is often the person who provides much needed 

emotional support for the couple before, during, and after treatment. Since time is of the 

essence for many infertile couples who have delayed childbearing, it is especially 

important for the general practitioner to refer to a specialist if no obvious cause is 

identified. 

Other literature supports the role of the generalist in infertility treatment as well. 

Trantham (1996) maintains “infertile couples often consult their family physician, who is 

especially well suited to initiate evaluation and early treatment” (p.1001). Further, the 

general practitioner’s treatment of infertility should include patient education and 

counseling, as well as the use of medications for anovlulatory women. Mastrioanni, 

Morell, Sokel, and Begany (1997) also stress that primary care practitioners providing a 

thorough assessment, the appropriate referrals, and emotional support can help infertile 

patients through a trying time. 

Psychology of Infertility 

Infertility treatment is very stressful and often results in unfavorable experiences. 

A recent study of 346 infertile patients conducted by Malin et al. (2001) concluded that 

fewer than half of the respondents reported satisfaction with their infertility treatment. 

The study was designed to investigate Finnish women’s experiences when undergoing 
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infertility treatment. The most common infertility treatment provided these women was 

hormone medication. Very few needed to undergo more intensive therapy such as IVF. In 

their findings related to patient satisfaction, the most commonly identified reason for 

treatment satisfaction was having a child with the help of the treatment. Conversely, the 

most common reason cited for dissatisfaction involved a poor relationship with health 

care personnel. Importantly, Malin et al. described women’s most positive and negative 

experiences with their infertility treatment being linked to relationships with the doctor or 

health care personnel rather than with the treatment issues themselves. The authors 

observed “the longing to have one’s own child embraces so much symbolically, 

psychologically, and socially that it can provide a strong justification for expressing 

discontent” (p.130). The Finnish study maintains that infertile patients are assertive 

consumers who tend to be active, and even demanding at times, which may be a 

reflection of their feelings of helplessness. 

The Advanced Practice Registered Nurse (APRN) can assume an active role in 

helping couples both emotionally and psychosocially who are involved in infertility 

treatment. Olshansky (1996) presents a theoretical foundation based on results from her 

previous works which were generated by grounded theory research. The author concedes 

that the sample size was small and more research is needed but asserts that three 

important concepts emerged: (1) identity/sense of self, (2) meaning, and (3) quality of 

life. Olshansky contends that these concepts may guide the practitioner to develop 

theoretically grounded nurse-counseling interventions to better serve patients involved in 

infertility treatment. 
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In a phenomenological study conducted by Imeson and McMurray (1996), six couples’ 

experiences of infertility were extensively examined. While the study was limited by the 

small sample size and lacked external validity, four key themes emerged from the data: 

(1) life changes, (2) powerlessness, (3) disappointment cycle, and (4) social isolation. The 

essence of the experience of these six couples is described by Imeson and McMurray: 

Their shared experiences were exemplified in the way infertility had 
changed their lives, including lifestyle, physical, emotional and relational 
elements. They were deeply concerned about having lost control over 
many of their lives. Cycles of hope and disappointment pervaded their 
lives, and they reported feelings of social isolation associated with being 
infertile, and the concomitant difficulties in having to deal with the 
inappropriate responses of others, (p. 1016) 

Imeson and McMurray (1996) concluded that couples involved with infertility 

treatment undergo a profound experience affecting all facets of their life. Lastly, they 

emphasized infertile couples need responsive and appropriate reassurance, information 

and support more than anything else. 

In his descriptive study of 25 infertile women, Gonzalez (2000) identifies five key 

themes providing a theoretical framework for the increased awareness of the phenomenon 

of infertility to guide the practitioner in developing a caring and supportive role when 

counseling infertile women. Although the authors describe their findings differently, the 

central themes are similar (Gonzalez, 2000; Imeson & McMurray, 1996). Gonzalez 

identified: (1) failure to fulfill a prescribed societal norm, (2) assault on personal identity, 

(3) mourning, (4) transformation, and (5) restitution. Although the female respondents 

described a process of restitution, no one reported that the struggle with infertility was 

resolved. Gonzalez maintains that “despite the achievement of a realistic perspective, the 
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inability to conceive and bear a child continued to be a significant factor in the definition 

of self’ (p. 627). He emphasizes that the devastating emotional stress experienced by 

infertile individuals is directly linked to the societal meanings of parenthood. This study 

offers a framework to assist providers involved with individuals experiencing infertility. 

Gonzalez contends “interventions based on this framework can facilitate an increased 

conscious awareness of the ideological pressures and negative self-perceptions that distort 

the meaning of existing societal conditions and, therefore, increase the feelings of 

alienation associated with infertility” (p. 629). 

In a study investigating the long-term impact of reproductive experiences on 

women’s lives, Zucker (1999) collected data from 107 white female college graduates 

when they were 47 years old. Although this study was not limited to infertility, as it 

included other reproductive difficulties such as abortions and miscarriages, these 

participants also reported feelings of helplessness, powerlessness, and loss of control. 

Using the stress and coping model, Zucker found each reproductive difficulty provides its 

own stressors eliciting varying types of coping responses. The author maintains the stress 

and coping model is useful in predicting and understanding women’s reactions to a 

variety of reproductive difficulties. An important limitation of this study was client recall, 

as the events may have happened many years prior to the interview. As a result, the actual 

duration or intensity of the emotions are unknown. Zucker’s findings are also limited in 

generalizability, as this study only included college graduates. 

Taylor (1995) also reports psychosocial stress declaring that couples unable to 

have children are at high risk to suffer from emotional stress resulting in both partners 
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losing control of their lives, their selves, and even their marriage. She asserts “the stress 

of infertility is often overlooked or not fully appreciated” (p.12). Taylor is one of the few 

authors addressing the rural infertility population, focusing on counseling for infertile 

couples. Not surprisingly, she reports rural couples have additional stressors and no ready 

access to social and psychological support. She suggests “in addition to geographical 

isolation, rural couples are generally less familiar with counseling services than are their 

urban counterparts and therefore less likely to seek psychological help” (p.14). Taylor 

contends that established IVF clinics managed by outreach programs are better able to 

assist rural populations and are an immense help to couples. There are usually ample 

patients awaiting care in urban areas providing clinics with adequate business. As a result, 

clinics do not have a vested interest to provide outreach services to rural inhabitants. 

An understanding of how couples perceive their experiences with infertility 

treatment will foster better and more responsive care. During in-depth interviews with 25 

infertile couples, Blenner (1992) found that infertility treatment creates a highly stressful 

experience for patients. Blenner contends that the stressful aspect of infertility treatment 

may be counterproductive to the aim of health care practitioners whose main objective is 

to enhance fertility. Blenner notes: 

Health care providers’ competence and sensitivity and environmental 
comfort as perceived by the patients were the key components that 
mediated patients’ stress. Initially, patients made the assumption that 
professionals were competent and sensitive. However, through repeated 
interactions some came to question their assumptions. While professional 
sensitivity was emotionally felt, assessment of competence came through 
knowledge acquired by reading or speaking with other infertile patients. 
(1992, p. 98) 



19 

Blenner (1992) found patients doctor shopping as a reaction to dissatisfaction with 

their current care. The patients searched for new physicians by comparing the 

backgrounds of local infertility specialists. Although somewhat dated, the study provides 

invaluable information regarding patient experiences with infertility services. Rural 

settings provide few infertility specialists. Considering there are limited providers from 

whom to choose, Blenner emphasizes nurses play a pivotal role in patient stress 

mediation and urges “ongoing assessment of patients’ stress and tolerance for specific 

treatment protocols” (p. 97). It is suggested that possible interventions such as slowing 

the pace of treatment, offering respite from a few months of treatment, or replacing one 

form of treatment with a less demanding one all may mediate patient stress during 

infertility treatment. Lastly, Blenner emphasized intervention programs directed at easing 

the burden of treatment should be tested, and large-scale quantitative studies would 

benefit practitioners by identifying stressful areas of treatment so that effective strategies 

could be devised for managing those stresses. Research has often neglected the rural 

infertile population, which further challenges those rural couples pursuing infertility 

treatment. 

In addition to stress, isolation and loneliness have also been identified. In the 

infertile population, Jirka, Schuett, and FoxalTs (1996) study compared loneliness and 

social support of infertile wives and husbands. Although limited by the small 

convenience sample of volunteer couples, the findings of this study provide valuable 

insight into the importance of assessing the couple for loneliness and available support 

systems. Wives were found to experience more feelings of loneliness, and even reported 
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no longer being close to anyone and people were around them but not with them. 

Findings in this study suggest women and men differ in their response to infertility and 

women may be more likely than men to experience feelings of loneliness. Finally, as 

Blenner (1992) proposed, the authors also found nurses play an important role in 

determining ways of increasing social support and decreasing loneliness resulting in a 

more positive adjustment to the infertility experience. Future research was identified by 

the authors as imperative for the development of specific nursing interventions designed 

to provide social support to infertile couples. 

Feelings of failure are also common to the infertile population. Cheney (2002) 

contends, “for many couples, the inability to get pregnant may be the first time in their 

lives when they have met failure” (p. 21). Many of these couples are faced with the irony 

of trying diligently for many years to prevent pregnancy, to the prospect of being childless 

with out medical intervention. 

Barriers to Care/ Rural Health Care 

Access in rural areas is limited for many reasons including the closure of many 

rural hospitals. Scheffler (1996) states: 

Unlike urban settings, closure of a rural hospital may result in a loss of 
reasonable access to emergency and acute care for rural residents when 
there are no other local alternatives. An exodus of primary care providers 
and loss of community-based services often accompany hospital closure, 
leaving rural dwellers with few local resources. Distance, geography, 
weather, lack of public transportation and poverty all complicate access 
when travel to distant communities is required, (p. 276) 
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Scheffler (1996) also contends that approximately 27% of the U.S. population 

lives in rural areas, and the potential loss of access to care from the many hospital 

closures is a national concern. Accordingly, advocacy is needed for rural residents and 

their requirements for health care. 

If the provision of care in rural areas is a struggle, measuring the quality of care is 

even more difficult. Moscovice and Rosenblatt (2000) address the issue of quality of care 

for rural health, noting that health care professionals have better outcomes when they 

frequently perform procedures. Health care quality should be measured not only by 

whether the patient lives or dies but also assessing the availability of providers, their skill 

level, the personal interaction between the patient and the doctor, and the provider’s 

ability to meet the unique needs of the patient. Rural inhabitants choose rural life over 

urban life, often deliberately trading city amenities such as a broad spectrum of health 

care services, for the tranquility and simplicity of day-to-day living. 

Some rural areas lack even basic health care services and personnel. Small, 

isolated towns have had the greatest impact. Physician recruitment and retention have 

been especially difficult for rural communities. Primary care in rural areas has been 

affected by the lack of physicians locating in these areas. In an article discussing primary 

care access, Davis, McAdams, and Tilden (1994) note: 

Many rural communities do not have the financial resources, population 
base, or sociocultural enticements to sustain a physician driven, 
comprehensive primary care system. To resolve these issues, communities 
and their leaders must learn to understand that primary care can be 
delivered in a variety of settings by many kinds of health care 
practitioners. Primary care, especially in rural areas must redefine itself 
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and employ new delivery models to ensure efficient and capacious use of 
diminishing human and financial resources, (p. 215) 

The authors further report of many rural communities having been successful in 

alleviating the difficulties of physician recruitment by utilizing mid-level practitioners 

such as Nurse Practitioners. Davis et al. (1994) emphasize linkage of rural services with 

regional partners and agreements to share both service and governance of such 

arrangements resulting in improvement in access and healthcare outcomes of rural 

residents. 

Just as rural health care is a challenge, Bushy (1993) maintains that rural women’s 

lives are characterized by a number of conditions which may be particularly stressful. In 

her works, Bushy contends “the physical and psychological well-being of rural women 

has been, for the most part, a neglected topic” (p. 187). Services for women in rural areas 

are lacking and some report a restricted access to obstetric care is largely related to the 

high cost of malpractice insurance which must be paid by the physicians and hospitals 

providing those services. Many rural communities, therefore, are without obstetrical 

providers. Rural women experience other access to care barriers such as excessive 

distances, lack of accessibility to transportation, insufficient financial resources to pay for 

services and unavailable child care services. Additionally, extreme and often severe 

inclement winter weather conditions are common deterrents to health care access. 
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Financial Aspects of Infertility 

Even though infertility affects both men and women of every racial, 

socioeconomic, ethnic, and religious group, the access to infertility treatment is often 

limited or denied to infertile persons. The lack of medical insurance or the exclusion of 

infertility treatment by insurance plans leaves most couples with out-of-pocket payment 

for services that range anywhere from hundreds to thousands of dollars. Angard (2000) 

states “this creates a financial hardship and it’s not unusual for a couple to deplete 

savings or to go into debt trying to conceive a child” (p. 22). While Angard contends 

evidence has demonstrated that nearly two thirds of infertile couples achieve pregnancy 

through low-cost methods, only 12 states have mandated insurance coverage for infertility 

services. 

In addition to the state mandates, a recent landmark Supreme Court decision ruled 

that the inability to reproduce is a disability. Resultantly, infertile people are protected 

under the Americans with Disabilities Act (Aronson & Matthews, 1999). Although this 

ruling may offer hope to infertile couples, it may require individuals to take their case to 

court until insurance companies and state legislation follow suit. Like many others, 

Aronson and Matthews declare “infertility is a medical disability like any other and 

should be covered as a disability” (p. 24). 
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Summary 

The existing literature reveals that infertility is considered to have varying 

etiologies as well as a variety of treatments. Infertility can have serious consequences in 

relation to the disruption it causes in a couple’s normal activities of daily living; for 

example, work, family dynamics, finances, and a positive sense about self. Those dealing 

with infertility endure psychological distress and the disruption of significant 

relationships especially when family and community members convey a lack of 

understanding. While there have been major advances and significant foci around the 

treatment of infertility, the unique needs of the rural population have been neglected. This 

exploratory study of rural women’s experiences with infertility treatment will be guided 

by the work of Malin et al. (2001). The purpose of this descriptive study is to gain insight 

into the perceived experiences of rural health care clients when seeking infertility 

treatment. 
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CHAPTER 3 

METHODOLOGY 

The purpose of this descriptive study is to gain insight into the perceived 

experiences of rural health care clients when seeking infertility treatment. This study was 

designed to provide information useful in guiding rural health care providers assisting 

those who seek them out for infertility services. The study identified and categorized 

those experiences found to be satisfying, dissatisfying, and the various barriers to 

accessing care for this rural population seeking infertility services. The project design, 

sample population, research instrument, data analysis, individual question analysis, and 

the protection and rights of human participants are discussed in this chapter. 

Project Design 

A qualitative descriptive design was chosen to explore the perceptions of rural 

women regarding their experiences with infertility services in Montana. The unique 

strengths of interpretive research that yields detailed and rich data were considered to be 

vital in learning about rural women’s experiences with infertility. The data interpretation 

of this qualitative research is intended to produce knowledge for generating 

understandings about the rural infertile population that can be used by others (Rossman & 

Rallis, 1998). The questions developed for the purpose of this study were identified 

through the review of literature. The Finnish study of women’s experiences with 

infertility by Malin et al. (2001) was used as a model to guide the development of the 
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questionnaire. For the purpose of this study, the researcher developed a questionnaire 

(Appendix D) to address basic demographics such as age, race, and education for 

comparison to other literature findings. The study questionnaire (Appendix E) was 

developed to encompass experiences perceived as satisfying and dissatisfying, positive 

and negative, and aspects unique to the rural population such as barriers to accessing care. 

Through analysis of the study data, the researcher intended to capture insight into rural 

women’s experiences with infertility services, a seldom studied aspect of rural health 

care. 

Sample 

The sample population for this study consisted of women residing in North 

Central Montana who have utilized infertility services in Montana over the past five 

years. The inclusion criteria included (1) female gender, (2) between the ages of 20-45 

years, (3) have utilized infertility services in Montana during the past five years, and (4) 

residing in a North Central Montana community of less than 10 people per square mile 

and at least 40 miles from the nearest city with a population of 50,000 during the time 

they utilized infertility services in Montana. 

A purposive and convenience sample was suitable for establishing a beginning- 

level descriptive database about rural women's experiences with infertility services. 

Perspective participants were either known to the researcher or were identified by 

OB/GYN physicians in Great Falls, Montana. Patton (1990) notes that purposeful 

sampling allows the researcher to learn a great deal from “information rich” cases that 
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have issues of central importance to the purpose of the research. Additionally, using a 

convenience sample allows the researcher to pick participants that are easy to access and 

inexpensive to study. Patton (1990) notes that even though convenience sampling is the 

most common sampling strategy, it is not necessarily the most desirable. In this study 

however, it allowed the researcher to get the most information of greatest utility from a 

limited number of participants.. 

Steps of Data Collection 

(1) Montana State University College of Nursing Human Participants Review 

Committee approval was obtained January 14, 2002. (Appendix A) 

(2) Obstetrician/Gynecologists in Great Falls, Montana, were asked to contact 

potential participants to ascertain whether or not they would be willing to participate in 

the project, and if their name(s) could be submitted to the researcher for contact. 

(3) Individuals willing to participate in the study were contacted by the researcher, 

confirming their interest to participate in this study. 

(4) Confirmed participants were asked to identify other persons who might be 

willing to participate. 

(5) A study package containing (a) a letter to the participant (Appendix B), (b) 

two informed consent forms, one of which was signed and returned and the other to serve 

as a copy for the participant to keep (Appendix C), (c) a demographic data form 

(Appendix D), (d) a study questionnaire (Appendix E), and (e) a self-addressed postage- 

paid envelope in which to return the completed forms was sent to each participant. 



28 

(6) Anonymity of records was maintained by the coding of all returned 

questionnaires and removing any identifying information. 

(7) Completed questionnaires and demographic data sheets were prepared for data 

analysis by the researcher. To maintain confidentiality, data was only identified by 

participant code. 

(8) Participants were informed on the cover letter that additional information or 

clarification of answers needed by the researcher would be gathered by follow-up 

telephone interview(s) which would be audio taped for transcription at a later date. 

(9) Data collection efforts would cease at the end of a five-week period or when a 

minimum of 10 completed study questionnaires were returned. 

Instruments 

A demographic questionnaire (Appendix D) was devised to compare Montana 

rural infertile clients to other research studies related to the use of infertility services. 

Demographic data obtained through the background questions included (1) basic 

characteristics (e.g., age, race), (2) yearly income, (3) occupation and employment status, 

(4) distance to health care providers, (5) health insurance status, (6) usual place of health 

care services, and (7) primary health care provider (e.g. M.D., N.P., P.A.). Frequency 

distributions were calculated for this background data. Demographic data were entered in 

Excel® spreadsheets and, where appropriate, analyzed in order to establish means, ranges 

and percentages. 
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The researcher was unable to identify a tested data instrument to utilize for the 

purpose of studying rural women utilizing infertility services, however the work of Malin 

et al. (2001) was used as a model to devise a new survey tool for this study. The 

questionnaire (Appendix E) was reviewed by three obstetrician/gynecologists, the College 

of Nursing Humans Subjects Review Committee, as well as the researchers project 

chairperson for input prior to using it for this study. Prior to distribution, the 

questionnaire and demographic sheet were revised based on recommendations and 

feedback from the reviewers. 

Because the intent of this study was to obtain the most complete and candid 

responses, a mailed questionnaire was utilized as the tool of choice. The questionnaire 

was mailed to study participants to allow them time to contemplate their responses and 

increase their comfort level by answering questions in private. As the literature indicates, 

infertility is a very personal private issue. According to Salant and Dillman (1994), mail 

surveys provide a sense of privacy and are often found to be easier to answer personal 

questions if the interviewer is known to them. The researcher felt that face to-face and 

telephone interviews would not have allowed for honest, candid responses. The mailed 

survey also facilitated participant flexibility as the questionnaire could be completed 

during self-scheduled time. 
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Data Analysis 

The purpose of this descriptive study is to gain insight into the perceived 

experiences of rural health care clients when seeking infertility treatment. Demographic 

data were analyzed using descriptive statistics. The semi-structured and open-ended 

questions were analyzed using question analysis research methods. Since rural women 

with infertility have been essentially a neglected population in the study of infertility, 

qualitative descriptive methodology was a suitable perspective for the purpose of this 

exploratory study. 

Qualitative research analysis for this study consisted of a search for themes of 

commonality across participants as well as a search for natural variation in the data. The 

researcher conducted an analysis of each individual question and analyzed the answers to 

the returned questionnaires in order to construct categories of recurring or similar 

responses. The categories elicited from the data were constantly compared to data 

obtained earlier in the data collection so that commonalities and variation could be 

determined (Bums & Grove, 2001). The data findings were also compared to findings in 

the literature. 

Question Analysis 

In order to maintain anonymity, numbers were assigned to each participant. 

Reference to participants are seen by number for the purpose of this paper. For example 

participant number 01 will be identified in tables as 01, and in text quotations as [01]. 
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Question #1 

Who was the first health care provider you contacted regarding your concerns 

about not being able to become pregnant? Please give specifics about that providers 

location and specialty, as well as how you felt about that experience. 

Table 1. Initial Health Care Provider Contacted Regarding Infertility. 

Physician (M.D.) 

Nurse Practitioner (N.P.) 

Physicians Assistant (P.A.) 

“(10) 

11(5) 

n(l) 

Comments: 

01 ... was helpful with information about taking my temperature and charting it. 

03.. .not real helpful...when unable to help me there was not referral to a specialist. 
Basically told me to keep trying and just relax. 

09.. .was so supportive and even met me at the office to do an ultrasound on a Saturday 
morning.. .always went the extra mile for me. 

14.. .was very accommodating. It became depressing for me when we stopped clinic 
visits. 

18.. .such a broad range of patients that (provider) really just did not have the time, 
experience or knowledge to deal with infertility. 

19.. .(provider’s) encouragement and support made the unsettling ordeal bearable since 
my partner could not relate 

21.. .made a few phone calls for me to get some names of providers specializing in 
infertility.. .very helpful and caring concerning all of our infertility treatments. 

22.. .never really talked to me, I just felt talked about. 

23.. .it is a very stressful situation, but having to travel at a moments notice made it 
worse. 

24.. ..felt like (providers) were working with one of the best infertility doctors. 
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Question #2 

Were you generally satisfied with your local (your community) practitioner during 

your infertility treatment? Please explain and be specific or give examples. 

Table 2. Level of Satisfaction with Care from Local Practitioner.  

Not at all= n(8) 

Comments: 

03.. .did not give me much info. I did not feel like (provider) took me seriously. 

12.. .no one in (local area) deals with infertility 

14.. .thought we were making a big deal out of nothing 

15.. .1 would not go to (local provider) for infertility help! Never.. .1 would only go to 
my Gynecologist 

18.. .the only local involvement in my infertility treatments was an occasional blood 
test.. ..not committed to infertility patients. 

22.. .1 was very depressed and felt like I had done something wrong in my life cause I 
was unable to have a child. 

24.. .we don’t have any infertility treatment in or area. 

Somewhat = n(0) 

Mostly = n(2) 

Comments: 

01.. .they were helpful and knowledgeable. I could always get questions answered 

23.. .1 really like and trust my practitioner, however there were times when I couldn’t 
get a hold of (the practitioner) in time for a cycle and would have to wait because 
when I was called I couldn’t just run over to the office. 

Completely = n(4) 

Comments: 

08.. .1 have to travel to see my practitioner.. .that is about 125 miles one way to 
travel.. .my practitioner seems generally interested in my condition, and that means a 
lot to me. 
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09.. .1 did not see a local practitioner because I knew that there was nothing available in 
my area. (Provider) truly empathized with me.. .was very thorough and knowledgeable, 
so I trusted (the provider) completely. 

13.. ..thorough and concise in treatments...was concerned about me in all aspects, from 
emotional to physical needs. The only fault I have is that living out so far, it was 
inconvenient to come as needed for tests and medications. 

19.. .(provider) and staff were extremely accommodating.. .were accessible for all of 
my many, many questions. 

21.. .very helpful and did the initial calling for us. (Provider) is very caring and got 
totally involved.. .1 was able to talk with (my provider) about a lot of my frustrations. 

No answer = n(2) 

Comments: 

04.. .1 did not seek professional help in my community. There was none. 

Question #3 

Do you feel like your local (your community) practitioner provided you with 

adequate information regarding infertility? 

Table 3. Provision of Adequate Information Regarding Infertility from Local Practitioner. 

Not at all = n(8) 

Comments: 

03.. .neither provided me with much of anything as far as information goes. 

12.. .1 was just happy to be referred to a specialist. My local practitioner wasn’t 
experienced in infertility. 

14.. .No information was provided because (provider) did not have a lot of practice in 
the field.. .also felt that if we were to seek information it would only make us dwell on 
a problem that was non-existent. 

18.. .my practitioner did not relay any sufficient interest in my OB problems that would 
have given me the confidence in (the providers) ability to help me. 

22.. .before that (seeing specialist) I didn’t get any info that made any sense.. .just take 
this pill and have sex on days 10-14 of cycle. 



34 

24.. .no treatment or information in our area 

Somewhat = n(l) 

21.. .provided me with what (provider) knew. I knew from the beginning that 
(provider) did not know everything that needed to be done. Coming from a rural 
community you get used to the idea that you will probably have to go elsewhere to see 
a specialist. 

Mostly = n(2) 

Comments: 

01 ...I was provided with enough information to understand how the female 
reproductive system works. 

23.. .1.sometimes felt as if I had to do my own research to find things out about the 
possible causes of my infertility.. .1 felt as if I wasn’t being asked enough questions 
regarding my treatment and problems. 

Completely = n(5) 

Comments: 

08.. .has given me adequate information 

09.. .had a very thorough knowledge of infertility, not only from a (providers) 
standpoint, but also from the patient’s. 

13.. .1 know way more than I care to know about the female reproductive system. 

15.. .gave me as much information at the time that I could have handled. I felt that it 
would have been more depressing had (provider) laid it all down right away. I got the 
information as I needed to know. 

No answer = n(0) 
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Question #4 

Who referred you to a specialist in infertility? 

Table 4. Source of Referral to Infertility Specialist. 

Local Practitioner Friend Family Member Other 
n(10) n(D n(2) n(3) 

Question #5 

Did you use any of the following sources for information about infertility? Circle 
any. 

Table 5. Sources of Information Utilized for Information About Infertility. 

Newspaper 
n(2) 

Internet 
n(12) 

Library 
n(3) 

Bookstore 
n(9) 

Magazine 

n(l 1) 

Other 
n(5) 

Comments: 

01.. .It helped to read books to get detailed information and ideas so that I could ask 
questions. 

03.. .The internet has wonderful resources. It helps you to understand what is going on 
with your treatments and infertility. I also talked in great detail with a friend who also 
had infertility treatments. She was more helpful than anything 

09.. .1 didn’t learn a great deal from outside sources. There seemed so many questions 
but no real answers. 

18.. .A friend lent me a book that was very helpful in describing infertility protocol and 
defining terms.. .It was from this book that I actually self-diagnosed my problem and 
then later my (provider) confirmed my suspicions. 

19.. .1 visited a chat room a couple of times. 

21.. .1 have a couple of friends that have gone through all the treatments. I was able to 
get all of my questions answered on how and what would happen with each procedure. 

22.. .Internet has so much info.. .1 read to much I think. 

24.. .Internet was a big help 
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Question #6 

What type of counseling/support system did you use during infertility treatment? 

Circle any that apply. 

Table 6. Type of Counseling/Support System Utilized.     

Counselor Family Friend Church Nurse MD NP PA Other 
n(l) n(9) n(5) n(2) n(0) n(l) n(6) n(l) n(2) 

Comments: 

15.. .having an infertility problem came with a self-inflicted defective feeling. So living 
in a small community I kept my problem a secret. 

18.. .My most valuable supporter was my husband who really was my partner in the 
whole process... We shared infertility jokes and frustrations. 

21.. .Didn’t have a support group which would have been very helpful 

22.. .1.kept things to myself 

Question #7 

Some researchers have found that rural communities do not have adequate 

support/counseling service available, or that people in rural communities do not feel 

comfortable utilizing their local counselors. Please tell me about any feelings you have 

about your local support system/counselors, either positive or negative experiences. 

Table 7. Feelings Regarding Local Support System/Counselors.  

Comments: 

01.. .1 never checked into any support/counseling services. I wouldn’t have felt 
comfortable utilizing one. 

03.. .1 love our local counselor. I am very comfortable with her and she seems to 
genuinely care for me. I have in the past not chosen to contact the counselors in my 
town because it is so small, there are times when I felt they couldn’t be trusted with 
confidentiality. 

04.. .There is no local support system that I am aware of. 
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08.. .1.don’t think that there is adequate resources available, also there is no support 
groups in the area. 

09.. .1 am unaware of any practitioners who deal with infertility in our rural 
community. I am also unaware of any counseling services beyond the local church that 
would have been available. All in all, I think that infertility is viewed in the rural 
communities as a rare problem that it really doesn’t need to be addressed 

13.. .1 never did look into counseling services available. I had friends and my husband 
going through similar experiences and I utilized them. 

12.. .(local community) isn’t equipped for someone with infertility problems. 

14.. .we have found that because we live in a rural community, services are either not 
available or available at certain times during the month, which makes it difficult to 
schedule appointments. We have also found that the rules of confidentiality are broken 
quite often in small towns. 

15.. .1 will honestly say that if there were support/counseling things in our community, 
I would not go. I feel like being infertile comes with a defective feeling, and that is the 
last thing that you want your community members to think of you. 

18.. .1 have no idea what types of local support/counseling would be available here. I 
do know that in a rural community, it is very difficult to get the confidentiality one 
deserves. 

19.. .Infertility is a difficult issue to face, especially in a rural area. It seems to be 
looked upon as a sort of unnatural failure and is a popular topic of gossip. 

21.. .1 wish that I would have had a support group to meet with. I really needed to be 
able to cry, scream, or what ever to relieve my frustrations 

22.. .People chose to live away from big cities then they need to also understand that 
small town/rural areas only can have a few group activities, so they will have to travel 
more to get the things that they have in the larger town. 

23.. .1 would not use any local support system, because in the small community that I 
live in everyone talks and no one can keep their mouths closed. Therefore, I would 
never trust them. 

24.. .we felt pretty alone at times because there is no help in our area and also the 
people within the community didn’t know how to deal with what we were going 
through and also couldn’t understand why we were going through so much work and 
expense to have a baby. 
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Question #8 

Tell me about your most positive experience with your local (your community) 

provider during your infertility treatment or investigation. 

Table 8. Most Positive Experience with Local Practitioner.  

Comments: 

01.. .always encouraging and able to answer questions. 

03.. .When I first contacted (provider) about my plans for treatment...(the provider) 
was thrilled. 

08.. .gives me a lot of hope.. .seems to know what (provider) is doing with my 
problem, taking the right steps, and giving me the right medication.. .treats me like an 
individual with my own special problems. 

13.. .knowing that there was hope of my body working and seeing the results of all 
things invested turning to a positive outcome. 

15.. .1 think that if I did not have the support from (provider), I would not have 
continued for so long. 

18.. .One gal took an interest in me and was always very positive. However, I still 
worried about confidentiality. 

19.. .1 was comfortable enough with (provider) that I could dissolve into tears if I 
needed to... and even met me after hours to accommodate my hectic schedule. 

21.. .Even though (the provider) didn’t know much about all the treatments and 
procedures I had to go through.. .was there for me to talk to.. .is a great friend who I 
talk with often 
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Question #9 

Tell me about your most negative experience with your local (your community) 

provider during your infertility treatment or investigation. 

Table 9. Most Negative Experience with Local Provider.  

Comments: 

01 ...Since it is such a great distance to town, the early morning appointments were 
frustrating. Having to have the tests done at the lab by a certain time was inconvenient. 

03.. .really set me back in hoping to find treatment. 

08.. .traveling and expenses. 

13.. .1.don’t feel like there was enough organization at times behind the scenes to make 
me feel perfectly comfortable that all was being taken care of properly. I called often 
when it probably wasn’t my responsibility to make sure all my needs were being met. 

12.. the time I wasted going to someone not experienced in infertility. 

14.. .we were told over and over again that we were young and healthy and should have 
no problems conceiving. Our (provider) at the time had no interest in our concerns and 
never suggested seeing another specialist. 

15.. .1 did have a negative experience when (the provider’s) helper was gone. 

18.. .1.really did not ever feel that (local town) has the confidentiality or competence in 
infertility needed. 

21.. .the hardest part was that (provider) did not know much about the treatments and 
procedures..did give me a lot of support while I was seeking a specialist outside of my 
community. 

22.. .feeling that you think you are the only person in the world that can’t get pregnant 
and there is no one to tell you why. I went through this for 6Vi years. 

23.. .1 didn’t do any because of trust issues and not believing they are capable. 
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Question #10 

Persons living in rural areas often report experiencing difficulties, frustrations, 

and or barriers to accessing medical care. Put an X next to any of the following that had a 

negative impact on your ability to obtain infertility services. 

Table 10. Barriers to Care. 

Geographic location n(14) 

Lack of insurance, or no coverage for 
infertility services 

n(10) 

Lack of available health care providers in 
your community 

n(10) 

Finances/Affordability n(10) 

Quality of infertility services in your 
community 

n(10) 

Lack of local resources n(8) 

Employment conflicts with office visit 
appointment times and frequency 

n(7) 

Weather n(7) 

Transportation n(0) 

Comments: 

01. ..we live 145 miles.. .we have just accepted the fact that it wouldn’t be feasible to 
have a specialist closer. It is very expensive for insurance, and for them not to cover 
anything is frustrating. 

04.. .1 had insurance that was supposed to cover most of the expenses, but when the 
bills came, the insurance company came up with many reasons as to why they would 
not cover them. 

09.. .having a baby was so very important to me that I did not view the 80 mile round 
trip to be a hardship, it none the less was sometimes quite difficult to schedule my 
work and schooling around the frequent trips. Also, all the treatment costs came 
directly out of our pocket as our insurance did not cover infertility. 
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12.. .we made many a trip on weekends or holidays, in bad weather to try to get the 
timing right...small communities are more equipped to take care of minor things much 
less involved than infertility. 

13.. .1.had three hours of travel time alone to go to appointments. In that span of roads, 
inclement weather was a concern. 

14.. .because of our geographic location we find it difficult to make consistent 
appointments, routine blood-work, and other testing involved in our infertility 
treatment. We have an hour and fifteen minute drive, so we usually have to take a day 
off of work. Our employers are bothered by our time we take off. 

15.. .being that we live 50 miles, sometimes the weather had an effect on appointments, 
and also being ranchers there were times when we could not come because of feeding 
our cows. 

17.. .with travel 2-3 times a week in winter months, weather was always a worry, 
especially when you are on a tight schedule to get back to work as soon as possible. 

18.. .very few employers can allow an employee to be gone several hours 2-3 times a 
week. For me it was hard because I refused to take less work as I knew my co-workers 
would resent it. 

19.. .at the time, I worked until 5pm and my husband worked rotating 
shifts.. .sometimes he was on duty when I needed him. 

21.. .it is always hard when you have to travel to seek medical attention. 

23.. .my main concern is no coverage for infertility.. .traveling back and forth and 
missing work also causes me to spend more money. 
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Figure 1. Perceived Barriers. 

Perceived Barriers of Rural Women Utilizing Infertility Services 

100.00% 

90.00% 
87.50% 

Perceived Barrier Identified 

Question 11 

If you saw an infertility specialist, please answer the following questions and 

share any details or examples regarding the experience: 

A. How did you become aware of the specialist? 

B. What city was the infertility specialist located in, and how much travel did it 

require? 

C. Did the specialist give you any feedback on your local providers care for your 

infertility concerns? 
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D. How did you feel about your first appointment with the specialist? 

E. What was your most positive experience with the infertility specialist of their 

staff? 

F. What was your most negative or frustrating experience with the infertility 

specialist of their staff? 

Table 11A. Source of Referral to Infertility Specialist. 

Local Primary Care Provider n(3) 

OB/GYN or Women’s Health Nurse Practitioner n(12) 

Family Member n(l) 

Table 1 IB. Location of Infertility Specialist. 

City/State 

Great Falls, Montana n(6) 
Minneapolis, Minnesota n(2) 
Saw Minneapolis Dr. in Great Falls n(6) 
Telephone Consult with Minneapolis Dr. n(l) 

Travel 

Great Falls, Montana Range between 40 to 180 miles 
Minneapolis, Minnesota Airplane flight and up to 8 days away 

from home 

Table 11C. Feedback from Specialist about Local Provider. 

Feedback n(4) 

No Feedback n(9) 

Did Not Answer n(3) 
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Table IIP. First appointment with Specialist.  

Comments about first appointment with the specialist: 

01.. .The specialist was very knowledgeable and pointed out facts and figures. 
(Provider) had a plan to follow right away. 

03.. .1 love everything about their staff. They eased my fears right away. You are a 
name and not a number. 

04.. . Awesome.. .gave us all of our options from day one. There were no unanswered 
questions. We weren’t numbers, we were people facing difficult choices. 

06.. .Good. They were quite helpful with info. 

08.. .explained everything to me and my fiance. With me losing hope, (provider’s) 
attitude has changed everything. 

09.. .1 do remember feeling very comfortable and also finally understood. 

12. . .I could not believe how hopeful I felt. I knew they would do everything they could 
to help me. 

13.. .1 had hope, as well as inspiration to keep trying. They were all concerned about 
me as an individual. 

14.. .my husband and I felt very good knowing that finally, someone understood what 
we were experiencing. ..Very caring and understanding people. 

18.. .was very nice and sincere in concern for our infertility issues.. .very thorough in 
explanations and provided us with diagrams of issues we discussed. (Provider) made us 
feel good about their expertise, while still painting a realistic picture of what lie ahead 
for us. We were not just an infertility case number. 

19.. .was abrupt. In addition the 20 minutes on the phone was somewhere near $120.00 
which wasn’t covered by insurance. 

22.. .enjoyable.. .drew a picture of possibilities. 

24.. .gave me hope that I would be able to have a baby 

Table 1 IE. Positive Experience with Specialist.  

Comments regarding most positive experience with specialist: 

01.. .very helpful, kind and caring. 

03.. .how they care about you and are always willing to listen. 
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04.. .They treated us like people they cared about. They took time to insure our comfort 
through the entire process...offered professional care with compassionate concern. 

08.. .caring and giving me the hope that I need. 

09.. .the support and “we’re in this togetherness” of (provider) and staff. It was nice to 
be known as more than just a number on a chart. 

12.. .The end result of course. They helped me have a baby! 

14.. .the positive attitude of the staff/specialist and their ability to encourage people 
when things are not looking good, has been an inspiration to us. 

15.. .friendly and easy to talk with.. .very accommodation and willing and tries to meet 
our needs. I think that if they were not so great, I would have stopped a lot sooner. 

18.. .every meeting was very productive, relaxed and thorough. We never felt like we 
were just a number., .made us feel like (provider) cared about us. 

21.. .everyone was very helpful and caring. They were always able to answer all of our 
questions 

22.. just put the facts down- black and white, stated you decide what and how far to go 
with it...put all the decision in my lap. 

24.. .when I finally became pregnant and carried full term.. .there isn’t anything more 
positive than that. 

Table 1 IF. Negative Experience with Specialist.  

Comments regarding most negative or frustrating experience with specialist: 

01.. .it was hard to understand why certain things needed to be done, and when I asked 
them they said it was part of the plan. 

03.. .not getting pregnant. 

06.. .the treatments we tried didn’t work. 

08.. .nothing with the specialist or staff, the only thing was the traveling and that I 
don’t have insurance so I had to pay everything out of my pocket. 

09.. .the most frustrating experience for me was the waiting. Each month seemed like 
an eternity to me. 

12.. .there were many frustrating years involved in trying to get pregnant, but that had 
nothing to do with the care I received. 
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18.. .when they would not relay the plan to (local provider). I would return to work 
after missing most, if not all or the morning due to my appointment to find that I had to 
listen to my recording. Many times there was no recording like there was supposed to 
be so I would have to call back while at work.. .each time I would get a different staff 
member that knew nothing about my situation so I would have to explain it all every 
time. 

21.. .drove 110 mile for nothing. (Scheduled procedure could not be done because were 
not told specifics about test requirements). 

23.. .not always feeling like everything possible was being done or waiting too long to 
try a different option to figure out what the problem was. 

24.. .that (specialist) was so far away. At times we felt like we would never have a 
baby. 

Question #12 

Who was the most helpful person during your infertility treatment experience 

(either local or distant)? 

Table 12. Most Helpful Person. 

Provider n(H) 

Provider’s Staff n(l) 

Family/Friend n(4) 

Question #13 

Did the infertility treatment experience effect your marriage/relationship in a 

positive or negative manner? 

Table 13. Effect on Marriage/Relationship^ 

Positive Effect on Marriage n(3) 

Negative Effect on Marriage n(l) 
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Both Positive and Negative Effect n(5) 

Neither Positive or Negative Effect n(5) 

Not a Clear Answer n(2) 

Question #14 

In general, how do you think that living in rural Montana affected your 

experience(s) with infertility services? 

Table 14. Effect on Infertility by Living in Rural Montana. 

Increased Expense/Travel n(H) 

Lack of Providers/Services n(5) 

No Concerns n(3) 

Lack of Infertility Knowledge n(3) 

Delay in Receiving Treatment n(3) 

Isolation n(2) 

Employment Conflicts n(2) 

Lack of Infertility Knowledge by Local 
Provider 

n(2) 

Anonymity n(l) 

Comments: 

01.. .It was frustrating to find someone knowledgeable to start with.. .Distance to 
providers is frustrating 

03 .. .1 believe if we didn’t live in a rural area, we would have been referred to a 
specialist much sooner, or sought one out myself. There isn’t much help in a rural 
community. 

08.. .1 don’t think that Montana has a lot to offer people with infertility. 

09.. .not only are the infertility specialists far and few between, but the whole subject 
of infertility seems somewhat taboo in our rural culture 
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13.. .1 don’t feel like my care was lacking by living in a rural area, just a little more 
inconvenient and expensive to travel to my services. 

14.. .local providers lack the knowledge of infertility treatment and the equipment 
needed for such treatment. 

15.. .we don’t have much to chose from without traveling many miles and spending a 
lot of money. 

18.. .your cards are stacked against you when you do not live closer to your infertility 
providers. 

19.. .location and difficulty with anonymity 

21.. .1 know I was 110 miles away, but that wasn’t a problem 

22.. .we have to understand that we chose to live here- take what we can get. 

Question #15 

What advice would you give to other women living in rural areas based on your 

experience in seeking infertility services in Montana? 

Table 15. Advice to Other Rural Women.  

Comments: 

01.. .ask a lot of questions.. .be prepared to put on a lot of miles 

03.. .Don’t wait.. .Don’t let them tell you to relax and you will get pregnant. 

04.. .seek the professional opinion of an fertility specialist. They are labeled specialist 
for a reason. 

08.. .just to stay focused and if you want it bad enough, you will go to all lengths. 

09.. .find a (provider) who takes their concerns seriously. Infertility treatments can be a 
long, heart wrenching experience and you need to feel a sense of trust and fellowship 
with your medical providers. 

12.. .You really need to commit yourself for the long road ahead.. .keep your goal in 
mind. 

13.. .be persistent.. .push to get the best care you can. 

14.. .ask your local provider for a specialist near you and set up an appointment. 
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18.. .be prepared for a lot of traveling. You also have to look deep inside and consider 
you and your spouses commitment as you have to be totally committed to making it 
work 

19.. .seek a provider who is understanding and accommodating. However, know that 
the distance and time involved will add stress to an already stressful situation. 

21.. .find a support group. 

23.. .be very aggressive in pursuing infertility treatment and doing a lot of research. 

24.. .Try to go over all of the options that would work for you before doing it. Because 
infertility is so expensive and it can become a long process. And always make sure that 
you communicate with your (provider) so that he or she has a better understanding of 
what you are going through. 

Question #16 

Do you have any other information you would like to share regarding your 

experience with infertility services in Montana? If so please explain. 

Table 16. Experience with Infertility Services in Montana.   

Comments: 

03.. .1.think that insurance companies are coming around. I think that they could be 
more supportive of the infertility treatments, especially the IVF. 

12.. .We are so lucky to have specialists as close as we do. 

13.. .1 am thrilled we went through it. I quit several times and realized I still wanted to 
be a parent. The first second I held my son, I realized that every moment of pain and 
frustration was worth it. 

18.. .Infertility is one of the most difficult things to deal with. Adding the barriers of 
distance that result in juggling everything else in your life makes it a very difficult 
time. 

21.. .1 feel fortunate to live close enough to a community that can provide me with all 
the medical care I would ever need. 
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Rights of Human Subjects and the Consent/Review Process 

Prior to initiating this study, approval for this research project was obtained from 

the Montana State University College of Nursing Human Subjects Review Committee 

(Appendix A). Measures were taken to ensure protection of the participants. Women who 

had expressed an interest in participating in the study were contacted by phone to confirm 

their interest in participation. Benefits and risks were outlined and it was determined that 

the risks were minimal compared to the benefit of exploring rural women’s experiences 

with infertility treatment. The participants were encouraged to contact the researcher by 

phone at any time during the study with any questions or concerns. Once confirmed, the 

participants signed a subject consent form (Appendix C), clarifying their voluntary 

participation and the ability to withdraw from the study at any time. 

The completed questionnaires will be stored in a locked safe in the investigator’s 

home office. The consent forms will be kept in a locked cabinet in the College of 

Nursing, Office of Research, where they will reside for two years before they will be 

destroyed. Copies of the master’s degree written project will be made available for 

reading by the study participants and others interested in the project. 
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CHAPTER 4 

PROJECT OUTCOMES 

The purpose of this study was to gain insight into the perceived experiences of 

rural health care clients when seeking infertility services. Previously, the rural infertile 

population has been relatively neglected in the literature. This chapter provides the 

project outcomes including a discussion of the sample population, a presentation of the 

data analysis, a comparison of unused data, limitations of the study, a summary of the 

project, and implications and recommendations for future research. 

Sample Population 

The study group consisted of 25 confirmed participants, and by the third week of 

the study 20 questionnaires (80%) were returned. Four of the returned questionnaires 

were excluded as the participants indicated their place of residence did not meet the rural 

inclusion criteria, which left 16 participants who met criteria for the study. Four of the 

participants stated they did not meet the rural inclusion criteria, and did not return the 

questionnaires. One participant did not return the questionnaires for unknown reasons. 

This resulted in a final sample of 16 study participants. 

The study group (n=16) consisted of female participants between the ages of 20 

and 42 years with a mean age of 32.3 years. Ninety-four percent (n=15) reported to be 

Caucasian and 6% (n=l) as multi-ethnic. Eighty-seven percent (n=14) were married, 6% 

(n=l) were engaged, and 6% (n=l) were married at the time of treatment but had since 
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divorced. Seven Montana Counties were represented in this study sample including Judith 

Basin, Pondera, Choteau, Hill, Liberty, Blaine, and Glacier. 

The average distance to the nearest city with a population of 50,000 as reported by 

the sample participants was 83.4 miles. The range was between 40 and 180 miles. The 

sample population (n=16) reported a mean of 23.1 miles to the closest General Practice 

Provider, with a range of 0.5 to 65 miles. The mean distance to the nearest OB/GYN 

provider was reported as 70.4 miles with the closest being 30 and the farthest being 110 

miles. Sixty-two percent (n=10) reported receiving their general medical care in Great 

Falls, 12% each in Havre (n=2) and Cutbank (n=2), and 6% each in Shelby (n=l) and in 

Stanford (n=l). 

Participants were asked to identify their primary care provider as a Nurse 

Practitioner (N.P.), Physician (M.D.), Physician’s Assistant (P.A.), or Other. Of the seven 

that listed a Nurse Practitioner as their primary care provider, all of these participants also 

listed Great Falls as their usual place of obtaining health care services. Seven participants 

listed a Physician as their primary care provider, and of those seven, four listed Great 

Falls and three listed their hometown as their usual place of obtaining health care 

services. Two participants identified a Physician’s Assistant as their primary care 

provider, and both also reported their hometown as their usual place of obtaining health 

care services. 

Ninety-six percent (n=15) of the participants reported private health insurance 

coverage with the most commonly identified insurance carrier being Blue Cross/Blue 
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Shield (n=6). However, of the participants covered by private insurance plans (n=15), 

only 40% (n=6) subscribed to plans that offered any coverage for infertility services. 

Study participants reported 10 different occupations with the most common 

responses being teacher (n=5) and housewife (n=4). Seventy-five percent (n=12) of the 

participants reported current employment and the other 25% (n=4) identified their usual 

daytime activities as within the household. Participants were also queried about their 

partner’s occupation. The findings revealed the most common occupation to be 

farmer/rancher (n=8). Study participants reported a wide range of average yearly incomes, 

with the most common (n=6) being between $25,000 and $40,000. 

Findings of the Data Analysis 

The responses of the study questionnaire were analyzed using question analysis 

methods and then categorized in an attempt to identify common themes. Patterns of the 

categories that emerged during this process were then grouped together to identify 

common themes or concepts consistent with other questions. Four central themes 

emerged from this process: (1) satisfaction with care, (2) dissatisfaction with care, (3) 

isolation, and (4) barriers to accessing care. Three of the central themes were further 

broken down into subcategories. Empathy and concern by provider as well as 

accommodation were subsequently found to be associated with satisfaction. Lack of local 

resources, lack of empathy or acknowledgment by rural provider, lack of anonymity and 

confidentiality, and extensive travel and financial burden were all allied with 

dissatisfaction. The central theme of barriers to accessing care was found to have 
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subcategories of travel, weather, lack of local resources, expense, and employment 

conflicts. The emerging themes and concepts were also compared to findings in the 

literature. 

Satisfaction 

Empathy and concern by provider. Similar to findings by Malin et al. (2001), the 

findings of this study revealed that the most positive experience during infertility 

treatment involved the caring and concern, as well as emotional support and 

encouragement, by providers or their office staff. The only participant reporting 

satisfaction with her local community provider noted that even though the provider did 

not have a lot of knowledge about many of the treatments and procedures, care and 

concern were demonstrated as the provider was “always there for me to talk to” [22]. 

Another participant commented that her provider gave her hope, seemed to know what to 

do with her problem, and “.. .treated me like an individual with my own special 

problems...kept giving me support” [08]. This is supported by Lilford and Young’s 

(1992) views that it is often the general practitioner who will provide the needed 

emotional support throughout the infertility treatment. 

A surprising 68% (n=l 1) of the participants listed Great Falls as their usual place 

of health care. This finding made data interpretation more difficult because the researcher 

was attempting to gain insight into the participants’ experiences with the provider in their 

local community. The study participants who used Great Falls for their usual place of 

obtaining health care also reported seeing a specialist rather than a primary care provider. 
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This is in contrast to Lilford and Young (1992), who had noted that the general 

practitioner would be the one to guide the couple to specialized care. 

As noted previously, some of the participants considered the Great Falls provider 

as the specialist and others considered the Reproductive Endocrinologist who traveled to 

Montana from out of state as the specialist. Comments made by several participants in 

relation to their experiences with the specialist depicted satisfaction with the care 

received. An example of this satisfaction is seen in one participant’s comment that her 

provider . .was thorough and concise in treatments... was concerned about me in all 

aspects, from emotional to physical needs” [13]. Another participant stated the provider 

“genuinely cared about my treatment as well as my mental health throughout the entire 

process.. .knew the difficulties facing us and consistently reassured us about our concerns. 

When we miscarried after having gone through IVF [the provider] felt the loss with us. 

We could not have asked for a provider with more compassion” [4]. Lastly, empathy as a 

source of satisfaction is demonstrated by a participant who noted that her provider 

“.. .made me feel so at ease.. .truly empathized with me.. .was very thorough and 

knowledgeable” [9]. These statements supported Imeson and McMurray’s (1996) 

conclusions that infertility treatment is a profound experience resulting in couples 

needing reassurance, information and support more than anything. 

Accommodation. As Zucker (1999) had noted, each reproductive difficulty 

provides its own stressors. Rural residence and time added to the stress experienced by 

study participants. Therefore, it is not surprising that accommodation was found to be a 

consistent reason for satisfaction with services. Several (n=4) of the participants’ 



56 

responses included the provider’s willingness to accommodate for scheduling conflicts as 

a factor in their positive experience. This is evidenced by one participant’s response that 

providers “did their best to answer all of my questions and even met me after hours to 

accommodate my hectic schedule” [23]. Another participant expressed similar thoughts 

in her response that the provider and staff “.. .were extremely accommodating. Since I 

live out of town, it was difficult to keep appointments strictly during office hours. In 

addition they were accessible for all of my questions” [19]. 

Data analysis also revealed that participants found the providers willingness to 

sacrifice personal time on weekends and holidays to accommodate their needs as another 

reason for their satisfaction with care received. One participant noted that the provider 

would give up Saturday mornings to meet them when the regime required it and “.. .was 

there for us anytime, we knew how to reach (the provider) anytime” [18]. Additionally, 

many (n=5) other participants reported being comforted by knowing their provider was 

accessible whenever he/she was needed. This supports Taylor’s (1995) findings that 

outreach clinics are better able to assist rural populations and are of immense help to 

those dealing with infertility. Accommodating the participants helped them to feel more 

of the social and psychological support addressed by Taylor. 
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Dissatisfaction 

Lack of local resources. Health care resources are limited in rural areas. This is 

especially true for women’s health care, which is largely related to the high costs of 

malpractice insurance and the resulting discontinuation of obstetrical care (Bushy, 1993). 

Despite Hargreve’s and Mills’ (1998) assertion that “the general practitioner should be 

familiar with the variety of techniques available.. .for treatment of infertility” (p. 1438), 

the results of this study were consistent with Malin et al. (2001) that the lack of local 

resources for the infertile population was a major source of dissatisfaction among the 

study participants. All of the participants expressed that they either did not have services 

available (n=10) and/or they were not “comfortable” with the infertility knowledge base 

(n=6) held by their local primary care provider. This was evidenced in one participant’s 

comment that the local medical facility was not committed to infertility patients. Also, 

participants were not satisfied with the infertility information they received from primary 

care providers, as evidenced by comments such as “I didn’t get any information that made 

any sense, just take this pill (fertility) and have sex on days 10 to 14 of cycle [sic]” [22]. 

Several participants reported feeling as if they were “set back” in their treatment 

because they were told to “relax” and “keep trying.” Four participants were told to “give 

it a year before worrying about infertility.” Most of those patients (n=3) had already been 

trying for several months and were later told that a prompt referral to an infertility 

specialist would have been beneficial for the best possible outcome. Very few (n=3) of 

the total study participants were referred to specialty care by their local provider, but 

instead were either self-referred, referred by an OB/GYN, or referred by friends and 
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family (n=13). Dissatisfaction related to the lack of knowledge, and feelings of being “set 

back” is demonstrated by a participant’s reporting that she was taking her temperature 

daily and using Clomid®, a fertility medication, for three years. She later discovered that 

her chance of pregnancy without more expensive and aggressive infertility treatment was 

less than 1%. One participant commented on her discontent with a primary care provider. 

She noted that the provider was not helpful, and when unable to help, did not provide a 

recommendation or referral to a specialist. 

Thus, despite Moghissi’s (2002b) emphasis on the importance of general 

clinicians being knowledgeable about infertility evaluation and appropriate referral to 

infertility services, the current study revealed either a lack of local resources or strong 

knowledge base related to infertility was a source of study participant dissatisfaction. In 

fact, as noted by the study participants, referrals to specialists were not made in a timely 

manner as Moghissi (2002b) would assert. 

Lack of empathy or acknowledgment of infertility bv rural provider. Lack of 

empathy, or acknowledgment of infertility as a problem by the primary care provider, was 

also a source of dissatisfaction. Often the participants related this to lack of knowledge, as 

well as feeling that their local provider did not have the time to deal with infertility, or 

simply did not acknowledge the concerns about infertility issues. As stated by one 

participant regarding feelings that her primary care provider was too busy to comment on 

infertility issues and “...did not relay any sufficient interest in my OB problems that 

would have given me the confidence in [the provider’s] ability to help me”[18]. 
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Participants were also dissatisfied because they felt as if the primary care provider 

did not show empathy or take them seriously, and one wrote that the provider “thought 

we were making a big deal out of nothing.” Another participant reported “No information 

was given because.. .[the provider] did not have a lot of practice in the field... and felt 

that if we were to seek information it would only make us dwell on a problem that.. .was 

non-existent” [14]. One participant expressed that she had to do her own research to find 

out things about the possible causes of my infertility and “...felt as though I wasn’t being 

asked enough questions regarding my treatment and problems” [23]. 

Lastly, an example of lack of empathy is evidenced by a participant’s comment of 

“We were told over and over again that we were young and healthy and should have no 

problems conceiving. Our [provider] at the time had no interest in our concerns and never 

suggested seeing another specialist” [14]. Similar to findings from Malin et al. (2001), the 

overall findings of this study suggest a consistent source of dissatisfaction for participants 

of this study is that primary care providers are not portraying a genuine interest in the 

infertile population’s concerns. 

Lack of anonymity and confidentiality. According to Lee (1998), the concept of 

lack of anonymity “suggests a lack of privacy about their personal lives” (p. 76). The 

findings of this study were consistent with the literature, which reports problems with 

lack of privacy in rural health care as a general concern. This sense of loss of privacy was 

expressed by one participant, “in a rural community, it is very difficult to get 

confidentiality that one deserves” [18]. Another participant who addressed anonymity 
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pointed out that the small population has kept some of their friends from seeking 

infertility services because they would not feel comfortable in such a small population. 

Lack of local support. Lack of local support services (n=12) and as identified 

above, confidentiality, was apparent as reported by 75%. Even more compelling was that 

33% (n=4) of the participants indicated that even if services were available, they would 

not have felt comfortable using them due to concern regarding confidentiality. One 

participant indicated that despite the fact that a primary care provider resided in her 

community, she elected to seek care elsewhere as she was uncomfortable with 

confidentiality issues. Another participant’s comment depicted these thoughts 

“...infertility is a difficult issue to face, especially in a rural area. It seems to be looked 

upon as a sort of unnatural thing and it is a popular topic of gossip” [19]. Another 

statement by a participant addressing the lack of confidentiality in rural areas was, “I will 

honestly say that if there were support/counseling things in our community that I would 

not go. I feel being infertile comes with a defective feeling, and that is the last thing you 

want your community members to think of you” [15]. Although not directly linked to the 

provision of infertility services by providers, the data revealed that lack of confidentiality 

in rural communities as well as the lack of anonymity was a common source of 

dissatisfaction for the individuals participating in this study. 

Extensive travel and financial burden. The extensive travel required for the rural 

infertile population was found to be a source of dissatisfaction among the study 

participants. This finding was associated with the geographic location of the participants. 

All of the participants (n=16) had to travel over 40 miles for each office visit, and several. 
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(n=6) had to travel over 80 miles for their infertility care. One patient reported traveling 

180 miles each way, sometimes several times a week, for infertility treatment. This 

distance, along with the fact that many of the tests required early morning office visits or 

procedures, combined for negative patient experiences. Bushy (1993) cites “logistic 

barriers are not identified by rural residents as a major deterrent to seeking services” (p. 

192), however, the participants of this study did express discontent at the amount of travel 

required during their treatment. These participants often were required to make many 

office visits. Therefore, the researcher was not able to identify whether it was the distance 

or the frequency of long-distance travel that was the reason for discontent. 

Financial constraints have been identified by authors as a source of dissatisfaction 

by the infertile population (Angard, 2000; Aronson & Matthews, 1999). According to the 

literature, the rural population in general is often uninsured or under-insured (Bushy, 

1993). Ninety-six percent (n=15) of the participants involved in this study did report 

having private insurance, yet, only 37% (n=6) of the participants reported having 

coverage for infertility services. Participants felt that the lack of insurance coverage for 

infertility did contribute to financial stresses, which were compounded by the additional 

costs involved with the frequent long-distance travel. This topic is more completely 

addressed in the discussion of barriers to accessing care to follow later in this chapter. 

Isolation 

Isolation can be used in different contexts, and according to Lee, Hollis, and 

McClain (1998), “within the rural setting, one might suppose a differentiation between 
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geographic, social, and professional isolation” (p. 61). Consistent with findings from 

Imeson and McMurray (1996), social and geographic isolation were identified as 

common themes in the current study. One participant commented “living in rural 

Montana makes receiving infertility services very difficult. Not only are infertility 

specialists few and far between but the whole topic of infertility seems somewhat taboo in 

our culture. I almost felt like I was the only person who was in my boat” [9]. 

Isolation was identified in response to a lack of support services in their 

community with one participant noting, “I wish I had a support group to meet with. I 

really needed to be able to cry, scream, or whatever to release my frustrations” [21]. 

Another participant commented, “I think that infertility is viewed in the rural 

communities as rare enough of a problem that it really doesn’t need to be addressed” [09]. 

A powerful statement by one participant depicting this feeling of isolation was 

We do not have a counselor that is working with infertility problems. 
When we were dealing with our problems with infertility we felt pretty 
alone at times because there is no help in our area and also the people in 
our community didn’t know how to deal with what we were going through 
and also couldn’t understand why we were going through so much work 
and expense to have a baby. Because we live in a very small town and the 
word does get around quickly about what you are doing. [24] 

Geographically, these rural participants also felt isolated as demonstrated in a 

comment by one participant who stated, “rural Montana makes it difficult to seek 

infertility services because of location and because of the difficulty with anonymity” [19]. 

In discussing how being rural affected her infertility treatment experience, a participant 

who achieved pregnancy through infertility treatment stated: 
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It made the months and months of infertility more difficult and definitely 
tested our commitment to having a child. Before our last successful 
pregnancy we had agreed that was our last month because we just couldn’t 
do it any more. We couldn’t juggle work, travel, home life, and the 
medical requirements anymore. Your cards are stacked against you when 
you do not live closer to your infertility provider. [18] 

Consistent with Bushy’s (1993) findings, rural residents in this study had varying 

perceptions of time and space. Many participants did not view geographic isolation as a 

negative. Instead, they pointed out that they chose to live in a rural area and had to accept 

the limitations that accompany rural life. A participant that lives 110 miles from her 

infertility care provider stated that the distance was not a problem for her since her 

employer was understanding and she could get herself to appointments. On the other 

hand, several comments addressed the inconvenience and added stress of having to travel 

so far for appointments for infertility care. One participant reported traveling 140 miles 

each way several times a week. Unfortunately her tests required early morning 

appointments, which “.. .were frustrating . Having to have the tests done at the lab by a 

certain time was inconvenient” [1]. 

Barriers to Accessing Care 

The findings in the analysis of data from this study were found to be consistent 

with Bushy’s (1993) findings that rural health care clients experience barriers in accessing 

health care that are often different from urban residents. Rural women experience barriers 

to care. As noted previously, they encounter excessive distances and insufficient financial 

resources to pay for services. In addition, lack of accessibility to transportation and 
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unavailable childcare can create barriers. Additionally, extreme and often severe 

inclement winter weather conditions are common deterrents to health care (Bushy, 1993). 

Travel. As discussed in the travel and finance section of this chapter, extensive 

travel was identified by 87% (n=14) of the participants as a potential barrier in accessing 

care. One participant wrote, “Living out 70 miles, I had three hours of travel time alone to 

go to the appointments. In that span of roads, inclement weather was a concern. I had to 

miss a half day of work every time I had an appointment and then hurry back, which was 

[sic] unsettling in bad weather conditions” [13]. Participants reported needing to take part 

or all of the day off from work on the days of their appointments. One participant 

reported making the trip the night before an appointment several times a month, which 

added cost and stress to the process. 

Weather. Along with the amount of time and distance required for infertility 

treatment, many participants commented on the weather as a barrier to accessing care 

(n=7). In a response to support weather as a barrier, one participant noted, “we made a 

trip on weekends, holidays, and in bad weather to try to get the timing right. I think it 

would have been cheaper to take up temporary residence there” [12]. Another participant 

commented, “ I had three hours of travel time alone to go to appointments. In that span of 

roads, inclement weather was a concern” [13]. 

Lack of local resources. Also consistent with Bushy (1996), another common 

barrier reported in the data was a lack of local resources. Six of the participants reported 

there were no primary care providers in their local community. In regard to support and/or 

counseling services, only one of the participants reported utilizing local services. 
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Seventy-five percent (n=12) of the participants reported that there were not any services 

available for infertility support and/or counseling. As noted earlier, even if services were 

available the participants were reluctant to use them because of confidentiality issues. 

Expense. This study group of rural women also identified the expense associated 

with infertility treatment as a potential barrier to accessing care. One participant’s 

response to expense included, “the cost of infertility is extreme. I had an out-of-pocket 

expense of at least $10,000 dollars. I had insurance that was supposed to cover most of 

the expense but when the bills came, the insurance company came up with many reasons 

why they would not cover them” [4]. Seventy-five percent (n=12) of the participants did 

not have infertility coverage in their insurance plans, and the added expense with the 

extensive travel often limited their ability to continue with infertility treatment. The 

participants in this study expressed frustration about the high cost of insurance that rarely, 

if ever, reimburses for infertility services similar to findings by Aronson and Mathews 

(1999). 

Employment conflicts. Employment conflicts were also identified as a barrier to 

accessing care. For example, several participants reported employer complaints about 

time off required for infertility treatment. Participants were often required to rearrange 

work schedules due to the extensive travel associated with office visits. One participant 

commented, “at the time I worked until 5 p.m. and my husband worked rotating shifts... 

Sometimes he was on duty when I needed to be.. .[at appointments]” [19]. Another 

expressed an employment conflict that is more common to rural residents as, “there were 

times when we could not come in because we had to feed the cows” [15]. 
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Comparison of Excluded Participants’ Data 

Unfortunately, 33% (n=4) of the returned questionnaires were excluded as those 

participants reported they did not meet the rural distance inclusion criteria for the study. 

However, the researcher felt the data was valuable and should be presented. 

The sample population was consistent with the study group’s demographic data 

taken from the questionnaire. The only difference in the data demographically was the 

distance to a city with a population of 50,000 was not greater than the 40-mile 

requirement. Although the researcher did not individually use question analysis methods 

of this data, an overview revealed similar recurring themes and concepts in the reasons 

for satisfaction and dissatisfaction by infertility patients. 

This group of individuals who were in closer proximity to specialists did not 

report as many barriers to accessing care such as geographical location, lack of local 

health are providers, and quality of infertility services. They did however report barriers 

of financial/insurance, weather, and employment conflicts. One participant reported her 

biggest barrier to care was her husband’s schedule since he was required to spend several 

days of the month in a remote location and consequently was unavailable at times when 

he was needed for treatment. In contrast to the study group of participants who reported 

isolation in the geographic and social context, the group (n=4) of excluded participants 

reported isolation only in the social context and did not report geographical isolation. 
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Limitations 

This study was limited by a small sample size of 16 participants. Due to the nature 

of rural practice, it is difficult to find participants who aren’t known to the researcher and 

others, which could bias the data. Another limitation of this study was the lack of a 

previously tested tool designed for the rural infertile population. This was a newly 

designed and previously untested tool, which proved to be a limitation of the study. 

However, the study by Malin et al. (2001) was useful in guiding this study. This study 

does not have any reliability or validity testing to ensure significance of the findings. Yet 

another limitation of the study was the elimination of returned questionnaires since they 

did not meet the inclusion criteria. The data provided by these questionnaires would have 

further supported the strength and consistency of the findings from this study. 

Summary 

The purpose of this study was to gain insight into the perceived experiences of 

rural health care clients when seeking infertility services. Through this qualitative study 

the researcher was able to add to the knowledge base of those working with rural women 

utilizing infertility services. Previous research has failed to explore the experiences of the 

rural infertile population. This study was guided by Malin et al.’s (2001) research of 

Finnish women’s experiences with infertility treatment with similar themes emerging. 

The four central themes included (1) patient satisfaction, (2) patient dissatisfaction, (3) 

isolation, and (4) barriers in accessing care. Empathy and concern by provider as well as 
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accommodation were subsequently found to be associated with satisfaction. A clear 

pattern of relationships between lack of local resources, lack of empathy or 

acknowledgment by rural providers, lack of anonymity and confidentiality, and extensive 

travel as well as financial burden were all found to be affiliated with dissatisfaction. The 

central theme of barriers to accessing care was found to have subcategories of travel, 

weather, lack of local resources, expense, and employment conflicts. 

The most common reason cited for satisfaction with care was caring and concern 

by the provider or their staff. The most common reason cited for dissatisfaction was lack 

of knowledge by the primary care provider. Isolation was identified by nearly all of the 

participants as an issue both socially and geographically. Many potential barriers to 

accessing infertility care were identified. Those named most often included travel, 

weather, expenses/lack of infertility insurance coverage, lack of local resources, and 

employment conflicts. 

As the researcher was conducting the study, new information surfaced in both the 

medical and lay public literature regarding the risks associated with delaying childbearing 

and ART. Infertility is depicted as a preventable disease linked to obesity, sexually 

transmitted diseases, and smoking (American Society for Reproductive Medicine, 2001). 

Time magazine presented a cover story titled, “Babies vs. Career” (Gibbs, 2002). In this 

article Gibbs notes that women generally know that fertility declines with age, “but just 

not how much and how fast” (p. 51). Lack of fertility awareness was revealed as a real 

issue. Additionally, an Australian study noted that IVF children might be twice as likely 

to suffer birth defects such as cleft palate, heart defects, or kidney problems (Hansen, 
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Kurinczuk, Bower, & Webb, 2002). Finally, a recent study found a disproportionate 

number of low-birth-weight infants bom as a result of the use of ART (Schieve, Meikle, 

Ferre, Peterson, Jeng, & Wilcox, 2002). 

Nurses in general and especially Advanced Practice Registered Nurses (APRNs) 

are known for doing in-depth education and counseling with their patients. The Nurse 

Practitioner who is focused on family-centered comprehensive care, especially in rural 

areas, will most likely be the provider to spend the extra time required to meet the many 

needs of the infertile patient. In order to best assist the infertile patient, the practitioner 

must be educated in the appropriate steps for the initial work-up as well as the risks and 

benefits associated with treatment. This will enhance the patient’s decision-making 

process. Some couples may choose not to pursue treatment, and the rural practitioner is in 

a prime position to offer support in this difficult decision-making process. When needed, 

prompt referral to an infertility specialist is imperative. Rural providers aware of this 

complex health care problem will be their patients’ best advocates when issues regarding 

infertility require more advanced treatment. 

The information gained from this study will guide primary care providers and 

enhance the quality of care for rural clients seeking infertility services. Nurses can play a 

pivotal role in the satisfaction of the women’s experiences with infertility treatment. 

Nurse Practitioners and infertility are a good fit, as the Nurse Practitioner has the 

educational background and theoretical foundation to meet the unique needs of the 

infertile patient. 
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Implications 

Implications for this study include the following: 

(1) The findings from this study can guide the researcher and/or other individuals 

in developing program guidelines to enhance the quality of care and referral process 

provided by rural providers when encountering patients seeking infertility treatment. 

(2) Primary care providers were the source of both positive and negative 

experiences during infertility treatment. Findings from this study should remind primary 

care providers of the importance of being empathetic to the special and unique needs of 

the rural infertile population. 

(3) Lack of knowledge about infertility was a major source of dissatisfaction as 

expressed by study participants. Understanding of the initial work-up and prompt referral 

to a specialist will increase patient satisfaction in the rural infertile population, even if the 

rural provider does not have the resources or knowledge to offer infertility services. The 

findings from this study indicate that rural providers need to be more attentive to the 

unique needs of the infertile patient and, in turn, be supportive in assisting them in 

obtaining proper referrals and treatment. 

(4) The rural provider can be instrumental in both the satisfaction and success of 

treatment for infertility. By completing the initial history and physical, as well as any 

preliminary testing, time, travel, and money expended by the patient throughout the 

treatment process can be reduced. 
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(5) Findings from this study reinforce the importance of confidentiality for all 

primary care providers. This concern was identified by many participants and often cited 

as a reason for not utilizing services for infertility if they existed. Lack of confidentiality 

in health care is compounded by feelings of isolation in rural areas. Patients need to trust 

that their issues will be kept in the strictest of confidence. 

(6) This study has implications for nurses working in rural settings. Nursing plays 

a valuable role in the satisfaction of patients who utilize infertility services. Nurses and 

APRNs, such as Nurse Practitioners, in rural areas need to be educated about the unique 

needs of the infertile patient. Caring and concern, as well as accessibility and 

accommodation by primary care providers and office staff were identified as important to 

the rural resident utilizing infertility services. 

(7) This study has implications for all primary care providers, where the infertile 

person often presents. Not only can the primary care provider begin the initial work-up, 

he/she can also be instrumental in the timely referral process to an infertility specialist 

thereby increasing patient satisfaction and potentially the success of treatment. 

(8) Implications for legislation requiring insurance coverage for infertility 

treatment were supported by the findings of this study. Financial concerns were expressed 

by many of the participants, and most (n=10) did not have coverage for infertility 

services. 

(9) With recent media attention directed at infertility issues, the rural provider 

must be aware of new findings regarding the risks and benefits of treatment. 
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Recommendations for Further Study 

Recommendations for further study could include a larger sample size as well as 

expanding the area of study to include more rural areas throughout the U.S. and abroad. 

More testing is needed to refine the tool. Additionally, further study comparing and 

contrasting urban and rural infertile populations would enhance the understanding of 

commonalties experienced by infertile individuals. Male perceptions of infertility are in 

need of study as there is little included in the literature about their point of view. 

Future studies should include an assessment of the rural provider’s knowledge 

level regarding infertility treatment. Areas to measure could include knowledge of 

infertility, available resources, and the referral process. The researcher was not able to 

identify whether it was the distance or the frequency of travel as a reason for discontent. 

Future studies could address these issues. Cost of infertility treatment and the hardship on 

families is another area needing further study. 
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Date: January 14,2002 

To: Kelly Timmer, BSN, RN, WHNP 

Re: Perceptions of rural women’s experiences with infertility services in Montana. 

Your revised application for human subject approval has been reviewed and approved. 
The revisions you made addressed the concerns the committee members had regarding 
informed consent. 

A copy of this email has been forwarded to the office of the Associate Dean, your 
committee Chairperson, and members of the College of Nursing Human Subject Review 
Committee. A copy of form A.2 was put in the mail to you today. 

The members of the Human Subjects Review Committee wish you continued success. 

Regards, 

(^Larbne ^4. WJirde 

Charlene A. Winters, DNSc, RN, CS 
Chairperson Human Subject Review Committee 
Montana State University-Bozeman 
College of Nursing Missoula Campus 
32 Campus Drive 
Missoula, MT 59812 
406/2434608 

cc: Human Subject Review Committee 
Lynn Taylor 
Lynn O’Malley 
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PARTICIPANT LETTER 

Dear (name of participant), 

Thank you for your interest in participating in my research study of rural women’s perceptions 
regarding their experiences with infertility services in Montana. The purpose of this study is to 
obtain a better understanding about rural women’s feelings and thoughts regarding their 
infertility experiences. This study is part of the requirements for completing my Master Degree 
in Nursing as a Family Nurse Practitioner through Montana State University-Bozeman. You were 
identified as a potential participant because you are known to me personally, or were identified 
as a potential participant by a personal contact of mine. 

I appreciate your taking the time out of your schedule to participate in this study. The 
information gathered from this study will help me to better understand the perceptions of rural 
women regarding their experiences with infertility experiences in Montana. 

This packet contains 1) two copies of the informed consent form, one for you to sign and return 
to the researcher and one to keep for your own records, 2) a demographic data information form, 
3) the study questionnaire, and 4) a self addressed postage paid envelope in which to return the 
completed forms. 

Please read and sign the enclosed consent form prior to completing the other forms. Please 
complete all pages as candidly and completely as possible and, return them in the self addressed 
postage paid envelope. It will take approximately one hour to complete the forms for this study. I 
would like to have the completed forms returned to me within three weeks after you receive them 
or by (date), to analyze the data and complete the study in a timely fashion. This 
study will be complete in May of 2002. If you are interested in receiving a copy of the part or all 
of the completed project, please contact me by phone, and I will mail it to you. 

Thank you again for contributing to the body of knowledge regarding infertility services. Please 
feel free to contact me by phone at any time during this study if you have any questions or 
concerns. You may call me collect at (406) 727-7007. You may also contact my chairperson 
Lynn O’Malley at (406)771-4450 for any questions or concerns you may have regarding this 
study.I look forward to learning more about your experiences with infertility services in 
Montana. 

Sincerely, 

Kelly Timmer BSN, RN, WHNP 
Family Nurse Practitioner Student 
Montana State University-Bozeman 
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SUBJECT CONSENT FORM 
FOR PARTICIPATION IN HUMAN RESEARCH AT 

MONTANA STATE UNIVERSITY 

PROJECT TITLE: Rural women’s perceptions of their experiences with infertility 
services in Montana. 

PARTICIPATION: You are being asked to participate in a study to obtain a better 
understanding of the perceptions of rural women in regards to their experiences with 
infertility services in Montana. To be in this study, you must be a woman 20-45 years of 
age. You must also reside in North Central Montana and live at least 40 miles from a city 
with a population greater than 50,000. You also must have utilized infertility services in 
Montana during the past five years. 

PURPOSE: The purpose of this study is to explore the perception of rural women who 
have utilized infertility services in Montana. The study is part of the work being done by 
the investigator as part of a Master’s in Nursing program. Your participation will help the 
investigator to better understand the perceptions of rural women regarding their 
experience with infertility services in Montana. 

PROCEDURES: You were identified as a potential participant because you are known to 
me personally, or were identified as a potential participant by a personal contact of mine. 
If you agree to participate in this study, you will be asked to complete the enclosed 
demographic questionnaire and the study questionnaire regarding your personal 
experiences with infertility services in Montana. The approximate time needed to 
complete all forms for this survey is one hour. Upon completion of the questionnaire, you 
will be required to return the completed questionnaire in the postage-paid return envelope 
included in his package. With your permission, you may be contacted by phone at a later 
date if the investigator needs additional information, confirmation, or clarification 
regarding the questionnaires you completed. If you are contacted by phone, the interviews 
will be taped in order and later transcribed for data evaluation and identification of 
common themes. 

RISKS: Identifying information will be removed from your questionnaires and 
transcribed telephone conversations. However, you may risk being recognized through 
writing or verbalizing about your personal experiences. 

BENEFITS: This study is of no benefit to you. 

COST: Your participation in this study is voluntary. Being a participant in this study 
requires an investment of your time without payment. 
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CONFIDENTIALITY OF RECORDS: The investigator will treat your identity with 
professional standards of confidentiality. Any identifying information about you will be 
removed from the questionnaires and/or transcripts. However, your actual words may be 
quoted in any reports that result from this study. After any identifying information is 
removed, the actual questionnaires and/or transcribed telephone interviews my be seen by 
the members of the investigator’s professional paper committee, Dr. Lynis O’Malley, 
Sharon Howard, RN, MS, CS, and M. Joanne Robbins, RN, MS, CNM. The audio-taped 
telephone interviews will be destroyed following transcription. The completed 
questionnaires will be kept in a locked file cabinet in the investigator’s home office. The 
signed consent forms will be kept in a locked file cabinet at Montana State University- 
Bozeman College of Nursing for five years and destroyed after that time. 

ADDITIONAL QUESTIONS: Additional questions about the study can be answered by 
the investigator, Kelly Timmer, (406) 727-7007, or the committee chair Dr. Lynis 
O’Malley, (406) 771-4450. Additional questions about the rights of human subjects can 
be answered by a member of the College of Nursing’s Human Subjects committee, Dr. 
Charlene Winters (406) 243-4608. 

AUTHORIZATION: I have read the above and understand the inconvenience and risk of 
this study. I (printed name of participant) agree 
to participate in this research. I understand that I may later refuse to participate, and that I 
may withdraw from the study at anytime. 

I have received a copy of this consent form for my own records 
 Yes No 

I wish to have a copy of the completed questionnaires and/or transcribed interview 
 Yes No 

I grant permission to be contacted again by phone if necessary 
Yes No 

Signature Date 

Witness Date 

Graduate nursing student signature Date 
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APPENDIX D 

DEMOGRAPHIC DATA 
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DEMOGRAPHIC DATA 

The following list of questions have been designed assist the researcher in obtaining a 
better understanding about the users of infertility services in Montana. 

1. Subject Number  

2. Your Age  Birth Date   

3. Your Gender Male  Female  

4. Number of Years in Montana  

5. County of Residence  

6. Distance in miles to nearest city with a population of 50,000  

7. Distance to Closest General Practitioner miles 

8. Distance to Closest Gynecology/Obstetrical Practitioner miles 

9. Where Do You Normally Obtain Health Care  

10. Your Primary Care Provider is (circle one) 

 Physician  Nurse Practitioner  Physician’s Assistant Other 

11. Health Insurance Coverage YES  NO  

12. Insurance Carrier Name (Example: Blue Cross)   

13. Health Insurance Coverage For Infertility Services 

YES  NO  UNSURE 

14. Religious Preference   

15. Marital Status: 
 Married  Single  Divorced  Separated  Engaged 

16. Your Occupation 
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17. Your Partner’s Occupation  

18. Are you currently working outside of the home? YES NO  

19. How many children do you have? 

Number of: Biologic Children_  Number of Adopted Children  

Number of Foster Children  Total Number of Pregnancies  

Number of Miscarriages or Abortions  

20. Have you ever had a pregnancy resulting in a live birth as a result of infertility 
treatment? YES NO  

21. Average Yearly Gross Household Income 

 $ 10,000-25,000  $ 25,000-40,000 

 $ 40,000-65,000  $ 65,000-80,000 

 $ 80,000-100,000  Over $ 100,000 

 Prefer not to respond to this question 

22. Which of the following most closely matches your ethnic origin? 

 Caucasian 

 Native American 

 African American 

 Asian American 

 Multi-ethnic 

 Prefer not to respond to this question 
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INTERVIEW QUESTIONNAIRE 

The following is a set of questions designed to assist the researcher in obtaining a better 
understanding of rural women’s perceptions regarding their experiences with infertility 
services in Montana. Please answer all questions as completely and candidly as possible, 
You may use separate sheets of paper if there is not adequate space for your answers. If 
you use separate sheets of paper, please identify the answer by placing the question 
number before the answer. If you have any questions about this questionnaire please do 
not hesitate to contact me at (406) 727-7007. 

1. Who was the first health care provider you contacted regarding your concerns about 
not being able to become pregnant? Please give specifics about the providers location 
and specialty, as well as how you felt about that experience. Any examples would be 
helpful. 

Please place an X on the line to the left of the most appropriate response to the following 
questions 

2. Were you generally satisfied with your local (your community) practitioner during 
your infertility treatment? 

 not at all  somewhat mostly  completely 

Please explain any specifics or give examples. 

3. Do you feel like your local (your community) practitioner provided you with adequate 
information regarding infertility? 

 not at all  somewhat  mostly  completely 

Please provide detailed example(s) 

4. Who referred you to a specialist in infertility? 

Local Practitioner  Friend  Family Member  Other  

5. Did you utilize any of the following sources for information about infertility (circle 
any) 
Newspaper  Internet  Library  Bookstore  
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Magazine  Other  

Please explain any special circumstances or particularly helpful sources. 

6. What type of counseling/support system did you use during infertility treatment? 
Counselor  Family Friend  Church  Nurse  
Physician  Nurse Practitioner  Physician Assistant  
Other  

7. Some researcher have found that rural communities do not have adequate 
support/counseling service available, or that people in rural communities do not feel 
comfortable utilizing their local counselors. Please tell me about any feelings you 
have about your local support system/counselors, either positive or negative 
experiences. 

8. Tell me about your most positive experience with your local (your community) 
provider during your infertility treatment or investigation. 

9. Tell me about your most negative experience with you local (your community) 
provider during your infertility treatment or investigation. 

10. Persons living in rural areas often report experiencing difficulties, frustrations, and or 
barriers to accessing medical care. Put an X next to any of the following that had a 
negative impact on your ability to obtain infertility services. 

  Geographic location (travel to distant providers) 

 Lack of insurance, or no coverage for infertility services 

Lack of available health care providers in your community 

Employment conflicts with office visit appointment times and frequency 

Lack of local resources 

Weather 

Transportation 

Finances/Affordability 

Quality of infertility services in your community 

Other 
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Please explain in detail any of the above barriers that you placed an X next to. 
Provide any examples if possible. 

11. If you saw an infertility specialist, please answer the following questions and share 
any details or examples regarding the experience: 

A. How did you become aware of the specialist? 
B. What city and state was the infertility specialist located in, and how much travel 

• did it require? 
C. Did the specialist give you any feedback on your local providers care for your 

infertility concerns? Please explain. 
D. How did you feel about the first appointment with the specialist? Please share 

examples and details about interactions with the specialist or their staff. 
E. What was your most positive experience with the infertility specialist or their 

staff? 
F. What was you most negative or frustrating experience with the infertility 

specialist or their staff? 

12. Who was the most helpful person during your infertility treatment experience (either 
local or distant)? Please share a detailed example. 

13. Did the infertility treatment experience effect your marriage/relationship in a positive 
or negative manner? Please explain. 

14. In general how do you think that living in rural Montana effected your experience(s) 
with infertility services? 

15. What advice would you give to other women living in rural women based on your 
experience in seeking infertility services in Montana? 

16. Do you have any other information you would like to share regarding your 
experiences with infertility services in Montana? If so please explain. 

Thank you for participating in this study regarding your perceptions of your experiences 
with infertility services in Montana. 

Kelly Timmer BSN, RN, WHNP 
Family Nurse Practitioner Graduate Student 
Montana State University-Bozeman 


