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ABSTRACT

INTRODUCTION: Infertility is a global public health issue affecting approximately 10-15%
of couples and is associated with significant psychological morbidity. The burden of infertility
extends beyond biological implications, often resulting in emotional distress particularly
depression. Gender- specific sociocultural expectations and differences in coping strategies
further influence the psychological outcomes of affected individuals.

OBJECTIVES: To assess gender differences in the prevalence and phenomenology of
depression and to compare coping strategies among couples seeking infertility treatment.

METHODS: A cross- sectional descriptive study was conducted among 240 individuals (120
couples). Prevalence and phenomenology of depression were assessed using the Patient health
questionnaire -9 (PHQ-9) and coping strategies were evaluated using the Brief COPE scale.

RESULTS: Depression was significantly more prevalent among females (59.2%) than males
(32.5%) (p<0.001), and women had 3 times more odds of developing depression compared to
their male counterparts. Phenomenologically, women reported higher rates of anhedonia
(31.7% vs 16.7%), appetite disturbances (31.7% vs 18.3%), sleep disturbances (45% vs
32.5%), poor concentration (14.2% vs 1.7%), and suicidal ideations (11.7% vs 1.7%) compared
to their male counterparts. Maladaptive coping strategies were more frequently employed by
women (57.75%) compared to men (18%) (p<0.05), whereas adaptive coping was reported in
42.25% of females and 82% of males.

CONCLUSION: Women had higher prevalence of depression than their spouses. Most of the
symptoms of depression were also more prevalent in women. Further, a greater number of
women were observed to resort to maladaptive coping strategies, compared to their spouses.

Keywords: Infertility, Gender differences, Depression, Coping strategies, PHQ-9, Brief
COPE, Psychological morbidity
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Introduction

INTRODUCTION

Infertility is a growing global concern that impacts millions of couples, with approximately 10-

15% of couples worldwide experiencing challenges in conceiving. This issue not only poses

significant medical implications but also carries profound psychological and social consequences.

The inability to conceive often disrupts life plans and triggers a cascade of emotional responses,

including anxiety, stress, and depression. Cultural, societal, and familial expectations further

amplify the distress, making infertility a deeply personal and societal issue that warrants greater

attention.[1]

The psychological toll of infertility is profound, as couples face repeated cycles of hope and

disappointment during treatment. Research has consistently shown that infertility is associated

with higher rates of psychological distress compared to the general population. Depression and

anxiety are the most common psychological consequences, with many individuals experiencing

feelings of isolation, helplessness, and inadequacy. The stigma surrounding infertility often

exacerbates these emotions, leading to a sense of alienation from peers, family, and society.[2]

Women often bear a disproportionate share of the psychological burden due to societal

expectations regarding motherhood and their direct involvement in fertility treatments. Hormonal

treatments, invasive medical procedures, and repeated failures can lead to a sense of guilt and loss

of self-worth. Men, while often less directly involved in the physical aspects of infertility,
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experience their own set of psychological challenges, including societal pressure to demonstrate

virility and provide emotional support for their partners. These gender-specific challenges

highlight the importance of addressing the psychological impact of infertility holistically.[3]

Cultural and societal norms play a significant role in shaping the psychological experiences of

couples dealing with infertility. In many cultures, childbearing is viewed as a fundamental aspect

of adult identity and marital fulfillment. Women are often subjected to blame and criticism, when

a couple faces infertility, irrespective of the underlying medical cause. Men, on the other hand,

may experience shame and embarrassment if diagnosed with fertility issues, leading to a reluctance

to seek help or discuss their feelings openly. These cultural dynamics add layers of complexity to

the psychological impact of infertility.[4]

The role of coping mechanisms in managing the emotional challenges of infertility is critical.

Effective coping strategies can help individuals and couples navigate the emotional ups and downs

associated with treatment. However, gender differences in coping styles can sometimes create

tension within relationships. For example, women are more likely to seek emotional support and

express their feelings, whereas men often prefer problem-solving approaches, distractions or

substance use such as nicotine and alcohol. These differences can lead to misunderstandings and

feelings of dissatisfaction within couples if not addressed properly.[5]
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Infertility treatments themselves are demanding, both physically and emotionally. The financial

costs, time commitment, and uncertainty of outcomes add to the psychological burden. Women

undergoing treatments such as in vitro fertilization (IVF) often report heightened emotional

distress due to hormonal fluctuations, physical discomfort, and the invasive nature of procedures.

Men, while not typically undergoing these treatments directly, experience stress related to

supporting their partners and managing the financial and logistical demands of treatment. These

stressors highlight the need for integrated psychological support as part of infertility care.[6]

The social stigma surrounding infertility is another significant factor that affects the mental health

of couples. In many communities, infertility is viewed as a failure to fulfill expected gender roles,

leading to feelings of inadequacy and exclusion. Women, in particular, often face criticism and

judgment from extended family and society, which can exacerbate feelings of depression and

anxiety. Men may also experience societal pressure, but their struggles are often less visible due

to cultural norms that discourage emotional expression. Addressing these stigmas is essential to

improving the psychological well-being of couples seeking fertility treatments.[7]

The psychological impact of infertility is not limited to the individual level but also affects the

dynamics of relationships. Couples often report increased tension, communication breakdowns,

and feelings of dissatisfaction during infertility treatment. Gender differences in emotional

expression and coping strategies can sometimes lead to conflicts and misunderstandings, further
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straining the relationship. However, with appropriate support, many couples find that facing

infertility together can strengthen their bond and foster a deeper sense of mutual understanding.[8]

Despite the significant emotional challenges, infertility also presents an opportunity for personal

growth and resilience. Many individuals and couples report gaining a greater appreciation for their

relationship, learning to communicate more effectively, and developing new perspectives on life

priorities. Counseling and psychological support play a crucial role in helping couples navigate

this journey, enabling them to build resilience and find meaning despite the challenges. These

interventions are particularly effective when tailored to address gender-specific needs and

concerns. [9,10]

This study focuses on understanding the gender differences in depression and coping skills among

couples undergoing infertility treatment. By examining the prevalence and phenomenology of

depression and comparing coping strategies across genders, the research aims to provide insights

into the unique psychological needs of men and women. The findings of this study are expected to

contribute to the development of gender-sensitive psychological interventions and support

systems, ultimately improving the emotional well-being and treatment outcomes for couples facing

infertility.




Objectives

OBJECTIVES OF THE STUDY

To assess the gender differences in terms of prevalence and phenomenology of depression

amongst couples seeking infertility treatment.

To compare the coping skills across the genders amongst couples seeking infertility

treatment.




Review of Literature

REVIEW OF LITERATURE

2.1 Neuroendocrinology of Stress and Depression in Infertility

The neuroendocrinology of stress and depression in infertility involves a complex interaction

between the central nervous system, endocrine system, and emotional regulation mechanisms.

Stress, a common response to the challenges of infertility, activates the hypothalamic-pituitary-

adrenal (HPA) axis, leading to the release of corticotropin-releasing hormone (CRH) from the

hypothalamus. CRH stimulates the anterior pituitary to release adrenocorticotropic hormone

(ACTH), which in turn prompts the adrenal glands to secrete cortisol, the primary stress hormone.

Elevated cortisol levels, while adaptive in acute situations, become detrimental when chronic, as

they disrupt the normal functioning of the hypothalamic-pituitary-gonadal (HPG) axis, which is

essential for reproductive health. In women, chronic stress suppresses gonadotropin-releasing

hormone (GnRH) secretion, reducing the levels of luteinizing hormone (LH) and follicle-

stimulating hormone (FSH). This hormonal imbalance impairs follicular development, ovulation,

and endometrial receptivity, thereby contributing to infertility.[11]

In men, the impact of chronic stress on the HPG axis manifests as reduced testosterone production

and impaired spermatogenesis. Cortisol inhibits the secretion of GnRH, which decreases LH

stimulation of Leydig cells in the testes, leading to reduced testosterone synthesis. Lower

testosterone levels compromise the production and maturation of sperm within the seminiferous
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tubules, reducing both sperm count and quality. Additionally, stress-induced hyperactivation of the

sympathetic nervous system increases the production of reactive oxygen species (ROS), which

damage sperm DNA and impair motility. This dual impact of neuroendocrine dysregulation and

oxidative stress creates a hostile environment for male reproductive health.[12]

Depression, often co-occurring with stress in individuals undergoing infertility treatment, further

exacerbates neuroendocrine dysfunction. Depression is associated with dysregulation of the HPA

axis, characterized by hypercortisolism and impaired feedback inhibition. Prolonged exposure to

elevated cortisol levels damages the hippocampus, a brain region involved in mood regulation and

HPA axis suppression, creating a vicious cycle of chronic stress and depressive symptoms. The

interplay between depression and infertility is bidirectional, as the emotional distress of infertility

contributes to the development of depressive symptoms, while pre-existing depression may

increase the likelihood of infertility through neuroendocrine disruptions.[13]

The role of serotonin, a key neurotransmitter in mood regulation, is also significant in the context

of infertility-related depression. Reduced serotonin levels in the central nervous system are a

hallmark of depression, and this deficiency affects reproductive health through multiple pathways.

Serotonin influences the secretion of GnRH, and its deficiency can impair the normal functioning

of the HPG axis. Moreover, serotonin impacts uterine contractility and vascular tone, which are

critical for implantation and early pregnancy maintenance. The dysregulation of serotonin in
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depression underscores the interconnectedness of mental health and reproductive physiology in

the context of infertility.[ 14]

In women undergoing infertility treatment, the neuroendocrine impact of stress and depression is

particularly pronounced due to the interplay between psychological distress and hormonal

therapies. The administration of exogenous hormones, such as gonadotropins, during assisted

reproductive techniques (ART) can amplify the emotional burden by causing mood swings,

irritability, and anxiety. These emotional fluctuations, combined with the uncertainty and high

stakes of infertility treatment, heighten the activation of the HPA axis and exacerbate depressive

symptoms. Furthermore, the financial, physical, and relational stressors associated with infertility

treatment compound the psychological burden, creating a multifaceted challenge for women’s

mental health.[15]

In men, infertility-related stress and depression often manifest differently, with a tendency toward

internalizing emotions and adopting avoidance-based coping mechanisms, which discourage the

expression of vulnerability. However, the neuroendocrine consequences of this emotional

suppression are significant, as chronic stress and unresolved emotional distress perpetuate HPA

axis hyperactivity and testosterone suppression. Additionally, depression in men is associated with

reduced dopamine activity in reward pathways, contributing to feelings of hopelessness and
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reduced motivation, which can further impair their engagement with infertility treatment and

coping strategies.[16]

The neuroendocrinology of stress and depression in infertility is further complicated by the role of

inflammatory processes. Chronic stress and depression are associated with elevated levels of pro-

inflammatory cytokines, such as interleukin-6 (IL-6) and tumor necrosis factor-alpha (TNF-a.).

These cytokines disrupt normal reproductive processes by impairing follicular development,

oocyte quality, and endometrial receptivity in women, and by reducing sperm quality and motility

in men. The interaction between the immune system and neuroendocrine function creates a

feedback loop that perpetuates both infertility and psychological distress, necessitating

interventions that address both inflammation and emotional well-being.[17]

The brain’s limbic system, particularly the amygdala and prefrontal cortex, plays a central role in

the neuroendocrinology of stress and depression in infertility. The amygdala is involved in

processing emotional responses, including fear and anxiety, while the prefrontal cortex regulates

these responses through inhibitory control. Chronic stress and depression weaken the connectivity

between these regions, leading to heightened emotional reactivity and impaired stress regulation.

This dysregulation of the limbic system contributes to the persistence of negative emotional states

and the amplification of neuroendocrine dysfunction in individuals experiencing infertility.[ 18]
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Sleep disturbances, commonly reported in individuals with infertility-related stress and depression,

further exacerbate neuroendocrine dysfunction. Insufficient or poor-quality sleep disrupts the

normal diurnal rhythm of cortisol secretion, leading to HPA axis dysregulation. Sleep deprivation

also impairs the secretion of melatonin, a hormone that modulates reproductive function and acts

as a powerful antioxidant. The combined effects of altered cortisol and melatonin levels create a

suboptimal environment for reproductive processes, highlighting the importance of addressing

sleep disturbances as part of infertility treatment.[19]

The neuroendocrine basis of stress and depression in infertility underscores the need for integrated

approaches to treatment. Psychological interventions, such as cognitive-behavioral therapy (CBT)

and mindfulness-based stress reduction (MBSR), have been shown to mitigate HPA axis

hyperactivity and improve emotional well-being. Pharmacological treatments, including selective

serotonin reuptake inhibitors (SSRIs), can alleviate depressive symptoms and partially restore

neuroendocrine balance, although their use must be carefully considered in the context of infertility

treatment. By addressing the interconnected pathways of stress, depression, and reproductive

dysfunction, these interventions offer a holistic approach to improving outcomes for individuals

and couples navigating infertility.[20]

2.2 Psychological Impact of Infertility

10
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Infertility has profound psychological implications for individuals and couples, often resulting in

emotional distress that can persist throughout the infertility journey. The inability to conceive,

despite repeated efforts, challenges a person's sense of identity, self-worth, and life expectations.

For many, becoming a parent is not just a personal aspiration but a societal expectation, deeply

intertwined with cultural, familial, and social norms. The psychological toll of infertility begins as

soon as individuals recognize difficulties in conceiving and tends to intensify with prolonged

efforts or failed treatments. Women are particularly vulnerable to experiencing heightened

emotional distress due to societal pressures and their direct involvement in medical treatments,

which may amplify feelings of guilt, shame, and inadequacy.[21]

The emotional experience of infertility is marked by feelings of loss, grief, and failure. Couples

often perceive infertility as a loss of control over their lives and future plans. Grieving the loss of

the anticipated biological child becomes a central emotional challenge, with individuals cycling

through feelings of denial, anger, and depression. Women, more than men, report feelings of deep

sadness, anxiety, and hopelessness due to the biological and emotional centrality of childbearing.

Men, although less likely to express emotions openly, also experience stress and frustration, often

rooted in societal expectations of masculinity and their role as providers or protectors within the

family unit. These unspoken emotions can compound over time, leading to internalized stress and

emotional withdrawal.[22]

11
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Infertility is also associated with high levels of anxiety and depression. Anxiety often arises from

uncertainty surrounding the cause of infertility, the outcome of treatments, and the fear of

permanent childlessness. This anxiety is further compounded by the physical and emotional

demands of medical interventions, such as hormonal therapies, invasive procedures, and repeated

cycles of hope and disappointment. Depression, on the other hand, stems from the pervasive sense

of loss, isolation, and diminished self-esteem. Individuals experiencing infertility often feel

excluded from societal norms and social gatherings, such as baby showers and family events,

further deepening their sense of isolation and inadequacy.[23]

The psychological impact of infertility is not limited to individuals but extends to their

relationships. Couples undergoing infertility treatment often experience heightened relational

stress and conflict. Differences in coping styles, communication patterns, and emotional responses

to infertility can create misunderstandings and tension. For instance, women may seek emotional

support and express their distress more openly, while men may adopt problem-focused coping

strategies or avoid discussing the issue altogether. These differences can lead to feelings of

emotional disconnect and dissatisfaction within the relationship, particularly if one partner

perceives the other as being less invested or emotionally supportive.[24]

The societal stigma surrounding infertility exacerbates its psychological impact. In many cultures,

infertility is perceived as a failure to fulfill traditional gender roles, with women bearing the brunt

12
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of societal blame. They are often subject to scrutiny, judgment, and unsolicited advice from family

and community members, which amplifies their emotional burden. Men, while less publicly

scrutinized, may face subtle societal challenges, including questions about their masculinity or

ability to provide for a family. This stigma creates an additional layer of emotional distress, forcing

many couples to conceal their struggles and avoid seeking social support, thereby increasing their

sense of isolation.[25]

The psychological toll of infertility is further compounded by the financial and logistical demands

of treatment. Assisted reproductive techniques, such as in vitro fertilization (IVF) or intrauterine

insemination (IUI), are often expensive, time-consuming, and physically exhausting. The repeated

cycles of treatment, coupled with the uncertainty of outcomes, can lead to emotional exhaustion

and burnout. The financial strain of these treatments often adds to the couple's stress, creating

additional pressures that affect their emotional and relational well-being. For many, the emotional

investment in treatment becomes a double-edged sword, as the hope for success intensifies the

pain of failure.[26]

Despite the significant psychological challenges, infertility can also serve as a catalyst for personal

growth and resilience. Many individuals report developing a deeper understanding of themselves,

their values, and their relationships through their infertility journey. Couples often learn to

communicate more openly and support one another more effectively, strengthening their bond in

13
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the face of adversity. However, this positive transformation typically requires deliberate efforts to

address the psychological impact of infertility, including seeking professional counseling,

engaging in support groups, and adopting stress-reduction techniques. Psychological interventions,

such as cognitive-behavioral therapy (CBT) or mindfulness-based stress reduction (MBSR), have

been shown to be effective in helping individuals and couples navigate the emotional complexities

of infertility. By providing coping strategies, fostering emotional expression, and addressing

cognitive distortions, these interventions can alleviate the psychological burden and improve

overall well-being.[27]

2.3 Gender-Specific Coping Mechanisms in Infertility

Coping mechanisms in infertility vary significantly across genders, shaped by biological,

psychological, and sociocultural factors. Women and men often exhibit distinct approaches to

managing the stress and emotional toll of infertility, with women typically employing emotion-

focused coping strategies while men lean toward problem-focused approaches. Women are more

likely to seek emotional support from family, friends, and support groups, openly sharing their

feelings and experiences. This reliance on social networks helps women process their emotions

but can also expose them to unsolicited advice and judgment, which may intensify their stress.

Men, on the other hand, often avoid discussing their emotions, opting instead to distract themselves

through work, hobbies, or other activities.[28]

14
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Emotion-focused coping strategies used by women often include expressing their feelings through

journaling, therapy, or discussions with supportive individuals. These strategies help women

manage the emotional burden of infertility, but their effectiveness depends on the quality of social

support they receive. Negative or dismissive reactions from others can exacerbate feelings of

isolation and inadequacy. Women also tend to engage in cognitive reappraisal, reframing their

infertility challenges in a more positive light. This process involves finding meaning or purpose in

their struggles, such as viewing infertility as an opportunity for personal growth or strengthening

their relationship with their partner. Men, in contrast, are less likely to engage in such reflective

coping mechanisms and instead focus on tangible solutions, such as researching medical

treatments or improving their physical health. While these problem-focused strategies can provide

a sense of control, they may also lead to frustration if outcomes remain uncertain or beyond their

control.[29]

The divergence in coping mechanisms often creates challenges within relationships, as partners

may struggle to understand each other’s emotional needs and coping styles. Women may perceive

their partner’s avoidance or stoicism as a lack of emotional investment, while men may feel

overwhelmed by their partner’s emotional expressions and interpret them as excessive or

unproductive. These misunderstandings can lead to feelings of emotional disconnect and conflict,

particularly if couples do not communicate openly about their needs and expectations. However,

when couples actively work to bridge these differences, they often find that their unique coping

15
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styles can complement and balance each other, fostering a stronger partnership in navigating

infertility. [30,31]

Religious and spiritual beliefs also influence gender-specific coping mechanisms in infertility.

Women are more likely to turn to spirituality or prayer as a source of comfort and hope, viewing

their struggles as part of a larger divine plan. These practices can provide a sense of purpose and

resilience, helping women cope with the uncertainty and emotional rollercoaster of infertility. Men,

while less likely to engage in overtly spiritual practices, may find solace in ‘meaning-making

frameworks or rituals that provide a sense of stability and control. Both genders, however, benefit

from finding meaning in their experiences, as it helps them reframe their struggles and maintain a

sense of hope and purpose.[32]

The impact of infertility on mental health also influences gender-specific coping mechanisms.

Women are more likely to experience anxiety and depression during infertility, which can shape

their coping strategies. For instance, women with high levels of anxiety may engage in excessive

information-seeking behaviors, such as researching treatments or monitoring their ovulation cycles

obsessively. While these behaviors provide a temporary sense of control, they can also perpetuate

stress and create a cycle of emotional exhaustion. Men, on the other hand, may turn to avoidance-

based coping strategies, such as distancing themselves emotionally from the issue or minimizing
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its importance. While these strategies may reduce stress in the short term, they often lead to

unresolved emotional conflicts and strain within the relationship.[33]

Gender-specific coping mechanisms in infertility highlight the need for tailored psychological

interventions that address the unique needs of men and women. For women, interventions should

focus on enhancing social support, building emotional resilience, and addressing cognitive

distortions that contribute to feelings of guilt or inadequacy. Group therapy or support groups can

provide a safe space for women to share their experiences and learn from others facing similar

challenges. For men, interventions should emphasize the importance of emotional expression and

encourage them to seek support from trusted individuals or professionals. Psychoeducation about

the emotional impact of infertility can help men understand and validate their feelings, reducing

the stigma associated with emotional vulnerability. By addressing the distinct coping needs of men

and women, these interventions can improve individual well-being and strengthen the relational

bond between partners.[34]

2.4 Role of Social and Cultural Factors in Infertility-Related Depression

Infertility-related depression is profoundly influenced by social and cultural factors, as societal

norms and expectations often dictate the emotional experiences of individuals and couples facing

infertility. In many cultures, the ability to conceive is closely tied to social status, gender roles, and

familial expectations, leading to significant emotional distress when these expectations are unmet.
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Women, in particular, often bear the brunt of societal blame for infertility, regardless of the

underlying medical cause. This blame is deeply rooted in traditional gender roles that define a

woman’s worth by her ability to bear children. The social stigma associated with infertility results

in feelings of shame, guilt, and inadequacy, which contribute significantly to the development of

depression. [35,36]

The role of extended family in infertility-related depression is particularly significant in cultures

where family structures are closely knit, and decisions about treatment and coping are influenced

by collective opinions. In some cases, family members may place explicit pressure on couples to

seek advanced fertility treatments or explore alternative solutions, such as adoption or surrogacy.

While well-meaning, these suggestions can add to the emotional burden of the couple, especially

if they are already struggling to come to terms with their situation. Additionally, the preferential

treatment of couples with children within families can further alienate those dealing with infertility,

reinforcing feelings of inadequacy and worthlessness.[37]

Men are also impacted by social and cultural factors, although their experiences often differ from

those of women. In many cultures, masculinity is tied to virility and the ability to father children.

Men who face infertility may feel their masculinity is called into question, leading to a sense of

failure and diminished self-esteem. However, societal norms often discourage men from openly

expressing their emotions or seeking support, which exacerbates their emotional struggles. This
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internalization of distress often manifests as irritability, withdrawal, or substance use, which can

mask the underlying depression and make it difficult to address. The societal tendency to focus

primarily on women’s infertility-related struggles further marginalizes men, leaving their

emotional needs unaddressed.[38]

Religious and spiritual beliefs also shape the experience of infertility-related depression, often

serving as both a source of comfort and a source of distress. For some individuals, faith provides

a framework for understanding their struggles, offering hope and a sense of purpose. They may

view infertility as part of a divine plan or a test of resilience, which can help them maintain

emotional balance. However, for others, religious and cultural beliefs can intensify feelings of

failure and guilt. In societies where children are seen as blessings from a higher power, infertility

may be perceived as divine punishment or a sign of moral inadequacy. These interpretations can

deepen depressive symptoms, particularly if individuals feel unsupported by their religious

communities.[39]

Social support plays a dual role in mitigating or exacerbating infertility-related depression,

depending on its quality and nature. Positive social support from family, friends, or support groups

can provide emotional validation, reduce feelings of isolation, and foster resilience. Women often

benefit from discussing their experiences with others facing similar challenges, as shared

understanding creates a sense of solidarity. However, inadequate or negative support can worsen
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emotional distress. Comments that trivialize the pain of infertility or imply blame can heighten

feelings of despair and alienation. In some cases, couples may avoid seeking social support

altogether due to fear of judgment or stigma, further isolating themselves and intensifying

depressive symptoms.[40]

Cultural differences in coping with infertility-related depression also play a significant role. In

collectivist societies, where family and community are central to individual identity, infertility is

often viewed as a collective issue, and couples may face pressure to conform to societal

expectations. This collectivist perspective can amplify feelings of failure, as individuals perceive

their infertility as a source of shame not only for themselves but also for their families. In contrast,

in more individualistic societies, the emphasis on personal autonomy may allow couples greater

freedom to make decisions about their treatment and coping strategies. However, the lack of

community support in such societies can also lead to feelings of isolation and loneliness, which

contribute to depression.[41]

Addressing the role of social and cultural factors in infertility-related depression requires a

multifaceted approach that considers the unique challenges faced by individuals within their

cultural and societal context. Interventions should focus on reducing stigma, promoting awareness,

and fostering a supportive environment for those dealing with infertility. Psychoeducational

programs can help dispel myths and misconceptions about infertility, encouraging more
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compassionate and understanding attitudes within families and communities. Counseling and

support groups tailored to cultural sensitivities can provide individuals with a safe space to express

their emotions, share experiences, and develop coping strategies. By addressing these social and

cultural influences, such interventions can alleviate the psychological burden of infertility and

improve overall emotional well-being.[42]

2.5 Interpersonal Dynamics in Couples Facing Infertility

Infertility has a profound impact on interpersonal dynamics in couples, as the stress and emotional

burden of the condition often alter communication patterns, emotional intimacy, and relationship

satisfaction. Couples facing infertility frequently encounter significant challenges in maintaining

a healthy and supportive relationship. The emotional responses to infertility differ between

partners, with women often expressing their distress more openly and seeking emotional support,

while men may internalize their feelings and focus on practical problem-solving. These contrasting

coping mechanisms can lead to misunderstandings and feelings of disconnect, as one partner may

perceive the other as being emotionally unavailable or overly reactive. The resulting tension can

strain the relationship, creating a cycle of conflict and miscommunication that exacerbates the

emotional toll of infertility.[43]

The inability to conceive often disrupts the foundational dynamics of a relationship by challenging

deeply held expectations about parenthood and family life. For many couples, the anticipation of

21



Review of Literature

starting a family is a shared goal that strengthens their bond. When infertility arises, it can feel like

a shared failure, creating feelings of guilt, frustration, and disappointment in both partners. Women

may feel inadequate or blame themselves for not fulfilling their role as a mother, while men may

feel helpless or frustrated at their inability to "fix" the problem. These feelings of inadequacy can

lead to self-doubt and decreased self-esteem, which, in turn, affect the quality of interactions

between partners.[44]

Communication is a critical factor in determining how couples navigate the challenges of

infertility. Open and honest communication fosters mutual understanding and emotional support,

allowing partners to share their fears, frustrations, and hopes. However, infertility often inhibits

effective communication, as partners may struggle to articulate their emotions or fear burdening

each other with their distress. Women may feel their emotions are dismissed or invalidated when

their partners respond with logical solutions instead of empathy, while men may feel overwhelmed

by their partner's emotional needs, leading to withdrawal. This breakdown in communication can

create emotional distance and feelings of isolation, further complicating the relationship.[45]

The financial and logistical demands of infertility treatments add another layer of complexity to

interpersonal dynamics. The high costs of assisted reproductive techniques (ART) and the physical

toll of treatments, such as hormone injections and invasive procedures, can create stress and

tension within the relationship. Disagreements about treatment options, financial priorities, or the
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timing of interventions can escalate into conflicts, especially if partners have differing views on

how to proceed. For some couples, the pressure to succeed in treatment can overshadow their

emotional connection, reducing their relationship to a transactional pursuit of parenthood. This

shift in focus can lead to feelings of resentment or dissatisfaction, as partners may feel their

emotional needs are being neglected.[46]

Societal and cultural influences also shape the interpersonal dynamics of couples facing infertility.

In many cultures, the ability to conceive is seen as a validation of the couple's union, and infertility

is perceived as a collective failure. Couples may face external pressures from family and

community members, who may offer unsolicited advice, impose expectations, or blame one

partner for the condition. These societal pressures can create additional stress within the

relationship, as partners may feel the need to defend themselves or conform to external demands.

In some cases, cultural norms may lead to unequal blame or responsibility being placed on one

partner, further exacerbating feelings of guilt and resentment.[47]

Despite these challenges, infertility can also serve as an opportunity for couples to strengthen their

bond and develop resilience. Many couples report that navigating the emotional and logistical

complexities of infertility together helps them build a deeper understanding of each other and their

relationship. By working collaboratively to address their challenges, couples can develop stronger

communication skills, enhance emotional intimacy, and reinforce their commitment to one another.
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Supportive interventions, such as couples counseling or therapy, can play a crucial role in

facilitating this process. These interventions provide a safe space for partners to express their

emotions, validate each other's experiences, and develop effective coping strategies. By fostering

empathy, understanding, and mutual support, couples can navigate the challenges of infertility

while maintaining a strong and healthy relationship. [48-54]

2.6 Impact of Infertility Treatments on Mental Health

Infertility treatments, while offering hope for conception, can have a profound impact on mental

health due to the emotional, physical, and financial strain they impose on individuals and couples.

Assisted reproductive techniques such as in vitro fertilization (IVF), intrauterine insemination

(IUI), and other interventions are often accompanied by a sense of anticipation and anxiety about

the outcomes. The rigorous medical protocols, including hormonal injections, invasive procedures,

and frequent monitoring, can be physically taxing, often leading to fatigue, discomfort, and

hormonal side effects. For women, the process can be particularly overwhelming, as they are often

the primary recipients of these treatments, leading to heightened vulnerability to stress, anxiety,

and depression. [55-61]

The psychological burden of infertility treatments is exacerbated by the uncertainty of success.

Each cycle of treatment involves significant emotional investment, as individuals and couples pin

their hopes on achieving a successful pregnancy. However, the success rates of treatments such as
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IVF remain variable, with many couples experiencing repeated failures before achieving their

desired outcome, if at all. Each failed cycle can lead to a sense of loss and grief, similar to the

experience of a miscarriage, compounding the emotional toll. The repeated cycle of hope and

disappointment creates a rollercoaster of emotions, often leaving individuals feeling emotionally

drained and less resilient over time.[56]

Financial stress is another critical factor contributing to the mental health challenges associated

with infertility treatments. These treatments are often expensive, with costs that can quickly

accumulate over multiple cycles. For many couples, the financial strain adds another layer of stress

to an already challenging situation, leading to feelings of helplessness and frustration. The

financial burden may also exacerbate relational conflicts, as partners may disagree on how much

to invest in treatments or how to prioritize their financial resources. These financial pressures can

lead to increased anxiety, particularly when coupled with the uncertainty of treatment

outcomes.[57]

The social implications of undergoing infertility treatments further contribute to the emotional

distress experienced by individuals and couples. Many people choose to keep their treatment

journey private due to the stigma surrounding infertility, leading to feelings of isolation and

loneliness. The lack of understanding or empathy from family, friends, and the broader community

can leave individuals feeling unsupported, further intensifying their emotional struggles. In some
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cases, societal expectations and cultural norms regarding parenthood may lead to added pressure,
especially for women, who often bear the brunt of societal blame for infertility. This social
isolation and stigma can significantly impact mental health, contributing to anxiety, depression,

and reduced self-esteem.[58]

The impact of infertility treatments on mental health is not limited to women; men also experience
significant psychological challenges during this process. While women are more likely to report
emotional distress openly, men often internalize their emotions due to societal expectations of
masculinity, which discourage vulnerability. This emotional suppression can lead to feelings of
isolation, frustration, and helplessness, particularly when men feel unable to alleviate their
partner’s distress or contribute directly to the treatment process. Additionally, men may experience
anxiety and depression related to their role as financial providers, particularly if they feel the
burden of funding expensive treatments while also managing the emotional needs of their

partner.[59]

Despite the significant mental health challenges associated with infertility treatments, there are
strategies and interventions that can help individuals and couples navigate these difficulties.
Psychological support, such as counseling or therapy, can provide a safe space for individuals to
process their emotions, build resilience, and develop effective coping strategies. Support groups

and peer networks can also play a crucial role in reducing feelings of isolation, as they allow
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individuals to connect with others who understand the unique challenges of infertility.

Additionally, stress-reduction techniques such as mindfulness, relaxation exercises, and cognitive-

behavioral therapy (CBT) have been shown to improve mental health outcomes for individuals

undergoing infertility treatments. By addressing the emotional and psychological aspects of

infertility, these interventions can help individuals manage the stress of treatment and improve

their overall well-being. [60-68]

2.7 Interventions for Gender-Specific Psychological Support in Infertility

Psychological support in the context of infertility requires a nuanced approach that addresses the

distinct emotional and coping needs of men and women. Gender-specific interventions are

essential to provide tailored support that reflects the differences in how men and women process

and respond to the challenges of infertility. Women, who often bear the physical and emotional

burden of treatments, require interventions that focus on emotional expression, validation, and

social connection. Support groups, where women can share their experiences with others facing

similar challenges, are particularly effective in reducing feelings of isolation and fostering

emotional resilience. These groups provide a platform for women to discuss their fears,

frustrations, and hopes, helping them process their emotions in a supportive and understanding

environment. Individual counseling can also be highly beneficial, as it allows women to explore
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their feelings of guilt, inadequacy, or grief in a private and secure setting, enabling them to develop

healthier coping mechanisms. [69-73]

Cognitive-behavioral therapy (CBT) is one of the most effective interventions for addressing

infertility-related psychological distress in women. This therapeutic approach focuses on

identifying and challenging negative thought patterns that contribute to anxiety, depression, and

low self-esteem. For women undergoing infertility treatments, CBT can help them reframe their

experiences in a more positive light, reducing the emotional burden of repeated failures or

setbacks. Techniques such as cognitive restructuring, relaxation exercises, and mindfulness

practices can help women manage their stress levels and maintain emotional balance throughout

the treatment process. By equipping women with practical tools to manage their emotions, CBT

enhances their psychological resilience and overall well-being. [74-77]

For men, psychological support must address the societal and cultural norms that often discourage

emotional vulnerability and expression. Many men internalize their distress during infertility,

adopting avoidance-based coping strategies that can lead to feelings of isolation and unresolved

emotional conflicts. Interventions for men should therefore emphasize the importance of emotional

expression and provide a safe space where they can share their feelings without fear of judgment.

Individual counseling can help men explore their emotions and develop healthier coping strategies,

while also addressing the specific challenges they face, such as feelings of helplessness,
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frustration, or concerns about their role in the relationship. Psychoeducation is another critical

component of support for men, as it helps them understand the emotional impact of infertility and

validates their experiences, reducing the stigma associated with seeking help.[78]

Couples-based interventions are particularly valuable for addressing the relational challenges of

infertility. These interventions focus on improving communication, fostering mutual

understanding, and strengthening the emotional bond between partners. Infertility often creates

tension and misunderstandings within relationships, as men and women cope with their emotions

in different ways. Couples counseling provides a structured environment where partners can

discuss their feelings, expectations, and concerns openly, helping them navigate the emotional

complexities of infertility together. Therapeutic approaches such as emotionally focused therapy

(EFT) are particularly effective in enhancing emotional intimacy and reducing relational conflict.

By focusing on the emotional connection between partners, EFT helps them support each other

more effectively, creating a united front in the face of infertility.[79]

In addition to traditional therapeutic approaches, alternative and integrative therapies can also play

a significant role in gender-specific psychological support. Techniques such as mindfulness-based

stress reduction (MBSR), yoga, and acupuncture have been shown to reduce stress, anxiety, and

depression in individuals undergoing infertility treatments. These practices promote relaxation and

emotional balance, helping both men and women cope with the physical and emotional demands
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of treatment. For women, these therapies can provide a sense of control and self-care during a

process that often feels overwhelming. For men, they offer a structured and non-verbal way to

manage stress and improve emotional well-being. Integrating these alternative therapies into

infertility care can enhance the overall effectiveness of psychological support, providing a holistic

approach to addressing the emotional challenges of infertility.[79]

2.8 Past Studies

Musa et al. (2014): This study evaluated psychological differences in infertile Malaysian couples

and their relation to coping styles. It found that wives reported significantly higher levels of

depression, anxiety, and stress compared to husbands (p < 0.05). Emotional-oriented coping styles

were linked to higher depression (odds ratio [OR] = 2.5), anxiety (OR = 3.0), and stress (OR =

1.5) across both genders. The study emphasized that emotional coping strategies heightened

vulnerability to psychological distress, demonstrating a clear gender disparity in how infertility

impacts mental health.[80]

Wau et al. (2014): This study examined depression and coping strategies in 288 Chinese women

undergoing in-vitro fertilization (IVF). It reported a 22.6% prevalence of depression, with risk

factors including long marriage duration (greater than 8 years), long infertility duration (more than

6 years), and low monthly family income (<3000 CNY). High basal follicle-stimulating hormone

and denial as a coping strategy were linked to an increased risk of depression, while high estradiol
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levels and humor as a coping strategy reduced depression risk. The findings underscored the

critical role of financial and biological factors in influencing psychological outcomes during IVF

treatment.[81]

Peterson et al. (2014): This study analyzed the relationship between severe depressive symptoms

and infertility-related distress in 1406 Danish couples undergoing assisted reproductive treatments.

Severe depressive symptoms were observed in 11.6% of women and 4.3% of men. The study

revealed that depressive symptoms significantly increased infertility-related distress at both the

individual and partner level (p < 0.01), but no significant gender interaction was found. This

highlights the importance of addressing depression for both partners to mitigate distress during

fertility treatment.[82]

Ying et al. (2015): A review of 33 studies identified gender differences in experiences with

infertility. Women reported higher levels of depression, anxiety, stigma, and shame compared to

men, as well as lower self-esteem and physical health. Notably, partner support was inversely

associated with stress for both genders. While both men and women experienced marital stress due

to infertility, there were no significant gender differences in marital satisfaction or adjustment. This

review emphasized the need for interventions aimed at fostering partnership and mutual support

to alleviate distress in couples.[83]
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Valoriani et al. (2016): A cross-sectional study of 309 Italian couples undergoing their first ART

consultation found that women experienced higher levels of depression and lower psychophysical

well-being compared to men (p < 0.05). Socio-demographic factors, such as educational

background and employment status, significantly influenced emotional states. The findings

suggested that gender-sensitive psychological and counseling services are essential to address the

emotional needs of couples at the start of ART treatment.[84]

Zurlo et al. (2018): This study explored the predictors of quality of life (QoL) and psychological

health in 206 infertile couples, examining the moderating role of infertility duration. Women

reported significantly lower QoL and higher levels of anxiety and depression compared to men (p

< 0.05). Protective factors, such as higher educational levels and social support, were more

beneficial for women, while problem-solving coping strategies were more effective for men.

Couples with infertility lasting more than three years showed reduced benefits from coping

strategies, although the positive effects of education and dyadic adjustment persisted. These

findings highlighted the need for tailored interventions considering the duration of infertility and

gender-specific differences.[85]

Zurlo et al. (2019): This study tested a multi-dimensional model to predict anxiety and depression

in 250 infertile couples. Significant gender differences were observed, with women experiencing

higher anxiety and depression scores compared to men (p < 0.001). Infertility-related stress
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dimensions, such as personal and social stress, were stronger predictors of psychological health

outcomes in women, while coping strategies and dyadic adjustment played a protective role for

both genders. The study emphasized the importance of integrating gender-specific counseling

interventions into fertility treatments to address psychological health challenges effectively.[86]

Brigance et al. (2020): This study outlined the application of emotionally focused couples therapy

(EFCT) for couples undergoing infertility treatments, emphasizing its ability to enhance dyadic

communication and meaning-based coping. Couples who engaged in EFCT demonstrated

significant improvements in emotional well-being and relationship satisfaction, particularly in

cases where partners supported each other's emotional expressions. The study underscored the role

of EFCT in addressing gender-specific emotional needs and fostering resilience in couples

navigating infertility-related challenges.[87]

Pejuskovié et al. (2023): This study examined depression and distress in 84 infertile couples

compared to a fertile control group. Women in the infertile group exhibited significantly higher

levels of depression (mean Beck Depression Inventory [BDI] score = 19.5) compared to their male

partners (mean BDI score = 13.2; p < 0.05). The infertile group reported significantly higher

distress levels on the Brief Symptom Inventory compared to the control group (p < 0.01). These

findings highlighted the psychological burden of infertility, with women being particularly

vulnerable, necessitating targeted mental health support for this population.[88]
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Kumar et al. (2024): This study assessed anxiety and depression in 160 Indian couples undergoing

assisted reproductive treatments. The prevalence of anxiety and depression was 46.2% and 40.9%,

respectively, with women reporting significantly higher anxiety scores (mean = 10.76) compared

to men (mean = 9.12; p = 0.02). Depression scores were higher in women but did not reach

statistical significance. Factors influencing distress included the duration of infertility, with

couples in the first year and after 10 years of treatment experiencing the highest levels of

psychological distress. The study emphasized the importance of early psychological interventions

in ART programs.[89]
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METHODOLOGY

Study Design:

This study was conducted as a cross-sectional descriptive study, which allowed for the analysis of

data collected from participants at a single point in time.

The study was conducted at the Assisted Reproductive Centre of KLES Dr. Prabhakar Kore

Hospital, Belagavi. Patients were recruited using purposive sampling.

The data collection took place over a period of one year between March 2023 to February 2024.

Inclusion Criteria:

1. All couples with a confirmed diagnosis of primary infertility were included in the study.

2. Participants who provided informed written consent to participate in the study were

eligible.

Exclusion Criteria:

1. If either of the couple has a history of psychotic or mood disorders.

2. Ifeither of the couple has a history of substance dependence, except for nicotine.
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Ethical Clearance:

Prior to commencement, ethical clearance was taken from Institutional Ethics Committee,

Jawaharlal Nehru Medical College, Belagavi with Ethical Clearance number

MDC/INMCIEC/162.

Informed Consent:

Informed consent was obtained from the participants (both husband and wife) who fulfilled the

inclusion criteria.

Sample size:

The sample size was calculated using the formula:

n=4pq/r?,

where p = 21 (expected prevalence of depression), q = 100 — p =79, and r = 5 (permitted error),

with a 95% confidence interval.
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The estimated sample size was 240 participants, comprising 120 couples undergoing infertility

treatment.

Data collection procedure:

After obtaining written informed consent from all the participants, patients were interviewed using

a semi structured proforma to gather socio- demographic and clinical data. The patient health

questionnaire-9 ‘PHQ-9’ scale was used to assess depressive disorder and their phenomenologies

and subsequently were also assessed for effect of coping strategies using the Brief COPE

inventory.

Data processing and statistical analysis:

The data collected were tabulated systematically. The socio-demographic and clinical details of

the patients were summarized using percentages for categorical variables or as mean and standard

deviation for continuous variables. To assess the strength of relationship between the variables,

Chi square test was applied for the categorical variables and unpaired student t test for continuous

variables. The correlation coefficients between two groups were calculated using Pearson’s

correlation coefficient. All tests were two tailed and p values less than 0.05 were considered

significant.
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TOOLS-
1.Patient health questionnaire-9 (PHQ-9)

The PHQ-9 serves as a validated depression screening instrument derived from DSM-IV
diagnostic criteria. This nine-item self-report measure quantifies depressive symptom frequency
over a two-week period, with response options ranging from 0 ("not at all") to 3 ("nearly every
day"). Developed in 1999 by Spitzer, Williams, and Kroenke at Columbia University, the
instrument demonstrates strong psychometric properties (reliability coefficient: 0.84; validity

coefficient: 0.73) while requiring minimal administration time (approximately three minutes).

The PHQ-9 provides clinical stratification of depression severity:

e 1-4: Minimal/No depression

e 5-9: Mild depression

e 10-14: Moderate depression

e 15-19: Moderately severe depression

e 20-27: Severe depression
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2.Brief COPE

The Brief COPE (Carver, 1997) is a 28-item psychometric instrument designed to assess stress

response strategies. Participants rate each item on a 4-point Likert scale (1="not at all" to 4="a

lot"), evaluating engagement with specific coping mechanisms. The instrument distinguishes

between:

Approach (Adaptive) Coping Strategies:

e Active coping (items 2, 7)

e Positive reframing (items 12, 17)

e Planning (items 14, 25)

e Acceptance (items 20, 24)

o Emotional support-seeking (items 5, 15)

e Informational support-seeking (items 10, 23)

Avoidant (Maladaptive) Coping Strategies:

e Self-distraction (items 1, 19)

e Denial (items 3, 8)
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o Substance use (items 4, 11)

e Behavioural disengagement (items 6, 16)

e Venting (items 9, 21)

e Self-blame (items 13, 26)

The inventory also includes items assessing humour (18, 28) and religion-based coping (22, 27),

which are classified as neutral and excluded from adaptive/maladaptive categorization.

Scoring Methodology: Assessment involves calculating composite scores for approach and

avoidant strategies by summing respective item responses. Higher approach scores indicate

adaptive coping patterns, while elevated avoidant scores suggest maladaptive response tendencies.

When scores between categories are comparable, supplementary qualitative evaluation or

subgroup analysis is recommended for comprehensive interpretation.
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RESULTS:

[SOCIO- DEMOGRAPHIC PROFILE OF STUDY SAMPLE]-

TABLE-1: MEAN AGE OF THE PARTICIPANTS-

Women Men
Variables (n=120) (n=120)
Mean age 28.2+3.95 31.3£3.36

Table 1 Illustrates the mean age of the study sample. In this study, 240 participants were analysed

in which the mean age of samples was found to be 28.2 (£3.95) years among females and 31.3

(£3.36) years among males.

TABLE -2 SOCIOECONOMIC CLASS DISTRIBUTION OF THE PARTICIPANTS

Socio-economic class

Frequency
(N=240, male + female)

Percentage (%)

Lower class 24 10.0
Lower Middle class 174 72.5
Middle class 14 5.8
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Upper middle class

28

11.7

Table-2 The majority of couples undergoing infertility treatment belonged to the lower middle

class (72.5%), followed by the upper middle class (11.7%), lower class (10.0%), and middle class

(5.8%). This indicates that infertility treatment is sought across different socio-economic strata,

with a significant proportion of patients coming from the lower middle class.

TABLE -3 OCCUPATION OF THE STUDY PARTICIPANTS -

Occupation

Females (n=120)
(frequency and percentage)

Males (n=120)
(Frequency and
percentage)

Unskilled

93 (77.5%)

81 (67.5%)

Semi- skilled

9 (7.5%)

27 (22.5%)

Skilled

18 (15%)

12 (10%)

Table 3 —In this study, it was noted that the majority of males (67.5%) and females (77.5%), were
engaged in unskilled occupations like farming and agricultural work.
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TABLE 4- NICOTINE USE AMONG THE PARTICIPANTS

Nicotine use Females (n=120) Males (n=120)

(chewing+ smoking) 00 41(34.2%)

Table 4 — Nicotine use was reported exclusively among men, with 34.2% engaging in either

smoking or chewing tobacco, while no women in the study reported nicotine use. This highlights

a significant gender difference in tobacco consumption.

TABLE 5- DURATION OF INFERTILITY TREATMENT OF THE STUDY
PARTICIPANTS

Duration of | Frequency Percentage (%)
infertility treatment | (N=240-males+

females)
Less than 3 years 62 25.8
Between 3 to S years 114 47.5
More than 5 years 64 26.7

43



Results

Table 5 —As per the study, majority of the couples (47.5%) were seeking treatment for a duration

between 3 to 5 years period, and 64% of couples for more than 5 years, highlighting the nature of

chronic infertility treatment.

TABLE 6: PREVALENCE OF DEPRESSION IN MALE AND FEMALE PARTICIPANTS

Females Males P value
Variables
Frequency | Percentage Frequency | Percentage (%)
n=120) | (%) (n=120)
Depression 71 59.2 39 32.5 0.00*
No
depression 49 40.8 81 67.5
*Significant

Table 6 Illustrates the prevalence of depression across the genders.

As per this study, women participants were found to have more depression in comparison to their

male counterparts (59.2% vs 32.5%) as per the PHQ-9 scale and the results were found to be

statistically significant (p value=0.00)
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FIGURE 1 -PREVALENCE OF DEPRESSION ACROSS THE GENDERS.
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TABLE 7- COMPARISON OF PROPORTION OF PARTICIPANTS REPORTING
DEPRESSION ACROSS THE GENDERS (ODDS RATIO).
Variables Females (n=120) Males (n=120) Odds ratio
(n) / (%) (n) / (%)
Depression 71 (59.2%) 39 (32.5%)

No depression

49 (40.8%)

81 (67.5%)

3.01

Table 7 Illustrates the comparison of depression between the genders.
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Results

In this study, out of 240 participants, 59.2% of females and 32.5% of males reported symptoms
of depression. The odds of depression among females were 3.01 times higher compared to males
(OR =3.01, 95% CI: 1.77-5.10). This indicates a statistically significant association between sex

and depression.

TABLE- 8 - COMPARISON OF PROPORTION OF PARTICIPANTS REPORTING THE

SYMPTOM OF PERSISTENT LOW MOOD ACROSS THE GENDERS.

As per PHQ-9 Female (n=120) Male (n=120) P value
68 (56.7%) 54(45.0%)
Present 0.09*
Low
mood
Absent 52 (43.3%) 66(55.0%)

*Not significant

Table -8 Shows the association between the phenomenology of reported low mood with the
genders. Persistent low mood was reported by significantly greater number of women, compared

to men (56.7% v/s 45%) however the difference was not statistically significant (P=0.09)
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FIGURE 2—- COMPARISON OF PHENOMENOLOGY OF

ACROSS THE GENDERS.
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TABLE -9 - COMPARISON OF PROPORTION OF PARTICIPANTS REPORTING THE
SYMPTOM OF ANHEDONIA ACROSS THE GENDERS.

As per PHQ-9 scale Females (n=120) Males (n=120) P value
Present 38 (31.7%) 20 (16.7%)
Anhedonia 0.01*
Absent 82 (68.3%) 100 (83.3%)

*Significant
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Table -9 Shows comparison between the phenomenology of reported anhedonia as per the PHQ-
9 scale and its prevalence across both the genders (females and males individually) and the results

were found to be statistically significant. (P value =0.01).

This study outlines how reported anhedonia was more prevalent among the female participants as

compared to the male participants (31.7% vs 16.7%)

FIGURE -3 COMPARISON OF PHENOMENOLOGY OF REPORTED ANHEDONIA
ACROSS THE GENDERS.
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TABLE -10 COMPARISON OF PROPORTION OF PARTICIPANTS REPORTING THE

SYMPTOM OF EASY FATIGUABILITY ACROSS THE GENDERS.

As per PHQ-9 scale Females (n=120) Males (n=120) P value
Easy
fatiguability Present 37 (30.8%) 24 (20.0%)
0.07*
Absent 83 (69.2%) 96 (80.0%)

*Not significant

Table 10 Shows the association between reported easy fatiguability as per the PHQ-9 scale and

both the genders. This study shows women experienced more fatiguability in comparison to their

male counterparts (20% vs 80%). However, the results were not found to be statistically significant

(P value= 0.07)
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FIGURE -4 COMPARISON OF PHENOMENOLOGY OF

FATIGUABILITY
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TABLE 11- COMPARISON OF PROPORTION OF PARTICIPANTS REPORTING THE
SYMPTOM OF APPETITE DISTURBANCES ACROSS THE GENDERS.

As per PHQ-9 scale Females (n=120) Males (n=120) P value
Present 38 (31.7%) 22 (18.3%)
Appetite
disturbances
0.02*
Absent 82 (68.3%) 98 (81.7%)
*Significant

Table 11 Represents association between the phenomenology of reported appetite disturbances

across the individual partners in couples as per the PHQ-9 scale.
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The study shows greater number of females presented with appetite disturbances as compared to

the males (31.7% vs 18.3%) and the results were found to be statistically significant. (p

value=0.02)

FIGURE 5- COMPARISON OF PHENOMENOLOGY OF REPORTED APPETITE

DISTURBANCES ACROSS THE GENDERS.
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TABLE -12 - COMPARISON OF PROPORTION OF PARTICIPANTS REPORTING THE

SYMPTOM OF SLEEP DISTURBANCES ACROSS THE GENDERS.

As per PHQ-9 scale Females (n=120) | Males (n=120) P value
Present 54 (45%) 39(32.5%)
Sleep
disturbances 0.04*
Absent 66(55%) 81(67.5%)
*Significant

Table 12 Represents the comparison of phenomenology of reported sleep disturbances as per the

PHQ-9 scale across the genders. This study shows that women experienced more sleep

disturbances in comparison to men (45% vs 32.5%; p <0.05), and the study was found to be

statistically significant (p value =0.04)

FIGURE -6 COMPARISON OF PHENOMENOLOGY OF REPORTED
DISTURBANCES ACROSS THE GENDERS.
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TABLE 13- COMPARISON OF PROPORTION OF PARTICIPANTS REPORTING THE

SYMPTOM OF POOR CONCENTRATION ACROSS THE GENDERS.

As per PHQ-9 scale Females Males P Value
(n=120)/ (%) n=120)/ (%)
Present 17 (14.2%) 2 (1.7%)
Poor 0.00*
concentration
Absent 103 (85.8%) 118 (98.3%)
*Significant

Table 13 Shows the comparison between the phenomenology of reported poor concentration

across the genders seeking infertility treatment.
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The study reveals that women experienced more concentration difficulties as compared to their
male counterparts (14.2% vs 1.7%) implying that poor concentration was more prevalent among

the females, and the study was found to be statistically significant (p value=0.00)

FIGURE 7- COMPARISON OF PHENOMENOLOGY OF REPORTED
CONCENTRATION DIFFICULTIES ACROSS THE GENDERS.
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TABLE 14 COMPARISON OF PROPORTION OF PARTICIPANTS REPORTING THE
SYMPTOM OF DEATH WISHES ACROSS THE GENDERS.

As per PHQ-9 scoring Females (n)/ (%) | Males (n)/ (%) P Value
Present 14 (11.7%) 2 (1.7%)
Death
wishes 0.003*
Absent 106 (88.3%) 118 (98.3%)
*Significant

Table 14 Shows the comparison of phenomenology of reported death wishes across the genders

as per PHQ-9 scale.

The study findings show female participants experienced more death wishes as compared to the
male participants (11.7% vs1.7%) indicating that death wishes were more prevalent among females

as compared to males and the results were statistically significant (p value=0.003)
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FIGURE 8- COMPARISON OF PHENOMENOLOGY OF REPORTED DEATH WISHES
ACROSS THE GENDERS
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TABLE 15 - COMPARISON OF PROPORTION OF PARTICIPANTS REPORTING THE
SYMPTOM OF GUILT FEELINGS ACROSS THE GENDERS.

As per PHQ-9 scale Females (n)/ (%) Males (n)/ (%) P value
Present 25 (20.8%) 2 (1.7%)
Guilt 0.00*
feelings
Absent 95 (79.2%) 118 (98.3%)
*Significant
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Table 15- Shows the comparison of phenomenology of reported guilt feelings across the genders

as per the PHQ-9 scale.

As per the study, women participants experienced more guilt feelings as compared to the male
participants (20.8%vs1.7%) indicating that greater number of females reported guilt feelings in

comparison to males, and the study was found to be statistically significant (p value= 0.00)

FIGURE 9- COMPARISON OF PHENOMENOLOGY OF REPORTED GUILT
FEELINGS ACROSS THE GENDERS.
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TABLE 16- COMPARISON OF PROPORTION OF PARTICIPANTS REPORTING THE
SYMPTOM OF ANXIOUSNESS ACROSS THE GENDERS.

As per the PHQ-9 scale | Females (n) / (%) Males (n) / (%) P-value
Present | 12 (10.0%) 2 (1.7%)
0.01 *
Anxiousness
Absent 108 (90.0%) 118 (98.3%)
*Significant

Table 16 Shows the comparison of phenomenology of reported anxiousness across the genders as

per PHQ-9 scale.

The study shows, women participants experienced more anxiety as compared to male
participants(10%vs1.7%) indicating that guilt feelings was more prevalent among the females and

the study was found to be statistically significant (p value=0.01)
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FIGURE 10- COMPARISON OF PHENOMENOLOGY OF REPORTED ANXIOUSNESS
ACROSS THE GENDERS.
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TABLE 17- COMPARISON OF COPING SKILLS ACROSS THE GENDERS AS PER
BRIEF COPE SCALE

Genders Positive coping Negative coping P value
(Adaptive) (Maladaptive)
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Females (n=71)) 30/ (42.25%) 41 (57.75%)
0.00%
Males (n=39) 32 /(82%) 7 (18%)
*Significant

Table 17 Shows the prevalence of coping skills (negative and positive) across both the genders.

This study reveals that female participants used more of negative coping (maladaptive) skills as

compared to the male participants (57.7 % vs 18%)

However, males used more of positive coping (adaptive) skills (82%) and the results were found

to be statistically significant (p value=0.00)
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FIGURE 11- COMPARISON OF COPING SKILLS ACROSS THE GENDERS
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TABLE 18- COMPARISON OF COPING SKILLS ACROSS THE GENDERS AS PER

BRIEF COPE SCALE

(Maladaptive coping)

Coping skills Females (n=71) Males (n=39) Odds ratio
Positive coping 30(42.25%) 32 (82%)
(Adaptive coping)
6.25
Negative coping 41 (57.75%) 7 (18%)
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Table 18 Among 240 participants, 57.75% of females and only 18% of males reported using
negative coping skills. The odds of negative coping among females were significantly higher
compared to males (OR = 6.25, 95% CI: 2.43-16.05), indicating a strong association between sex

and type of coping mechanism.
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DISCUSSION

The objective of this study was to comprehensively examine the gender differences in depression

and coping mechanisms among couples undergoing infertility treatment. Specifically, the research

seeks to determine the prevalence and severity of depressive symptoms in both men and women,

delineate the differences in symptomatology—such as low mood, anhedonia, appetite

disturbances, sleep difficulties, poor concentration, death wishes, guilt, and anxiousness. In

addition, the study investigates the coping strategies employed by each gender, with a focus on

distinguishing between positive, adaptive behaviours and negative, maladaptive responses. By

utilizing validated instruments such as the Patient Health Questionnaire-9 (PHQ-9) and

standardized coping inventory like the Brief cope strategy scale. Research aims to capture the

complex interplay between chronic infertility, stress and the psychological well-being of couples.

The significance of this study lies in its potential to inform targeted, gender-sensitive clinical

interventions.

The key findings of this study were, women had higher prevalence of depression than their male

counterparts. Phenomenologically, all symptoms of depression, although present across both the

genders, were more prevalent in women. Further, more women tend to use maladaptive coping

skills than their male counterparts.
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Sociodemographic details of the sample:

The mean age of women undergoing infertility treatment was 28.2 + 3.95 years, whereas for men

it was 31.34+3.36 years. This observation is a reflection of the usual trend, where husbands are

few years older than wives. Age has been indicated as one of the risk factors for psychological

problems. Younger women might experience more acute societal pressures related to fertility and

childbearing, while older men could face different expectations regarding their reproductive role.

Valoriani et al. (2016) [84] reported similar age distributions in Italian couples at the onset of ART

treatment, noting that younger female age was associated with better treatment outcomes and

higher emotional vulnerability when expectations were unmet. Wu et al. (2014) [81] observed that

lower income and longer durations of marriage, often linked with advancing age, increased

depressive risk among women undergoing IVF. In contrast, older men may benefit from greater

life experience and economic stability, yet the age gap can sometimes exacerbate communication

issues within couples regarding treatment decisions. Ying et al. (2015) [83] highlighted that

disparities in age could affect the perception of infertility, with younger women experiencing more

stigma and anxiety over delayed conception. The current findings echo these trends, underscoring

the need for age-sensitive counselling that addresses both the optimism of youth and the potential

frustrations of unmet reproductive goals. The differential age profiles call for tailored support

strategies to ensure that both partners’ emotional needs are met during the treatment process,

considering that age can influence stress levels, coping mechanisms, and expectations regarding
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fertility outcomes (e.g., biological clock concerns in women versus financial or career stability in

men). Recognizing these nuances is essential to optimize psychosocial interventions and improve

treatment adherence and satisfaction among couples facing infertility [81,83,84].

The socio-economic class distribution among the study participants showed,10.0% were from the

lower class, a predominant 72.5% belonged to the lower middle class, 5.8% to the middle class,

and 11.7% to the upper middle class. The overwhelming representation of the lower middle class

reflects the socio-economic profile of couple seeking help in this hospital. Wu et al. (2014) [81]

identified low monthly family income as a significant risk factor for depression in women with

infertility, linking financial stress to poorer psychological outcomes. The socio-economic status

(SES) of these couples may limit their access to additional supportive services and influence their

perceptions of treatment efficacy. Zurlo et al. (2018) [85] reported that lower SES was associated

with higher levels of distress and reduced quality of life, further emphasizing that economic

hardship compounds the emotional burden of infertility. Moreover, financial limitations can

restrict opportunities for early intervention and comprehensive care, leading to prolonged

treatment durations and increased psychological strain. Ying et al. (2015) [83] noted that financial

constraints often correlate with a lack of educational resources, which can diminish awareness of

available coping mechanisms and support networks. In our study, the socio-economic distribution

reinforces these observations, suggesting that interventions must be economically sensitive and

culturally tailored to the unique needs of lower middle-class couples. Addressing economic
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stressors alongside the clinical aspects of infertility could mitigate some of the associated

depressive symptoms. Integrating financial counselling and support services into infertility

treatment programs may improve overall treatment outcomes and reduce psychological distress,

as noted in previous literature [81,83,85]. This socio-economic context highlights the importance

of multidisciplinary approaches in infertility care that consider both the financial and emotional

challenges faced by couples.

The occupational distribution revealed that 77.5% of the women were engaged in unskilled work,

with only 7.5% in semi-skilled jobs and 15% in skilled professions. In contrast, 67.5% of men

were in unskilled jobs, 22.5% in semi-skilled roles, and 10% in skilled positions. This occupational

pattern suggests that a higher proportion of women are in lower-status jobs compared to men,

potentially reflecting broader gender inequalities in employment and educational opportunities.

Valoriani et al. (2016) [84] found that lower educational and occupational levels among women

were linked to greater emotional distress and reduced psychophysical well-being during ART

consultations. Similarly, Ying et al. (2015) [83] observed that limited occupational opportunities

often correlate with lower self-esteem and heightened vulnerability to infertility-related stress. The

disparity in semi-skilled employment between genders—where men are nearly three times more

likely to be in semi-skilled roles—may provide men with better coping resources and greater

financial autonomy, thereby influencing their ability to manage treatment costs and stress. Musa

et al. (2014) [80] reported that wives with lower occupational status experienced significantly
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higher depression and anxiety levels, suggesting that the lack of engaging work may limit women’s

social interactions and access to alternative support networks. Additionally, the predominance of

unskilled work among women could contribute to a diminished sense of agency, exacerbating

feelings of helplessness during the infertility journey. Occupational status is not only a marker of

economic stability but also a determinant of social identity, which in turn influences mental health

outcomes. Given these findings, it is critical for infertility treatment programs to incorporate

counselling that addresses occupational stressors and gender-based disparities, thereby fostering

improved emotional resilience and adaptive coping strategies among both partners [80,83,84].

A striking gender difference was seen in nicotine use. No women reported nicotine use, whereas

34.2% of men (41 individuals) reported smoking or chewing tobacco. This difference may be

attributed to sociocultural norms, where tobacco use is more socially acceptable for men than for

women, particularly in certain cultural contexts. Musa et al. (2014) [80] found that emotional

coping strategies, including maladaptive behaviours like substance use, were more prevalent in

men, suggesting that nicotine consumption might serve as a self-medication mechanism to manage

stress. The absence of nicotine use among women in our study aligns with cultural expectations

that discourage such behaviours among females, further reinforcing traditional gender roles.

Kumar et al. (2024) [89] highlighted that lifestyle factors, including substance use, can

significantly influence psychological outcomes in couples undergoing fertility treatment, although

their study focused more on anxiety and depression levels rather than specific habits like nicotine
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use. The high prevalence of nicotine use in men could have deleterious effects on fertility and

overall health, potentially complicating treatment outcomes. Furthermore, nicotine has been linked

to heightened stress responses and may interact with other coping behaviours to worsen

psychological distress. While the current study did not directly correlate nicotine use with

depression scores, it is plausible that this behaviour could serve as an additional risk factor for

adverse health outcomes. In comparison, studies like those by Wu et al. (2014) [81] emphasize that

biological factors and lifestyle choices significantly impact treatment efficacy and psychological

well-being. These findings underscore the need for targeted lifestyle interventions, including

smoking cessation programs, as part of a comprehensive infertility treatment plan. Addressing such

health behaviours can not only improve physical outcomes but may also alleviate some aspects of

psychological distress associated with infertility, ultimately contributing to better overall treatment

success [80,81,89].

The distribution of treatment duration among participants revealed, 25.8% of couples had been

undergoing treatment for less than 3 years, 47.5% for 3—5 years, and 26.7% for more than 5 years.

The extended duration of infertility treatment, with nearly three-quarters of participants receiving

treatment for more than three years, underscores the chronic and often protracted nature of

managing infertility. Prolonged treatment periods can exacerbate psychological distress by

intensifying feelings of uncertainty, hopelessness, and fatigue. Wu et al. (2014) [81] identified long

infertility duration (more than 6 years) as a significant risk factor for depression in women, while
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Kumar et al. (2024) [89] observed that couples in both the early and extended phases of treatment

exhibited heightened psychological distress. These findings align with our data, suggesting that

longer treatment durations may amplify emotional strain. Zurlo et al. (2018) [85] also noted that

couples with longer infertility durations experienced reduced benefits from coping strategies,

highlighting the cumulative emotional toll of sustained treatment. Moreover, extended treatment

duration can lead to financial strain and social isolation, further compounding stress levels. The

chronicity of treatment necessitates ongoing psychological support and routine mental health

screenings to identify emerging depressive symptoms early. Such measures could be critical in

mitigating the adverse effects of prolonged treatment. The current study reinforces the importance

of developing tailored interventions that address the unique challenges faced by couples at

different stages of treatment, ensuring that both immediate and long-term psychological needs are

met. In addition, counselling services that incorporate stress management, adaptive coping

mechanisms, and realistic goal-setting may help reduce the emotional burden over time, ultimately

contributing to improved treatment adherence and better overall outcomes [81,85,89]

Gender Differences in Depression

A significant gender disparity in depression was seen among couples undergoing infertility

treatment (table 6), wherein, 59.2% of women screened positive for depression compared to only

32.5% of men. Such gender differences have been consistently reported in prior research. Musa et
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al. (2014) [80] found that wives in couples with infertility reported significantly higher levels of

depression, anxiety, and stress, attributing this disparity partly to the intense societal and self-

imposed pressures on women to conceive. In addition, PejuSkovi¢ et al. (2023) [88] reported that

women in infertile groups had a mean Becks Depression Inventory (BDI) score of 19.5 compared

to 13.2 in men, further substantiating the higher psychological burden on women. The current

study’s odds ratio of 3.01 also underscores the heightened risk for depression among female

participants, emphasizing that the emotional toll of infertility is profoundly gendered. Moreover,

cultural expectations in many societies, including those observed in our study setting, tend to place

the primary responsibility for childbearing on women, thereby intensifying feelings of failure and

guilt when conception does not occur. Ying et al. (2015) [83] also documented that women

experience greater stigma, shame, and internalized distress, which can exacerbate depressive

symptoms. These convergent findings indicate that gender-specific factors—including biological,

psychosocial, and cultural influences—play a critical role in shaping the mental health outcomes

of couples facing infertility. Therefore, integrating gender-sensitive screening tools and targeted

interventions into infertility treatment programs is essential for mitigating depression and

improving overall psychological well-being [80,83,88].
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Comparison of phenomenology of depression across the two genders

The specific symptom of low mood as assessed by the PHQ-9, revealed that 56.7% of women

reported experiencing low mood compared to 45.0% of men. Although this difference did not reach

conventional statistical significance, it nonetheless suggests a trend toward a greater emotional

burden among women. Low mood, as an indicator of underlying depressive symptomatology, has

been frequently reported in the literature. Wu et al. (2014) [81] identified low mood as a common

symptom among women undergoing IVF, with long infertility duration and low income further

exacerbating this state. Similarly, Ying et al. (2015) [83] noted that women often experience

heightened emotional distress due to societal expectations and internalized stigma, which can

manifest as persistent low mood. The current data, while not statistically conclusive, are in line

with these findings and suggest that even subthreshold differences in mood can have significant

implications for overall psychological well-being. It is also noteworthy that the slightly lower

prevalence of low mood in men may be influenced by social norms that discourage the expression

of negative emotions. In contrast, women may be more attuned to their emotional states and more

likely to report feelings of sadness. This difference underscores the importance of utilizing

sensitive screening tools that can detect subtle variations in mood across genders. The trend

observed in our study points to the need for early intervention strategies that target mood

regulation, particularly among female patients. Tailored interventions, such as mindfulness-based

therapies and cognitive restructuring techniques, could be beneficial in mitigating low mood and
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preventing the progression to more severe depressive episodes. Continued research into gender-

specific mood disturbances will further elucidate these differences and help refine clinical

approaches to improve mental health outcomes in infertility treatment settings [81,83].

Anhedonia, defined as the loss of interest or pleasure, was reported by 31.7% of women compared

to 16.7% of men, with this difference achieving statistical significance. Anhedonia is a core

symptom of depression and is particularly debilitating because it undermines motivation and the

capacity to derive satisfaction from everyday activities. The pronounced difference in anhedonia

between genders reinforces the notion that women are more susceptible to experiencing deeper

levels of emotional disengagement in the context of infertility. Musa et al. (2014) [80] also found

that emotional-oriented coping, which can exacerbate feelings of anhedonia, was more prevalent

among women, thereby heightening their risk for depressive symptoms. Similarly, PejusSkovi¢ et

al. (2023) [88] reported that women with infertility problems exhibited significantly higher

depression scores, including symptoms such as anhedonia, compared to men. The current study’s

finding of a 31.7% prevalence among women underscores the need for clinical interventions that

specifically address this symptom. Therapeutic strategies such as behavioural activation—which

encourages engagement in rewarding activities—may be particularly beneficial for alleviating

anhedonia. Moreover, the stark difference in anhedonia rates between women and men suggests

that societal expectations and internalized pressures regarding motherhood could play a pivotal

role in reducing the capacity for pleasure among women facing infertility. Addressing these
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underlying issues through targeted counselling and support groups may help mitigate the impact

of anhedonia and improve overall quality of life. The statistically significant difference highlights

the critical need for gender-sensitive mental health services that not only treat depression broadly

but also target its specific and often debilitating components, such as anhedonia, to foster better

treatment outcomes [80,88].

Easy fatiguability is a symptom that reflects reduced energy and increased tiredness, and reports

that 30.8% of women experienced this symptom compared to 20.0% of men. Although the

difference did not reach statistical significance, the trend suggests that women may be more prone

to experiencing fatigue during infertility treatment. Easy fatiguability can have significant

repercussions on daily functioning and overall quality of life, particularly in the context of

prolonged stress associated with infertility. Zurlo et al. (2019) [86] have previously noted that

physical and mental exhaustion is a common complaint among women undergoing fertility

treatments, which may be linked to both biological factors—such as hormonal fluctuations—and

the cumulative emotional burden of infertility. Additionally, Kumar et al. (2024) [89] reported that

fatigue was a contributing factor to the overall distress experienced by couples in the early and

later stages of treatment, highlighting its impact on treatment adherence and well-being. The higher

percentage of women reporting fatigue aligns with previous findings that suggest a gender

predisposition toward greater somatic symptomatology. It is plausible that the cultural expectations

placed on women to maintain high levels of domestic and professional functioning may exacerbate
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feelings of fatigue when faced with the added stress of infertility. Interventions aimed at reducing

fatigue—such as energy conservation techniques, stress management, and supportive

counselling—may help alleviate this symptom. Further research with larger sample sizes may be

needed to definitively establish the significance of easy fatiguability differences between genders

in this context. Nonetheless, the observed trend underscores the importance of addressing both

psychological and physical symptoms as part of a holistic approach to infertility care [86,89].

Appetite disturbances was a notable symptom, with 31.7% of women reporting appetite issues

compared to 18.3% of men,and was statistically significant. Appetite disturbances can serve as a

somatic manifestation of underlying psychological distress, particularly in the context of chronic

stress and depression. Wu et al. (2014) [81] documented that changes in appetite were common

among women undergoing IVF, associating these disturbances with both biological factors such

as hormonal imbalances and psychosocial stressors like financial constraints and prolonged

treatment duration. In our study, the higher prevalence among women suggests that the emotional

burden of infertility may disrupt normal eating patterns, potentially leading to nutritional

deficiencies and further compromising health. Musa et al. (2014) [80] also reported that emotional

coping strategies, which are more frequently adopted by women, can exacerbate physical
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symptoms including appetite loss. This finding is critical as it underlines the interconnection

between mental health and physical well-being. The significant difference observed in our sample,

reinforces the need for integrated care approaches that address both psychological and somatic

symptoms. Nutritional counselling, along with psychological support, could be beneficial in

mitigating the impact of appetite disturbances. Moreover, the association of appetite changes with

depressive symptoms—previously noted by PejuSkovi¢ et al. (2023) [88]—suggests that

interventions targeting overall depression may also alleviate appetite-related issues. This dual-

focused approach is essential for improving treatment outcomes and ensuring that patients receive

comprehensive care that addresses all facets of their well-being. The present data underscore the

necessity for fertility clinics to implement routine screening for somatic symptoms such as appetite

disturbances, thereby facilitating early intervention and holistic support for women experiencing

infertility [80,81,88].

Sleep disturbances revealed that 45% of women reported issues with sleep compared to 32.5% of

men with was statistically significant. Sleep disturbances are a common symptom of depression

and anxiety and can significantly impair daily functioning and overall quality of life. In the context

of infertility treatment, where prolonged stress is prevalent, sleep problems can exacerbate both

psychological and physiological distress. Musa et al. (2014) [80] found that sleep disturbances

were frequently reported by women undergoing infertility treatment, correlating with higher levels

of stress and emotional exhaustion. Similarly, Wu et al. (2014) [81] highlighted that disrupted sleep
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patterns were associated with hormonal imbalances and increased psychological vulnerability
among women. The current study’s finding of a 45% prevalence in women underscores the role of
sleep quality as both a symptom and a contributing factor to depression. In contrast, the lower
prevalence in men (32.5%) may reflect gender differences in how stress is internalized and
reported. Ying et al. (2015) [83] emphasized that cultural norms often lead men to underreport
symptoms such as sleep disturbances, thereby potentially masking the true extent of their
psychological distress. Addressing sleep disturbances is critical because poor sleep quality can
impair cognitive function, reduce resilience to stress, and hinder the effectiveness of coping
strategies. Interventions such as cognitive-behavioural therapy for insomnia (CBT-I), relaxation
techniques, and sleep hygiene education may be particularly beneficial for women in this context.
Moreover, integrating sleep assessments into routine mental health screenings in fertility clinics
can facilitate early detection and timely intervention. The significant difference observed in our
study, reinforces the need for gender-sensitive treatment approaches that specifically address sleep-
related issues, ultimately contributing to improved emotional well-being and better treatment

outcomes for couples facing infertility [80,81,83].

Poor concentration is a cognitive symptom frequently associated with depression. The data
indicate that 14.2% of women reported difficulties with concentration, in stark contrast to only
1.7% of men with this difference being highly significant. Poor concentration can significantly

impair daily functioning, affecting work performance and the ability to engage in treatment-related
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decision-making. Peterson et al. (2014) [82] observed that cognitive impairments, including poor

concentration, were more pronounced in women with infertility and were strongly correlated with

depressive symptom severity. This discrepancy may be partly due to the higher overall prevalence

of depression in women, as noted in our study, and is compounded by the societal pressures and

internalized stigma associated with infertility. Musa et al. (2014) [80] also highlighted that negative

coping strategies, which are more common among women, can exacerbate cognitive symptoms,

including difficulty concentrating. In contrast, the minimal reporting of concentration issues

among men could be reflective of both underreporting due to cultural norms that discourage the

acknowledgment of cognitive struggles and actual differences in the psychological processing of

stress. Poor concentration rates between the genders, underscores the critical need for interventions

that target cognitive symptoms. Cognitive-behavioural interventions and mindfulness-based stress

reduction techniques may help improve concentration and overall cognitive functioning, thereby

enhancing patient’s ability to manage treatment-related stress. Given the substantial impact that

poor concentration can have on both personal and professional life, addressing this symptom is

essential for the comprehensive care of infertile couples.

In our study, 11.7% of women reported experiencing death wishes compared to only 1.7% of men,

with this difference being statistically significant. The presence of death wishes is an alarming

indicator of severe psychological distress and suicidal ideation, and its higher prevalence among

women underscores the profound emotional burden they bear in the context of infertility.
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Pejuskovi¢ et al. (2023) [88] similarly found that infertile women exhibited higher scores on

depression inventories, which included indicators of suicidal ideation, than their male counterparts.

This disparity may be attributed to the intense societal pressure on women to fulfil traditional roles

related to motherhood, as well as the internalization of blame and guilt when infertility occurs.

Musa et al. (2014) [80] reported that emotional coping strategies, particularly those involving self-

blame, were strongly associated with suicidal thoughts in women. Additionally, cultural factors

play a significant role, as the stigma attached to infertility in many societies can intensify feelings

of hopelessness and worthlessness. This indicates that urgent mental health interventions are

necessary. Clinicians should prioritize screening for suicidal ideations in female patients

undergoing infertility treatment, and interventions such as crisis counselling, intensive

psychotherapy, and support groups may be warranted. The integration of gender-sensitive mental

health services into fertility clinics can help identify and address these severe symptoms before

they escalate. In summary, the marked disparity in death wishes between genders highlights the

critical need for immediate and targeted psychological support for women, ensuring that their

unique emotional challenges are addressed comprehensively [80,88].

Feelings of guilt among participants, revealing that 20.8% of women (25 individuals) reported

experiencing guilt compared to only 1.7% of men (2 individuals), with the difference reaching

high statistical significance. Guilt feelings are a core aspect of depressive symptomatology and

may be particularly pronounced in the context of infertility, where cultural and societal
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expectations often place the burden of childbearing on women. Musa et al. (2014) [80] found that

emotional coping mechanisms, including self-blame and guilt, were more prevalent among

women, contributing to higher depression and anxiety scores. Similarly, Valoriani et al. (2016) [84]

observed that lower psychophysical well-being among women was frequently associated with

feelings of guilt and inadequacy, especially in settings where infertility is heavily stigmatized. The

present study’s findings, with a 20.8% prevalence in women versus a mere 1.7% in men, highlight

the gender-specific emotional toll of infertility. Such pronounced feelings of guilt can hinder

adaptive coping and exacerbate overall psychological distress, creating a vicious cycle that may

impact treatment adherence and satisfaction. Interventions that focus on cognitive restructuring

and self-compassion may help alleviate these maladaptive guilt feelings. Moreover, peer support

groups and couples counselling that address the cultural and social dynamics surrounding

infertility can offer a pathway toward healthier emotional processing. The significant disparity in

guilt between genders underscores the importance of tailored mental health services that not only

address depressive symptoms in general but also specifically target the internalized shame and

self-blame that many women experience. This gender-sensitive approach is vital for fostering

resilience and improving overall psychological outcomes in couples undergoing infertility

anxiousness reporting that 10.0% of women experienced significant anxiousness compared to only

1.7% of men, indicating a statistical significance. Anxiety is a common comorbidity of depression

and can be particularly debilitating when compounded by the stress of infertility treatment. Kumar

79



Discussion

et al. (2024) [89] demonstrated that anxiety scores were higher in female patients undergoing

assisted reproductive treatments, suggesting that the pressure to conceive and the fear of treatment

failure contribute substantially to anxiety levels. The higher incidence of anxiousness in women

may also be reflective of societal norms that place a disproportionate burden on women for

childbearing, leading to heightened emotional reactivity in the face of infertility. Musa et al. (2014)

[80] noted that emotional-oriented coping strategies were associated with increased anxiety, and

our findings of 10.0% prevalence in women support this observation. Conversely, the low

percentage in men (1.7%) may be influenced by cultural tendencies for men to underreport

symptoms of anxiety due to stigma or internalized norms of stoicism. The significant difference

between genders underscores the need for early detection and targeted interventions for anxiety in

female patients. Cognitive-behavioural therapy (CBT) and mindfulness-based stress reduction

(MBSR) have shown promise in reducing anxiety levels and improving overall emotional well-

being. Addressing anxiety in the context of infertility treatment is critical because elevated anxiety

can impair decision-making, treatment adherence, and quality of life. By incorporating routine

anxiety assessments into fertility care, clinicians can better identify at-risk individuals and

implement timely, tailored interventions. This proactive approach will ultimately contribute to

improved treatment outcomes and enhanced psychological resilience among couples facing

infertility challenges [80,89].

Coping Skills Across Genders in Infertility Treatment (brief- COPE)
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Examines the distribution of coping strategies between genders. It was observed that the negative

coping strategies remain disproportionately higher in women, with 57.75% engaging in

maladaptive behaviours compared to only 18% of men, and the calculated odds ratio of 6.25. The

replication of these findings underscores the critical importance of coping strategies as

determinants of psychological outcomes during infertility treatment. Previous studies have

highlighted that negative coping mechanisms, such as avoidance and self-blame, are linked to

higher levels of depression and anxiety. For example, Musa et al. (2014) [80] demonstrated that

emotional coping was associated with increased odds of depression (OR =2.5) across genders,

particularly in women. Similarly, Zurlo et al. (2019) [86] stressed that positive coping strategies

and effective dyadic adjustment are essential for mitigating psychological distress, yet our findings

indicate that women may not fully benefit from these protective factors due to a higher reliance on

negative coping. Brigance et al. (2020) [87] underscored the effectiveness of emotionally focused

couples therapy (EFCT) in promoting adaptive coping, suggesting that targeted interventions can

help reframe negative behaviours and foster more constructive responses. The persistence of

negative coping in women may reflect the interplay of cultural, social, and biological factors that

uniquely impact female psychological resilience during infertility. These findings advocate for the

integration of tailored mental health interventions in fertility clinics, emphasizing the need to

educate couples on adaptive coping strategies and to provide gender-sensitive counselling. Such

initiatives can facilitate better emotional regulation, reduce the prevalence of depressive
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symptoms, and ultimately improve overall treatment outcomes. Addressing these disparities in

coping is paramount to enhancing the quality of life and emotional well-being for couples

navigating infertility [80,86,87].
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STRENGTHS AND LIMITATIONS

This study possesses several strengths that contribute to the relevance of its findings. One of the

most notable strengths is the inclusion of both male and female participants, allowing for a

comprehensive exploration of gender differences in depression and coping mechanisms among

couples undergoing infertility treatment. The study’s design, which incorporates a sizeable sample

of 240 participants (120 couples), enhances the statistical power and reliability of the observed

differences. The use of standardized and validated instruments, such as the Patient Health

Questionnaire-9 for depression and brief cope inventory, ensures that the psychological constructs

are measured with accuracy and consistency.

While the study provides valuable insights, several limitations must be acknowledged, along with

directions for future research. One of the primary limitations is the cross-sectional design, which

captures data at a single point in time and restricts the ability to establish causality between

infertility treatment and psychological outcomes. Additionally, the sample is drawn from a specific

geographical and socio-economic context, which may limit the generalizability of the findings to

other populations or settings.
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CONCLUSION

The findings of this study tell us about the psychological burden associated with infertility
treatment with significant differences in coping strategies. Both men and women were diagnosed
with depression, wherein, women exhibited higher severity and frequency of depression compared
to their spouses. Furthermore, Women tended to utilise more emotion-focused and maladaptive
coping mechanisms in contrast to men who frequently adopted problem-focused and adaptive

coping strategies.

These insights emphasize the critical need for integrating mental health support and coping
strategy interventions into infertility care. Addressing depression proactively and adopting
constructive coping mechanisms can ultimately promote a more supportive and effective

therapeutic journey for the couples.
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SUMMARY

This was a cross-sectional descriptive study conducted in KLES Dr Prabhakar Kore

hospital and research centre under the Department of Psychiatry, which included 240

participants (120 couples) seeking infertility treatment.

The objectives were to assess the gender differences in terms of prevalence and

phenomenology of depression among couples seeking infertility treatment and to compare

the coping strategies across genders in the same population.

In this study the mean participant age was 28.243.95 in women and 31.343.36 in males.

Majority of the couples belonged to the lower middle socioeconomic class (72.5%).

Depression was more prevalent in women than their spouses (59.2% vs 32.5%), with an

odds ratio of 3.01, which means women have thrice the risk of developing depression than

their spouses.

Women as compared to men reported higher rates of anhedonia (31.7% vs. 16.7%), sleep

disturbances (45% vs. 32.5%), appetite disturbances (31.7% vs. 18.3%), poor

concentration (14.2% vs. 1.7%), guilt (20.8% vs. 1.7%), anxiousness (10.0% vs. 1.7%),

and death wishes (11.7% vs. 1.7%). Although low mood and easy fatiguability were more

common in women, these differences did not reach statistical significance.
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A significant difference was noted in coping strategies with women adopting more of
negative coping strategies in comparison to their spouses who used more of positive coping
strategies (57.75% vs 18%). odds ratio was 6.25, meaning, women had 6 times higher
chances of adopting maladaptive coping mechanisms.

These findings suggest that women undergoing infertility treatment are at increased risk of
developing depression, potentially exacerbated by sociocultural pressures, limited
economic agency, and a greater exposure to infertility related stressors, and tend to employ

maladaptive coping strategies in comparison to their spouses.
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ANNEXURE I- CONSENT FORMS

INFORMED CONSENT

CONSENT FOR PARTICIPATION IN RESEARCH “GENDER DIFFERENCES IN
DEPRESSION AND COPING AMONG COUPLES GOING THROUGH INFERTILITY
TREATMENT. A ONE YEAR CROSS-SECTIONAL HOSPITAL BASED

DESCRIPTIVE STUDY”

PRINCIPAL INVESTIGATOR (PI): REGISTRATION NO: BQ0122002

Name of the participant-

Introduction and purpose of the study- you are being requested to participate in an
observational study by REG.NO- BQ0122002 a postgraduate student in the Department of
Psychiatry at Jawaharlal Nehru Medical College, KLE University, Belgaum, Karnataka, to
investigate the prevalence of Depression and coping among couples going through infertility

treatment.

Explanation of procedure: After obtaining a written informed consent from you, a short
interview will be conducted, followed by an assessment by applying two questionnaires that
would help me in screening for depression and knowing about the treatment compliance of the

patients.
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Withdrawal from participation in the study: Participation in this study is voluntary. You will
be free to decide whether to participate in this study or continue participating once enrolled. If
you decide to withdraw your participation, you will be free to do so. Please convey your decision

to the principal investigator.

Possible benefits of participating in the study: you will not get any benefit from participating

in the study. Th gathered data will help the population at large.

Possible risks from participating in the study: There are no risks associated with taking part in

this research. If medical attention is required, it will be given to you without charge.

Privacy and confidentiality: All data collected or disclosed by you during the course of
participation of study, will be kept fully confidential. If, however, during the course it becomes
necessary for the progress of the course to disclose the identity, it would be done so only after
your informed & written consent. The only people to know that you are a research subject are
members of the research team. No information about you will be disclosed to other without your

written permission except: In emergency to protect your rights and welfare or if required by law.

Financial incentives for participation: No additional costs shall be incurred upon you for the
purpose of this study. It is purely being done with the idea of research and all the cost of study

will be borne by the investigator.

The cost of investigations -are not applicable

Authorization to publish result: The results of the study may be used to publish an article.

When the results of research published or discussed, in a conference, no information will be
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displayed that would disclose your identity. Any information obtained in connection with this

study and that can be identified with you will remain confidential.

Legal rights: By signing this consent form, we are not waiving any of your legal rights.

Questions: In case of any questions with regard to this study, you are free to contact:

REG NO BQO0122002

Postgraduate, Department of Psychiatry, J.N. Medical College

KAHER, Belagavi- 590010

In case of the queries during study or in future you may contact following-

Dr. HARSHA HEGDE,

Chairperson,

Jawaharlal Nehru Medical College

Ethical Committee for Human Research,

Belagavi- 590010
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Participant’s name:

Sign/thumb print:

Investigator’s sign:

CONSENT STATEMENT

I am making a voluntary decision to participate in the study, ‘GENDER DIFFERENCES
IN DEPRESSION AND COPING AMONG COUPLES GOING THROUGH INFERTILITY
TREATMENT- A CROSS -SECTIONAL DESCRIPTIVE STUDY’. My signature below
indicates that [ have decided to participate and I have read the information provided above or the
information provided above has been read to me in a language that I understand best. I was given
the opportunity to ask questions, and they were answered satisfactorily.

Name of the participant:

Signature or left -thumb impressions of the participant

Name of the witness:
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Signature or left thumb impression of the witness:

Name of the investigator:

Signature of the investigator:

Srob3ainE wd -
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PINBLDTIIT BROD-
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TdT8 & BXI&R a1 S SHS BT =M.

3AY® BT A9

3HAYPH & THIER:

ANNEXURE II: PROFORMA

DATA COLLECTION PROFORMA-

‘GENDER DIFFERENCES IN DEPRESSION AND COPING AMONG COUPLES GOING
THROUGH INFERTILITY TREATMENT’

-STUDY ID NUMBER:
-DATE OF ASSESSMENT:

SECTION A - SOCIO-DEMOGRAPHIC DETAILS OF PARTICIPANTS-
o AGE- YEARS

o GENDER- MALE/ FEMALE

o OCCUPATION- UNSKILLED/ SEMI-SKILLED/ SKILLED
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o SOCIO-ECONOMIC STATUS-

LOWER/ LOWER-MIDDLE/ MIDDLE/ UPPER SOCIO-ECONOMIC CLASS

o RELIGION- HINDU/ MUSLIM/ CHRISTIAN/ OTHERS

SECTION B — CLINICAL DETAILS

PAST HISTORY OF PSYCHIATRIC ILLNESS- YES/NO

FAMILY HISTORY OF PSYCHIATRIC ILLNESS- YES/NO

PERSONAL HISTORY (SUBSTANCE USE) - TOBACCO CHEWING/ TOBACCO
SMOKING/ ALCOHOL USE/ OTHERS

-IF YES, SPECIFY-

-SPECIFY TOTAL DURATION OF SUBSTANCE USE-

-SPECIFY FREQUENCY AND QUANTITY OF USE OF SUBSTANCE-

DIAGNOSED WITH INFERTILITY PROBLEMS- YES/NO

DURATION OF TREATMENT FOR INFERTILITY PROBLEMS- YEARS

SECTION C- DEPRESSION ASSESSMENT

PATIENT HEALTH QUESTIONNAIRE-9 (PHQ-9)

DEPRESSION STATUS- PRESENT/NOT PRESENT

DEPRESSION SEVERITY-

1. NONE/ MINIMAL DEPRESSION  (1-4)
2. MILD DEPRESSION (5-9)
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3. MODERATE DEPRESSION (10-14)
4. MODERATELY SEVERE DEPRESSION (15-19)
5. SEVERE DEPRESSION (20-27)

SECTION-D — COPING SKILLS ASSESSMENT

BRIEF COPE SCALE (FULL SCALE TO BE ADMINISTERED-28 ITEMS)

ADAPTIVE (POSITIVE) COPING SCORE

TYPE OF POSITIVE COPING-

e ACTIVE COPING

e PLANNING

e POSITIVE REFRAMING

e ACCEPTANCE

e USE OF EMOTIONAL SUPPORT

e USE OF INSTRUMENTAL SUPPORT
e HUMOR

AVOIDANT (NEGATIVE) COPING SCORE
TYPE OF NEGATIVE COPING-

e SELF-DISTRACTION

e DENIAL

e SUBSTANCE USE

e BEHAVIOURAL DISENGAGEMENT
e VENTING

e SELF-BLAME
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ANNEXURE III- TOOLS

PATIENT HEALTH QUESTIONNAIRE-9 (PHQ-9)
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Instructions: Over the last 2 weeks, how often have you been bothered by any of the following

problems?
More
Not Nearly
Several than half
No. Problem at all every day
days (1) the days
(0) &)
(2)
1 Little interest or pleasure in doing things o o o o
2 Feeling down, depressed, or hopeless o o 0 u]
Trouble falling or staying asleep, or sleeping too
3 W W W w
much
4  Feeling tired or having little energy o mi mi o
5 Poor appetite or overeating o | o o

Feeling bad about yourself — or that you are a
6 0 u] 0 u]
failure or have let yourself or your family down

Trouble concentrating on things, such as reading
7 u] 0 o u]
the newspaper or watching television

Moving or speaking so slowly that other people
could have noticed? Or the opposite — being so
8 o 0 o o

fidgety or restless that you have been moving

around a lot more than usual
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More
Not Nearly
Several than half
No. Problem at all every day
days (1) the days
0) 3)
(2

Thoughts that you would be better off dead or of
9 m] m] O m]
hurting yourself in some way

Total Score: Depression Severity:

e None/Minimal depression (1-4)

e Mild depression (5-9)

e Moderate depression (10-14)

e Moderately severe depression (15-19)

e Severe depression (20-27)
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SCALE-2 BRIEF COPE SCALE BY CARVER, 1997

Response Scale: 1 = [ haven't been doing this at all 2 = ['ve been doing this a little bit 3 = ['ve

been doing this a medium amount 4 = I've been doing this a lot

No. Item 1234
1 I've been turning to work or other activities to take my mind off things oooo

2 I've been concentrating my efforts on doing something about the situation 'min oo oo

3 I've been saying to myself "this isn't real" oooo
4 T've been using alcohol or other drugs to make myself feel better noooo
5 I've been getting emotional support from others oooo
6 I've been giving up trying to deal with it oooo
7 T've been taking action to try to make the situation better oooo
8 I've been refusing to believe that it has happened ooon
9 I've been saying things to let my unpleasant feelings escape oooo
10 I've been getting help and advice from other people oooo
11 I've been using alcohol or other drugs to help me get through it oooo
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No. Item 1234
12 I've been trying to see it in a different light, to make it seem more positive oooo
13 I've been criticizing myself oooo
14 I've been trying to come up with a strategy about what to do oooo
15 I've been getting comfort and understanding from someone oooo
16 I've been giving up the attempt to cope oooo
17 I've been looking for something good in what is happening oooo
18 I've been making jokes about it oooo

I've been doing something to think about it less, such as watching TV, reading,
19 oooo
daydreaming, sleeping, or shopping

20 I've been accepting the reality of the fact that it has happened oooo
21 I've been expressing my negative feelings nooo
22 I've been trying to find comfort in my religion or spiritual beliefs oooo
23 T've been trying to get advice or help from other people about what to do oooo
24 TI've been learning to live with it oooo
25 T've been thinking hard about what steps to take oooo
26 I've been blaming myself for things that happened oooo
27 TI've been praying or meditating oooog
28 I've been making fun of the situation oooo
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UPPER MIDDLE . .
1 3UF CLASS TEACHER CHRISTIAN | NIL SIGNIFICANT | NIL SIGNIFICANT |  NIL SIGNIFICANT 6 YEARS REFERRED TO ARC NO 25 severe depression self blame negative YES - yes yes yes yes yes yes yes yes no
REFERRED TO ARC AND
2 22IF LOW(E:F:/:ASISDDLE MH/SIL\AEER HINDU NIL SIGNIFICANT | NIL SIGNIFICANT [ NIL SIGNIFICANT 1YEAR LIFESTYLE NO 2 - - - YES - no no no no no no no no no
MODIFICATIONS
UPPER MIDDLE
3 36/F CLASS LECTURER HINDU NIL SIGNIFICANT | NIL SIGNIFICANT | NIL SIGNIFICANT 4 YEARS USG ABD+PELVIS NO 3 - - - - YES no no no no no no no no no
4 33/F LOWI(E:F:/:ASI?DLE TAILOR HINDU NIL SIGNIFICANT H/?ND;?:_‘SESFLON NIL SIGNIFICANT 7 YEARS USG ABD+PELVIS NO 13 moderate depression acceptance positive - YES yes yes yes no no no no no no
REFERRED TO ARC AND
5 24IF LOWE'EA"';?DLE J:QAEER HINDU NIL SIGNIFICANT | NIL SIGNIFICANT | NIL SIGNIFICANT 1YEAR LIFESTYLE NO 0 - - - YES - no no no no no no no no no
MODIFICATIONS
ORAL ANTIBIOTICS "
6 28/F LOWER CLASS FARMER HINDU NIL SIGNIFICANT | NIL SIGNIFICANT |  NIL SIGNIFICANT 6 YEARS STARTED YES 23 severe depression disengagement negative YES - yes yes yes yes yes yes yes yes no
H/S/O ? BPAD IN
7 34/F LOWER MIDDLE HOME HINDU NIL SIGNIFIANT MATERNAL NIL SIGNIFICANT 4 YEARS USG ABD+PELVIS NO 3 - - - - YES no no no no no no no no no
CLASS MAKER AUNT
8 3UF Lowim'gDLE AGRI&JLTU HINDU NIL SIGNIFICANT | NIL SIGNIFICANT | NIL SIGNIFICANT 5 YEARS REFERRED TO ARC NO 6 - venting positive - YES yes no no no yes no no no no
9 28/F LOWER MIDDLE HOME HINDU NIL SIGNIFICANT | NIL SIGNIFICANT | NIL SIGNIFICANT 2 YEARS USG ABD+PELVIS NO 2 - - - - YES no no no no no no no no no
CLASS MAKER
10 22IF LOWER CLASS FARMER HINDU NIL SIGNIFICANT | NIL SIGNIFICANT |  NIL SIGNIFICANT 3 YEARS REFERRED TO ARC NO 17 moderate depression self blame negative YES - yes yes yes yes no no no yes no
UPPER MIDDLE PRIMARY
1 35/F CLASS SCHOOL HINDU NIL SIGNIFICANT | NIL SIGNIFICANT | NIL SIGNIFICANT | 10 YEARS USG ABD+PELVIS NO 26 severe depression self blame negative YES - yes yes yes yes yes yes yes yes no
TEACHER
12 | o Lowim'é’DLE A;‘ngER HINDU NIL SIGNIFICANT | NIL SIGNIFICANT | NIL SIGNIFICANT | 2 YEARS REFERRED TO ARC NO 5 mild depression avoidance negative | YES . no no no no no no no o | no
13 30/F LOWER CLASS FARMER HINDU NIL SIGNIFICANT | NIL SIGNIFICANT | NIL SIGNIFICANT 5 YEARS REFERRED TO ARC NO 2 - - - - YES no no no no no no no no no
14 27IF Lowim'gDLE M"'gx; HINDU NIL SIGNIFICANT | NIL SIGNIFICANT | NIL SIGNIFICANT 4 YEARS USG ABD+PELVIS NO 4 - - - - YES no no no no no no no no no
15 26/F LOWER CLASS FARMER HINDU NIL SIGNIFICANT | NIL SIGNIFICANT | NIL SIGNIFICANT 5 YEARS REFERRED TO ARC YES 14 moderate depression avoidance negative YES - yes yes yes no yes no no no no
LOWER MIDDLE HOME . use of emotional -
16 25/F CLASS MAKER HINDU NIL SIGNIFICANT | NIL SIGNIFICANT |  NIL SIGNIFICANT 3 YEARS REFERRED TO ARC NO 12 moderate depression support positive YES - yes yes no yes yes yes no no no
17 29/F LOWER CLASS FARMER HINDU NIL SIGNIFICANT | NIL SIGNIFICANT | NIL SIGNIFICANT 7 YEARS USG DONE AND ORAL YES 25 severe depression self blame negative YES - s s s n
ANTIBIOTICS STARTED. P g ye ye ye yes ves yes ves yes °
18 26/F LowimlgDLE M"gy& HINDU NIL SIGNIFICANT | NIL SIGNIFICANT | NIL SIGNIFICANT 2 YEARS USG ABD+PELVIS NO 1 - - - - YES no no no no no no no no no
19 30/F UPPER MIDDLE HOME HINDU NIL SIGNIFICANT | NIL SIGNIFICANT | NIL SIGNIFICANT | 5 YEARS REFERRED TO ARC NO 13 moderate depression | |S¢ Ofemotional | e YES - yes no no yes yes yes no no no
CLASS MAKER support
REFERRED TO ARC AND
20 | 20F | LOWERMIDDLE HOME MUSLIM | NIL SIGNIFICANT | NIL SIGNIFICANT| NIL SIGNIFICANT | 2 YEARS LIFESTYLE NO 7 mild depression venting positive YES . yes no no ves | yes no no no | yes
CLASS MAKER
MODIFICATIONS
21 23/F LOWEmIEDLE ,\;‘S}QAEER HINDU NIL SIGNIFICANT | NIL SIGNIFICANT | NIL SIGNIFICANT 1YEAR REFERRED TO ARC NO 2 - - - YES - no no no no no no no no no
22 28/F LOWER CLASS M"gy& HINDU NIL SIGNIFICANT | NIL SIGNIFICANT | NIL SIGNIFICANT 5 YEARS USG ABD+PELVIS NO 12 moderate depression denial negative - YES yes no no yes yes no no yes yes
23 26/F LOWEmIEDLE ,\;‘S}QAEER HINDU NIL SIGNIFICANT | NIL SIGNIFICANT | NIL SIGNIFICANT 3 YEARS USG ABD+PELVIS NO 1 - - - - YES no no no no no no no no no
24 30/F UPPimSDLE BTJAS’;AIJ;;S HINDU NIL SIGNIFICANT | NIL SIGNIFICANT |  NIL SIGNIFICANT 4 YEARS REFERRED TO ARC NO 13 moderate depression | disengagement negative YES - yes no no no no no no no no
LOWER MIDDLE HOME HISIo
25 20/F MUSLIM NIL SIGNIFICANT | DEPRESSION IN | NIL SIGNIFICANT 2 YEARS REFERRED TO ARC NO 6 mild depression venting positive YES - no no no no no no no no no
CLASS MAKER
PATERNAL AUNT
REFERRED TO ARC AND
26 21/F LOWER MIDDLE HOME HINDU NIL SIGNIFICANT | NIL SIGNIFICANT | NIL SIGNIFICANT 2 YEARS LIFESTYLE NO 7 mild depression avoidance negative YES - yes no no no no no no no no
CLASS MAKER
MODIFICATIONS
LOWER MIDDLE "
27 27IF CLASS TEACHER HINDU NIL SIGNIFICANT | NIL SIGNIFICANT | NIL SIGNIFICANT 3 YEARS REFERRED TO ARC NO 10 moderate depression | acceptance positive YES - yes no no yes yes no no no no
28 32/F UPPIECTXSISDLE MHEZEER MUSLIM NIL SIGNIFICANT | NIL SIGNIFICANT | NIL SIGNIFICANT 4 YEARS USG ABD+PELVIS YES 2 - - - - YES no no no no no no no no no
29 32/IF UPPE&/’\QEDLE I\;‘SXEER MUSLIM NIL SIGNIFICANT | NIL SIGNIFICANT |  NIL SIGNIFICANT 6 YEARS USG ABD+PELVIS NO 6 mild depression avoidance negative - YES no no no no no no no no no
30 28/F LOWEm'EDLE MHZZAEER HINDU NIL SIGNIFICANT | NIL SIGNIFICANT | NIL SIGNIFICANT 4 YEARS REFERRED TO ARC NO 14 moderate depression self blame negative YES - yes yes no yes yes no no yes no
LOWER MIDDLE HOME use of emotional -
31 3UF CLASS MAKER HINDU NIL SIGNIFICANT | NIL SIGNIFICANT | NIL SIGNIFICANT 5 YEARS USG ABD+PELVIS NO 7 mild depression support positive - YES yes no no no yes no no no yes
32 25/F LOWEm'EDLE JXQAEZ MUSLIM NIL SIGNIFICANT | NIL SIGNIFICANT | NIL SIGNIFICANT 3 YEARS REFERRED TO ARC YES 13 moderate depression | acceptance positive YES - yes yes yes no no no no no no
LOWER MIDDLE WORKS IN
33 24IF CLASS RETAIL HINDU NIL SIGNIFICANT | NIL SIGNIFICANT [ NIL SIGNIFICANT 2 YEARS REFERRED TO ARC NO 2 - - - YES - no no no no no no no no no
STORE
upPER MIDDLE | MARKETIN
34 29/F G CHRISTIAN | NIL SIGNIFICANT | NIL SIGNIFICANT |  NIL SIGNIFICANT 2 YEARS REFERRED TO ARC NO 1 - - - YES - no no no no no no no no no

CLASS

COMPANY




35 36/F LOW(E{AMSISDDLE MHSIZAEER HINDU NIL SIGNIFICANT | NIL SIGNIFICANT [ NIL SIGNIFICANT 6 YEARS USG ABD+PELVIS NO 12 moderate depression self blame negative - YES yes yes no no no no no no no
36 22IF LOWEiAN;IEDLE I\;‘Z)QAEER HINDU NIL SIGNIFICANT | NIL SIGNIFICANT |  NIL SIGNIFICANT 2 YEARS REFERRED TO ARC NO 0 - - - YES - no no no no no no no no no
37 3UF LOWI(E:iAMSISDDLE MH/C:IL\AEF;? HINDU NIL SIGNIFICANT | NIL SIGNIFICANT |  NIL SIGNIFICANT 5 YEARS USG ABD+PELVIS NO 12 moderate depression | disengagement negative - YES yes no no yes yes no no no yes
REFERRED TO ARC AND
38 20IF LOWER MIDDLE HOME HINDU NIL SIGNIFICANT | NIL SIGNIFICANT |  NIL SIGNIFICANT 3 YEARS LIFESTYLE NO 7 mild depression venting positive YES - yes no no no no no no no yes
CLASS MAKER
MODIFICATIONS
UPPER MIDDLE
39 32/F CLASS LECTURER HINDU NIL SIGNIFICANT | NIL SIGNIFICANT [ NIL SIGNIFICANT 3 YEARS REFERRED TO ARC NO 3 - - - YES - no no no no no no no no no
40 3UF LOWE’EANQEDLE I\;‘EQAEER HINDU NIL SIGNIFICANT | NIL SIGNIFICANT |  NIL SIGNIFICANT 6 YEARS REFERRED TO ARC YES 23 severe depression self blame negative YES - yes yes yes yes yes yes yes yes no
41 23/F LOW(E:F:/:ASISDDLE MHEIZAEER HINDU NIL SIGNIFICANT | NIL SIGNIFICANT [ NIL SIGNIFICANT 2 YEARS REFERRED TO ARC NO 3 - - - YES - no no no no no no no no no
REFERRED TO ARC AND
42 28/F LOWER MIDDLE HOME HINDU NIL SIGNIFICANT HISIO BPAD IN NIL SIGNIFICANT 2 YEARS LIFESTYLE NO 8 mild depression self distraction positive YES - yes no no no yes no no no no
CLASS MAKER GRANDFATHER
MODIFICATIONS
REFERRED TO ARC AND
43 23F | LOWERMIDDLE HOME HINDU NIL SIGNIFICANT | NIL SIGNIFICANT | NIL SIGNIFICANT | 3 YEARS LIFESTYLE NO 13 moderate depression | U Of emotional | ciiive YES . yes yes yes no no no no no no
CLASS MAKER support
MODIFICATIONS
44 32/F LOWE'EAMSIEDLE PHAR‘II\-AACIS HINDU NIL SIGNIFICANT | NIL SIGNIFICANT |  NIL SIGNIFICANT 7 YEARS REFERRED TO ARC YES 23 severe depression self harm negative YES - yes yes yes no no yes yes yes no
45 24IF LOW(E:F:/:ASISDDLE MHEIZAEER MUSLIM NIL SIGNIFICANT | NIL SIGNIFICANT [ NIL SIGNIFICANT 3 YEARS REFERRED TO ARC YES 3 - - YES - no no no no no no no no no
USG ABD+PELVIS AND moderately severe
46 26/F LOWER CLASS FARMER HINDU NIL SIGNIFICANT | NIL SIGNIFICANT |  NIL SIGNIFICANT 5 YEARS ORAL ANTIBIOTICS NO 17 del res);inn self blame negative YES - yes yes no no no no no no no
STARTED P
LOWER MIDDLE HOME ORAL ANTIBIOTICS " " "
47 25/F CLASS MAKER HINDU NIL SIGNIFICANT | NIL SIGNIFICANT |  NIL SIGNIFICANT 3 YEARS STARTED NO 5 mild depression self blame negative YES - no no no no no no no no no
LOWER MIDDLE WORKS AT
48 30/F CLASS GROCERY HINDU NIL SIGNIFICANT | NIL SIGNIFICANT |  NIL SIGNIFICANT 6 YEARS USG ABD+PELVIS NO 14 moderate depression planning positive - YES yes no yes yes yes no no yes no
STORE
UPPER MIDDLE " "
49 35/F CLASS TEACHER HINDU NIL SIGNIFICANT | NIL SIGNIFICANT |  NIL SIGNIFICANT 10 YEARS REFERRED TO ARC YES 21 severe depression self blame negative YES - yes yes yes yes yes no yes yes no
50 29/F LOW(E:'EAMSfDLE HOMEERMAK HINDU NIL SIGNIFICANT | NIL SIGNIFICANT |  NIL SIGNIFICANT 5 YEARS REFERRED TO ARC NO 13 moderate depression | disengagement negative YES - yes yes yes no no no no no no
TO BE POSTED FOR " " : : -
51 34IF LOWER CLASS FARMER HINDU NIL SIGNIFICANT | NIL SIGNIFICANT | NIL SIGNIFICANT 7 YEARS MYOMECTOMY YES 7 mild depression self distraction positive - YES no no no yes yes no no no no
52 30/F LOW(E:'EAN;IEDLE MHZIQAEER MUSLIM NIL SIGNIFICANT | NIL SIGNIFICANT |  NIL SIGNIFICANT 6 YEARS REFERRED TO ARC YES 26 severe depression self harm negative YES - yes yes yes yes yes yes yes yes yes
LOWER MIDDLE HOME use of
53 37/F CLASS MAKER HINDU NIL SIGNIFICANT | NIL SIGNIFICANT |  NIL SIGNIFICANT 9 YEARS USG ABD+PELVIS YES 24 severe depression instrumental positive - YES yes yes yes yes yes yes no no no
support
54 25/F LOW(E:'EAN;IEDLE MHZIQAEER HINDU NIL SIGNIFICANT | NIL SIGNIFICANT |  NIL SIGNIFICANT 3 YEARS USG ABD+PELVIS NO 2 - - - YES - no no no no no no no no no
REFERRED TO ARC AND
55 22IF LOW(E:TA'\QEDLE MH(ADQAEER MUSLIM NIL SIGNIFICANT | NIL SIGNIFICANT [ NIL SIGNIFICANT 2 YEARS LIFESTYLE NO 3 - - - YES - no no no no no no no no no
MODIFICATIONS
LOWER MIDDLE HOME moderately severe "
56 28/F CLASS MAKER MUSLIM NIL SIGNIFICANT | NIL SIGNIFICANT |  NIL SIGNIFICANT 5 YEARS USG ABD+PELVIS NO 18 depression self blame negative YES - yes yes yes yes yes yes no no no
REFERRED TO ARC AND
57 21IF LOW(E:TA'\QEDLE MH(ADQAEER HINDU NIL SIGNIFICANT | NIL SIGNIFICANT [ NIL SIGNIFICANT 2 YEARS LIFESTYLE NO 2 - - - YES - no no no no no no no no no
MODIFICATIONS
UPPER MIDDLE " . " .
58 33/F CLASS LECTURER CHRISTIAN NIL SIGNIFICANT | NIL SIGNIFICANT |  NIL SIGNIFICANT 8 YEARS USG ABD+PELVIS YES 5 mild depression venting positive - YES no no no no no no no no no
59 30/F LOW(E:TA'\QEDLE MH(ADQAEER HINDU NIL SIGNIFICANT | NIL SIGNIFICANT [ NIL SIGNIFICANT 5 YEARS USG ABD+PELVIS NO 2 - - - - YES no no no no no no no no no
60 25/F LOW(E:E:ASIEDLE I\;‘SXEER HINDU NIL SIGNIFICANT | NIL SIGNIFICANT [ NIL SIGNIFICANT 4 YEARS USG ABD+PELVIS NO 14 moderate depression | - disengagement negative YES - yes yes yes no no no no no no
REFERRED TO ARC AND
61 32/F LOWER MIDDLE HOME HINDU NIL SIGNIFICANT | NIL SIGNIFICANT |  NIL SIGNIFICANT 6 YEARS LIFESTYLE NO 24 severe depression denial negative YES - yes yes yes yes yes no no yes no
CLASS MAKER
MODIFICATIONS
62 27IF LOWEmIEDLE ,\;‘235? HINDU NIL SIGNIFICANT | NIL SIGNIFICANT |  NIL SIGNIFICANT 3 YEARS USG ABD+PELVIS NO 3 - - - YES - no no no no no no no no no
REFERRED TO ARC AND
63 22IF LOW(E;ANQEDLE PHAR_?AACIS HINDU NIL SIGNIFICANT | NIL SIGNIFICANT |  NIL SIGNIFICANT 2 YEARS LIFESTYLE NO 1 - - - YES - no no no no no no no no no
MODIFICATIONS
64 30/F LOW(E:TAMSISDLE I\;‘SIEAEER MUSLIM NIL SIGNIFICANT | NIL SIGNIFICANT |  NIL SIGNIFICANT 5 YEARS USG ABD+PELVIS NO 2 - - - - YES no no no no no no no no no
LOWER MIDDLE TO BE POSTED FOR " . " .
65 35/F CLASS TEACHER HINDU NIL SIGNIFICANT | NIL SIGNIFICANT |  NIL SIGNIFICANT 8 YEARS MYOMECTOMY YES 7 mild depression venting positive - YES yes no no no no no no no no
LOWER MIDDLE HOME HISIo
66 24/F HINDU NIL SIGNIFICANT | DEPRESSION IN NIL SIGNIFICANT 2 YEARS USG ABD+PELVIS NO 2 - - - YES - no no no no no no no no no
CLASS MAKER
FATHER
67 20IF LOWER CLASS COOK HINDU NIL SIGNIFICANT | NIL SIGNIFICANT |  NIL SIGNIFICANT 5 YEARS USG ABD+PELVIS NO 12 moderate depression denial negative YES - yes no yes yes yes no no no no
68 26/F LOWETAMS?DLE FARMER HINDU NIL SIGNIFICANT | NIL SIGNIFICANT | NIL SIGNIFICANT | 3 YEARS USG ABD+PELVIS NO 6 mild depression | %% 222':;:”"3' positive YES - yes no no no ves no no no no
LOWER MIDDLE " " "
69 24IF CLASS TAILOR MUSLIM NIL SIGNIFICANT | NIL SIGNIFICANT |  NIL SIGNIFICANT 6 YEARS USG ABD+PELVIS YES 27 severe depression denial negative YES - yes yes yes yes yes yes yes yes yes
LOWER MIDDLE
70 30/F CLASS FARMER HINDU NIL SIGNIFICANT | NIL SIGNIFICANT |  NIL SIGNIFICANT 4 YEARS REFERRED TO ARC NO 2 - - - - YES no no no no yes no no no no
71 26/F LOWER CLASS I\;‘EQAEER MUSLIM NIL SIGNIFICANT | NIL SIGNIFICANT |  NIL SIGNIFICANT 2 YEARS USG ABD+PELVIS NO 1 - - - YES - no no no no no no no no no
72 syp | UPPERMIDDLE Bwug'l\';:izs HINDU NIL SIGNIFICANT | NIL SIGNIFICANT | NIL SIGNIFICANT | 7 YEARS REFERRED TO ARC NO 5 mild depression | "¢ 222’;‘;:['0“3' positive - YES yes no no no ves no no no no
LOWER MIDDLE
73 20IF CLASS FARMER HINDU NIL SIGNIFICANT | NIL SIGNIFICANT |  NIL SIGNIFICANT 4 YEARS USG ABD+PELVIS NO 0 - - - - YES no no no no no no no no no
74 33/F LOW(E{AMSISDDLE MHSIZAEER HINDU NIL SIGNIFICANT | NIL SIGNIFICANT [ NIL SIGNIFICANT 8 YEARS REFERRED TO ARC NO 5 mild depression venting positive - YES yes no no no no no no no no




REFERRED TO ARC AND

75 36/F LOWER MIDDLE HOME HINDU NIL SIGNIFICANT | NIL SIGNIFICANT [ NIL SIGNIFICANT 10 YEARS LIFESTYLE NO 23 severe depression acceptance positive YES - yes yes yes yes yes yes no yes no
CLASS MAKER
MODIFICATIONS
MIDDLE REFERRED TO ARC AND
76 25/F | SOCIOECONOMIC | TEACHER HINDU NIL SIGNIFICANT | NIL SIGNIFICANT | NIL SIGNIFICANT 1YEAR LIFESTYLE NO 1 - - - YES - no no no no no no no no no
CLASS MODIFICATIONS
LOWER MIDDLE HOME LIFE STYLE
77 24/F MAKER HINDU NIL SIGNIFICANT | NIL SIGNIFICANT | NIL SIGNIFICANT 1YEAR MODIFICATIONS NO 2 - - - YES - no no no no no no no no no
LOWER MIDDLE ) ) ) "
78 30/F CLASS TEACHER HINDU NIL SIGNIFICANT | NIL SIGNIFICANT [ NIL SIGNIFICANT | 4 YEARS USG ABD+PELVIS NO 6 mild depression planning positive - YES yes no no yes ves no no no no
LOWER MIDDLE LIFE STYLE
79 23IF CLASS COOK HINDU NIL SIGNIFICANT | NIL SIGNIFICANT | NIL SIGNIFICANT | 6 MONTHS MODIFICATIONS NO 2 - - - YES - no no no no no no no no no
LOWER MIDDLE HOME LIFE STYLE
80 27F CLASS MAKER HINDU NIL SIGNIFICANT | NIL SIGNIFICANT [ NIL SIGNIFICANT | 2 YEARS MODIEIGATIONS NO 3 - - - YES - no no no no ves no no no no
HIS/O PSYCHOSIS
81 o5F | LOWERMIDDLE | pppyier HINDU NIL SIGNIFICANT | INPATERNAL | NILSIGNIFICANT | 2 YEARS LIFE STYLE NO 8 mild depression venting positive YES - yes no no ves ves no no no no
CLASS UNGLE MODIFICATIONS
LOWER MIDDLE ) ) ) ]
82 27F CLASS FARMER HINDU NIL SIGNIFICANT | NIL SIGNIFICANT [ NIL SIGNIFICANT | 3 YEARS USG ABD+PELVIS NO 5 mild depression avoidance negative YES - yes no no no no no no no no
LOWER MIDDLE ; )
83 2/F CLASS FARMER HINDU NIL SIGNIFICANT | NIL SIGNIFICANT [ NIL SIGNIFICANT | 4 YEARS USG ABD+PELVIS NO 6 mild depression self blame negative YES - yes no no no ves no no no no
84 ogF | LOWERMDDLE | pppyer HINDU NIL SIGNIFICANT | NIL SIGNIFICANT [ NIL SIGNIFICANT | 4 YEARS USG ABD+PELVIS NO 10| moderate depression | oMl and negative YES - yes yes yes no ves no no no no
CLASS disengagement
LOWER MIDDLE
85 20/F CLASS FARMER HINDU NIL SIGNIFICANT | NIL SIGNIFICANT [ NIL SIGNIFICANT | 3 YEARS USG ABD+PELVIS NO 2 - - - - YES no no no no no no no no no
MIDDLE HOMEMAK 2DEPRESSION IN
86 24/F | SOCIOECONOMIC MUSLIM NIL SIGNIFICANT | MATERNAL | NIL SIGNIFICANT 1 YEAR USG ABD+PELVIS NO 1 - - - YES - no no no no no no no no no
ER
CLASS AUNT
LOWER MIDDLE
87 32F CLASS FARMER HINDU NIL SIGNIFICANT | NIL SIGNIFICANT [ NIL SIGNIFICANT | 6 YEARS USG ABD+PELVIS NO 2 - - - - YES no no no no no no no no no
LOWER MIDDLE HOME LIFESTYLE
88 23IF CLASS MARER MUSLIM NIL SIGNIFICANT | NIL SIGNIFICANT | NIL SIGNIFICANT 1 YEAR MODIEICATIONS NO 0 - - - YES - no no no no no no no no no
use of
el
89 28/F LOWER MIDDLE HOME HINDU NIL SIGNIFICANT PPSYCHOSIS IN NIL SIGNIFICANT 3 YEARS USG ABD+PELVIS NO 7 mild depression instrumental positive YES - yes no no no yes no no no no
CLASS MAKER UNCLE subport
920 30/F LOWE'EA'\AS?DLE MH:IZAEER HINDU NIL SIGNIFICANT | NIL SIGNIFICANT [ NIL SIGNIFICANT 6 YEARS REFERRED TO ARC NO 24 severe depression self blame negative YES - yes yes yes yes yes yes yes yes yes
91 31F LOWI(E:IEANS\?DLE MngEi HINDU NIL SIGNIFICANT | NIL SIGNIFICANT [ NIL SIGNIFICANT 6 YEARS REFERRED TO ARC YES 23 severe depression self blame negative YES - yes yes yes yes yes no yes yes no
92 23IF LOW(E:FEAMSfDLE n;‘;\)}?si HINDU NIL SIGNIFICANT | NIL SIGNIFICANT [ NIL SIGNIFICANT | 2 YEARS REFERRED TO ARC NO 3 - - - YES - yes no no no no no no no no
REFERRED TO ARC AND
03 | 28F | LOWERMIDDLE HOME HINDU NIL SIGNIFICANT | P/SIOBPADIN 1y qionipicanT | 2 YEARS LIFESTYLE NO 8 mild depression | self distraction | positive YES . yes no yes no ves no no o | no
CLASS MAKER GRANDFATHER
MODIFICATIONS
REFERRED TO ARC AND )
9 2yF | LOWERMIDDLE HOME HINDU NIL SIGNIFICANT | NIL SIGNIFICANT [ NIL SIGNIFICANT | 3 YEARS LIFESTYLE NO 13 moderate depression | U5 OF emotional | ciive YES - yes yes yes ves ves no no no no
CLASS MAKER support
MODIFICATIONS
95 32/F LOWim'EDLE PHAR_P}/\ACIS HINDU NIL SIGNIFICANT | NIL SIGNIFICANT [ NIL SIGNIFICANT 7 YEARS REFERRED TO ARC YES 23 severe depression denial negative YES - yes yes yes yes yes no no no yes
MIDDLE HomE
% 24/F | SOCIOECONOMIC | /ot MUSLIM NIL SIGNIFICANT | NIL SIGNIFICANT [ NIL SIGNIFICANT | 3 YEARS REFERRED TO ARC YES 3 - - - YES E no no no no ves no no no no
USG ABD+PELVIS AND moderately severe
97 26/F LOWERCLASS | FARMER HINDU NIL SIGNIFICANT | NIL SIGNIFICANT [ NIL SIGNIFICANT | 5 YEARS ORAL ANTIBIOTICS NO 7 Soorocion denial negative YES - yes yes yes ves ves no no ves | no
STARTED P
LOWER MIDDLE HOME ORAL ANTIBIOTICS ) ) ) -
98 25/F CLASS MAKER HINDU NIL SIGNIFICANT | NIL SIGNIFICANT |  NIL SIGNIFICANT 3 YEARS STARTED NO 5 mild depression venting positive YES - yes no no no no no no no no
LOWER MiDDLE | WORKS AT
9% 30F CLASS GROCERY HINDU NIL SIGNIFICANT | NIL SIGNIFICANT [ NIL SIGNIFICANT | 6 YEARS USG ABD+PELVIS NO 14 moderate depression | self blame negative - YES yes yes yes ves ves ves no ves | no
STORE
UPPER MIDDLE ) ]
100 | 35F CLASS LECTURER HINDU NIL SIGNIFICANT | NIL SIGNIFICANT [ NIL SIGNIFICANT | 10 YEARS REFERRED TO ARC YES 2 severe depression self blame negative YES - yes yes yes ves ves no ves ves | no
PRIMARY
101 | ozF | LOWERMIDDLE 1 "y in0L HINDU NIL SIGNIFICANT | NIL SIGNIFICANT | NIL SIGNIFICANT | 2 YEARS LIFE STYLE NO 2 - - - YES - no no no no no no no no | no
CLASS MODIFICATIONS
TEACHER
MIDDLE HoME
102 | 29F | socioEcoNomic | et HINDU NIL SIGNIFICANT | NIL SIGNIFICANT [ NIL SIGNIFICANT | 5 YEARS REFERRED TO ARC NO 11 | moderate depression | self blame negative YES - yes yes yes no no no no ves | no
103 | 3uF LOWEm'EDLE A;':ZAEER HINDU NIL SIGNIFICANT | NIL SIGNIFICANT [ NIL SIGNIFICANT | 4 YEARS REFERRED TO ARC NO 7 mild depression | self distraction positive - YES yes no no ves ves no no no no
104 | 27F Lowim?DLE ,\;'SQAEER HINDU NIL SIGNIFICANT | NIL SIGNIFICANT [ NIL SIGNIFICANT | 3 YEARS USG ABD+PELVIS NO 2 - - - YES - no no no no no no no no no
105 | omF | -OWERMIDDLE HOME HINDU NIL SIGNIFICANT | NIL SIGNIFICANT [ NIL SIGNIFICANT | 3 YEARS USG ABD+PELVIS NO 1 - - - - YES no no no no no no no no no
CLASS MAKER
106 | 32F LOWERCLASS | FARMER HINDU NIL SIGNIFICANT | NIL SIGNIFICANT [ NIL SIGNIFICANT | 5 YEARS REFERRED TO ARC NO 13 | moderate depression | disengagement |  negative YES - yes yes yes ves ves no no ves | no
107 | 29F LOWEmEDLE FARMER MUSLIM NIL SIGNIFICANT | NIL SIGNIFICANT [ NIL SIGNIFICANT | 6 YEARS REFERRED TO ARC NO 15 '"“d:e'Z:'s’;iZe:m disengagement | negative YES - yes yes yes ves ves no no ves | vyes
LOWER MIDDLE HISIO 7 BPAD IN
108 | 3UF CLASS FARMER HINDU NIL SIGNIFICANT | MATERNAL | NILSIGNIFICANT | 3 YEARS USG ABD+PELVIS NO 1 - - - YES - no no no no no no no no no
AUNT
LOWER MIDDLE LIFESTYLE
109 | 28F CLASS FARMER HINDU NIL SIGNIFICANT | NIL SIGNIFICANT [ NIL SIGNIFICANT | 2 YEARS MODIEICATIONS NO 4 - - - YES - yes no no no ves no no no no
LOWER MIDDLE LIFESTYLE
10 | 30F CLASS FARMER MUSLIM NIL SIGNIFICANT | NIL SIGNIFICANT [ NIL SIGNIFICANT | 3 YEARS MODIEICATIONS NO 2 - - - - YES no no no no no no no no no
11 | ogr | UPPERMIDDLE | BUSINESS HINDU NIL SIGNIFICANT | NIL SIGNIFICANT [ NIL SIGNIFICANT | 4 YEARS REFERRED TO ARC NO 0 - - - YES - no no no no no no no no no
CLASS WOMAN
MIDDLE LIFESTYLE
112 | 30/F | SOCIOECONOMIC | TEACHER MUSLIM NIL SIGNIFICANT | NIL SIGNIFICANT [ NIL SIGNIFICANT | 2 YEARS NO 2 - - - - YES no no no no no no no no no

MODIFICATIONS




LOWER MIDDLE

DEPRESSION IN

113 27IF CLASS FARMER HINDU NIL SIGNIFICANT MOTHER NIL SIGNIFICANT 3 YEARS REFERRED TO ARC NO 1 - - - YES - no no no no no no no no no
LOWER MIDDLE
114 20IF CLASS FARMER HINDU NIL SIGNIFICANT | NIL SIGNIFICANT |  NIL SIGNIFICANT 3 YEARS USG ABD+PELVIS NO 4 - - - YES - yes no no no yes no no no no
LOWER MIDDLE "
115 31F CLASS FARMER HINDU NIL SIGNIFICANT | NIL SIGNIFICANT [ NIL SIGNIFICANT 6 YEARS REFERRED TO ARC NO 10 moderate depression avoidance negative YES - yes yes yes no yes no no no no
PDLE use of emotional
116 35/F SOCIOECONOMIC TEACHER HINDU NIL SIGNIFICANT | NIL SIGNIFICANT |  NIL SIGNIFICANT 6 YEARS REFERRED TO ARC NO 13 moderate depression support positive - YES yes no no yes yes no no no no
117 34/F LOW(E:F:/:ASISDDLE FARMER HINDU NIL SIGNIFICANT | NIL SIGNIFICANT [ NIL SIGNIFICANT 8 YEARS REFERRED TO ARC YES 27 severe depression ;ig;;:gsnig:t negative YES - yes yes yes yes yes yes yes yes yes
LOWER MIDDLE HOME " : use of emotional -
118 20IF CLASS MAKER MUSLIM NIL SIGNIFICANT | NIL SIGNIFICANT |  NIL SIGNIFICANT 4 YEARS USG ABD+PELVIS NO 5 mild depression support positive YES - yes no no no yes no no no no
LOWER MIDDLE
119 32/F CLASS FARMER HINDU NIL SIGNIFICANT | NIL SIGNIFICANT [ NIL SIGNIFICANT 4 YEARS USG ABD+PELVIS NO 2 - - - - YES no no no no no no no no no
MIDDLE HIGH ??DEPRESSION IN
120 33/F SOCIOECONOMIC SCHOOL CHRISTIAN NIL SIGNIFICANT | NIL SIGNIFICANT 7 YEARS REFERRED TO ARC YES 27 severe depression self blame negative YES - yes yes yes yes yes yes yes yes yes
CLASS TEACHER CGRANDMOTHER
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1 32 UPPER MIDDLE CLASS CHRISTIAN M.COM FAMILY BUSINESS NIL SIGNIFICANT NIL SIGNIFICANT OCCASIONAL SMOKING NO 6 YEARS 6 MILD DEPRESSION 'ACCEPTANCE AND PLANNING POSITIVE yes no no yes no no no
2 36 LOWER MIDDLE CLASS HINDU BA 'OWNS GROCERY STORE NIL SIGNIFICANT NIL SIGNIFICANT TOBACCO CHEWING NO 1YEAR 5 MILD DEPRESSION USE OF INSTRUMENTAL SUPPORT POSITIVE yes no no no no no no no no
3 27 UPPER MIDDLE CLASS HINDU ENGINEERING LECTURER NIL SIGNIFICANT NIL SIGNIFICANT NIL SIGNIFICANT NO 4 YEARS 2 - - no no no no no no no no no
4 40 LOWER MIDDLE CLASS HINDU 12THSTD TAILOR NIL SIGNIFICANT NIL SIGNIFICANT OCCAS:;LNEAV:;ILZEACCO NO 7 YEARS 1 - - no no no no no no no no no
5 35 LOWER MIDDLE CLASS HINDU 8THSTD AGRICULTURE NIL SIGNIFICANT NIL SIGNIFICANT TOBACCO CHEWING+ NO 1YEAR 8 MILD DEPRESSION ACCEPTANCE POSITIVE yes no no yes yes no no no no
6 36 LOWER CLASS HINDU 8THSTD FARMER NIL SIGNIFICANT NIL SIGNIFICANT TOBACCO CHEWING + NO 6 YEARS 4 - - yes no no no no no no no no
7 29 LOWER MIDDLE CLASS HINDU m AGRICULTURE NIL SIGNIFICANT NIL SIGNIFICANT TOBACCO CHEWING NO 4 YEARS 3 - - no no no no no no no no no
8 35 LOWER MIDDLE CLASS HINDU m AGRICULTURE NIL SIGNIFICANT NIL SIGNIFICANT B.D SMOKING NO 5 YEARS 8 MILD DEPRESSION POSITIVE REFRAMING POSITIVE yes no yes no yes no no no no
9 34 LOWER MIDDLE CLASS HINDU 10THSTD AGRICULTURE NIL SIGNIFICANT NIL SIGNIFICANT TOBACCO CHEWING NO 2 YEARS 3 - - no no no no no no no no no
10 35 LOWER CLASS HINDU TTHSTD FARMER NIL SIGNIFICANT NIL SIGNIFICANT TOBACCO CHEWING NO 3 YEARS 1 - - - no no no no no no no no no
1 36 UPPER MIDDLE CLASS HINDU ENGINEER 'WORKS FOR PVT COMPANY NIL SIGNIFICANT NIL SIGNIFICANT NIL SIGNIFICANT NO 10 YEARS 12 DME?;E::IE;I PLANNING POSITIVE yes yes yes yes no no no no no
12 31 LOWER MIDDLE CLASS HINDU B.SC TEACHER NIL SIGNIFICANT NIL SIGNIFICANT NIL SIGNIFICANT NO 2 YEARS 2 - - - no no no no no no no no no
13 28 LOWER CLASS HINDU 11THSTD FARMER NIL SIGNIFICANT NIL SIGNIFICANT NIL SIGNIFICANT NO 5 YEARS 9 MILD DEPRESSION SUBSTANCE USE NEGATIVE yes yes yes no yes no no no no
14 32 LOWER MIDDLE CLASS HINDU 12THSTD FARMER OPERATED FOR APPENDICITIS 14 NIL SIGNIFICANT NIL SIGNIFICANT NO 4 YEARS 5 MILD DEPRESSION USE OF INSTRUMENTAL SUPPORT POSITIVE yes no no no no no no no no
15 30 LOWER CLASS HINDU 8THSTD FARMER NIL SIGNIFICANT NIL SIGNIFICANT NIL SIGNIFICANT NO 5 YEARS 8 MILD DEPRESSION SUBSTANCE USE NEGATIVE yes no no no yes no no no no
16 27 LOWER MIDDLE CLASS HINDU B.COM 'WORKS FOR PVT COMPANY NIL SIGNIFICANT NIL SIGNIFICANT OCCASI(;%AO‘;(::’L%ARETTE NO 3 YEARS 1 - - - no no no no no no no no no
17 32 LOWER CLASS HINDU 10THSTD FARMER NIL SIGNIFICANT NIL SIGNIFICANT TOBACCO CHEWING+ NO 7 YEARS 14 DME?;E::IE;I SELF DISTRACTION AND PLANNING POSITIVE yes yes yes yes yes no no no no
18 31 LOWER MIDDLE CLASS HINDU BA 'WORKS AT A RETAIL STORE NIL SIGNIFICANT NIL SIGNIFICANT OCCASI(;%AO‘;(::’L%ARETTE NO 2 YEARS 0 - - - no no no no no no no no no
19 29 UPPER MIDDLE CLASS HINDU ENGINEERING 'WORKS FOR PVT COMPANY NIL SIGNIFICANT NIL SIGNIFICANT NIL SIGNIFICANT NO 5 YEARS 13 DME?;E::ILi USEOF I'lﬂsl;&iN’\E:‘éSUPPORT POSITIVE yes yes yes yes yes no no no no
20 3 LOWER MIDDLE CLASS MUSLIM BE FAMILY BUSINESS NIL SIGNIFICANT NIL SIGNIFICANT CIGARETTE SMOKING+ NO 2 YEARS 1 - - - no no no no no no no no no
21 26 LOWER MIDDLE CLASS HINDU m AGRICULTURE NIL SIGNIFICANT NIL SIGNIFICANT TOBACCO CHEWING+ NO 1YEAR 2 - - - no no no no no no no no no
2 25 LOWER CLASS HINDU 10THSTD FARMER NIL SIGNIFICANT NIL SIGNIFICANT NIL SIGNIFICANT NO 5 YEARS 15 MODEDREf;EI;;IZi\/ERE SELF DISTRACTION POSITIVE yes yes yes no yes no no no no
23 30 LOWER MIDDLE CLASS HINDU m AGRICULTURE NIL SIGNIFICANT NIL SIGNIFICANT NIL SIGNIFICANT NO 3 YEARS 12 DMEgaszglgil SELF DISTRACTION POSITIVE yes no yes yes yes no no no no
24 28 UPPER MIDDLE CLASS HINDU BAMS AYURVEDIC DOCTOR NIL SIGNIFICANT NIL SIGNIFICANT NIL SIGNIFICANT NO 4 YEARS 4 - - - yes no no no yes no no no no
25 32 LOWER MIDDLE CLASS MUSLIM B.COM FAMILY BUSINESS NIL SIGNIFICANT NIL SIGNIFICANT OCCASI(gT‘EAV‘\;ILEBACCO NO 2 YEARS 3 - - - no no no no no no no no no
26 33 LOWER MIDDLE CLASS HINDU BA FARMER NIL SIGNIFICANT NIL SIGNIFICANT NIL SIGNIFICANT NO 2 YEARS 1 - - - no no no no no no no no no
27 25 LOWER MIDDLE CLASS HINDU m FARMER NIL SIGNIFICANT NIL SIGNIFICANT NIL SIGNIFICANT NO 3 YEARS 3 - - - no no no no no no no no no
28 30 UPPER MIDDLE CLASS MUSLIM M.COM FAMILY BUSINESS NIL SIGNIFICANT NIL SIGNIFICANT NIL SIGNIFICANT NO 4 YEARS 4 - - - yes no no no yes no no no no
29 34 UPPER MIDDLE CLASS MUSLIM ENGINEERING FAMILY BUSINESS NIL SIGNIFICANT NIL SIGNIFICANT NIL SIGNIFICANT NO 6 YEARS 7 MILD DEPRESSION SUBSTANCE USE NEGATIVE yes no no ves yes no no no no
30 35 LOWER MIDDLE CLASS HINDU 12THSTD FARMER NIL SIGNIFICANT NIL SIGNIFICANT TOBACCO CHEWING+ NO 4 YEARS o - - - no no no no no no no no no
31 30 LOWER MIDDLE CLASS HINDU 11THSTD FARMER NIL SIGNIFICANT NIL SIGNIFICANT TOBACCO CHEWING+ NO 5 YEARS 1 - - - no no no no no no no no no
32 3 LOWER MIDDLE CLASS MUSLIM Im FARMER NIL SIGNIFICANT NIL SIGNIFICANT NIL SIGNIFICANT NO 3YEARS 4 - - - yes no no no no no no no no
3 27 LOWER MIDDLE CLASS HINDU 12THSTD FARMER NIL SIGNIFICANT NIL SIGNIFICANT NIL SIGNIFICANT NO 2YEARS 3 - - - no no no no no no no no no
34 25 UPPER MIDDLE CLASS CHRISTIAN MSc WORKS AS A NURSE ABROAD NIL SIGNIFICANT NIL SIGNIFICANT NIL SIGNIFICANT NO 2YEARS 2 - - - no no no no no no no no no
35 31 LOWER MIDDLE CLASS HINDU 12THSTD FARMER NIL SIGNIFICANT NIL SIGNIFICANT 'OCCASIONAL BD SMOKING|  NO 6 YEARS 7 MILD DEPRESSION ACCEPTANCE POSITIVE yes yes yes no no no no no no
36 36 LOWER MIDDLE CLASS HINDU 10THSTD FARMER NIL SIGNIFICANT NIL SIGNIFICANT TOBACCO CHEWING+ NO 2YEARS 2 - - - no no no no no no no no no
37 26 LOWER MIDDLE CLASS HINDU 10THSTD FARMER NIL SIGNIFICANT NIL SIGNIFICANT NIL SIGNIFICANT NO 5 YEARS 1 - - - no no no no no no no no no
38 33 LOWER MIDDLE CLASS HINDU 12THSTD 'WORKS AT A GROCERY STORE NIL SIGNIFICANT NIL SIGNIFICANT NIL SIGNIFICANT NO 3YEARS 3 - - - no no no no no no no no no
39 34 UPPER MIDDLE CLASS HINDU B.Sc, Msc TEACHER NIL SIGNIFICANT NIL SIGNIFICANT NIL SIGNIFICANT NO 3YEARS 4 - - - yes no no no yes no no no no




£y 35 LOWER MIDDLE CLASS HINDU m FARMER NIL SIGNIFICANT NIL SIGNIFICANT NIL SIGNIFICANT NO 6 YEARS 6 MILD DEPRESSION USE OF INSTRUMENTAL SUPPORT POSITIVE yes no no yes no no no
a 36 LOWER MIDDLE CLASS HINDU 12THSTD FARMER NIL SIGNIFICANT NIL SIGNIFICANT NIL SIGNIFICANT NO 2 YEARS 2 - - no no no no no no no
a2 29 LOWER MIDDLE CLASS HINDU | ENGG DROPOUT, ITI FARMER NIL SIGNIFICANT NIL SIGNIFICANT NIL SIGNIFICANT NO 2 YEARS 1 - - no no no no no no no
a3 30 LOWER MIDDLE CLASS HINDU 10THSTD FARMER NIL SIGNIFICANT NIL SIGNIFICANT NIL SIGNIFICANT NO 3YEARS 0 - - no no no no no no no
) 28 LOWER MIDDLE CLASS HINDU 12THSTD FARMER NIL SIGNIFICANT NIL SIGNIFICANT TOBACCO CHEWING+ NO 7 YEARS 13 DME(;';E:S& USE OF INSTRUMENTAL SUPPORT POSITIVE yes yes yes yes no no no
5 £ LOWER MIDDLE CLASS MUSLIM BA OWNS GROCERY STORE NIL SIGNIFICANT NIL SIGNIFICANT mc“'gm’;‘;ﬂi‘\REﬁE NO 3YEARS 3 - - yes no no no no no no
26 26 LOWER CLASS HINDU 10THSTD FARMER NIL SIGNIFICANT NIL SIGNIFICANT TOBACCO CHEWING+ NO 5 YEARS 4 - - yes no no yes no no no
a1 30 LOWER MIDDLE CLASS HINDU B.COM WORKS AT PVT COMPANY NIL SIGNIFICANT NIL SIGNIFICANT NIL SIGNIFICANT NO 3YEARS 1 - - no no no no no no no
8 27 LOWER MIDDLE CLASS HINDU 11THSTD FARMER NIL SIGNIFICANT NIL SIGNIFICANT NIL SIGNIFICANT NO 6 YEARS 7 MILD DEPRESSION SUBSTANCE USE NEGATIVE yes no yes yes no no no
29 30 UPPER MIDDLE CLASS HINDU BALLB FAMILY BUSINESS NIL SIGNIFICANT NIL SIGNIFICANT TOBACCO CHEWING + NO 10 YEARS 1 DME(;';E:S& AAVOIDANCE AND SUBSTANCE USE NEGATIVE yes yes yes yes no yes no
50 37 LOWER MIDDLE CLASS HINDU m FARMER NIL SIGNIFICANT NIL SIGNIFICANT TOBACCO CHEWING NO 5 YEARS 2 - - no no no no no no no
51 30 LOWER CLASS HINDU 12THSTD FARMER NIL SIGNIFICANT NIL SIGNIFICANT T%Bg::s?gsfﬁ":m NO 7 YEARS 5 MILD DEPRESSION ACCEPTANCE POSITIVE yes no no yes no no no
52 35 LOWER MIDDLE CLASS MUSLIM B.COM FAMILY BUSINESS NIL SIGNIFICANT NIL SIGNIFICANT NIL SIGNIFICANT NO 6 YEARS 2 - - - no no no no no no no
53 2 LOWER MIDDLE CLASS HINDU BA BUSINESS NIL SIGNIFICANT NIL SIGNIFICANT OCCASglAVtILZEACCO NO 9 YEARS 19 Mon;z’;;i;;gi““ ACCEPTANCE POSITIVE yes yes yes yes no no no
54 2 LOWER MIDDLE CLASS HINDU 12THSTD FARMER NIL SIGNIFICANT NIL SIGNIFICANT NIL SIGNIFICANT NO 3YEARS 2 - - - yes no no no no no no
55 2 LOWER MIDDLE CLASS HINDU 10THSTD FARMER NIL SIGNIFICANT NIL SIGNIFICANT NIL SIGNIFICANT NO 2 YEARS 1 - - - no no no no no no no
56 30 LOWER MIDDLE CLASS HINDU 10THSTD FARMER NIL SIGNIFICANT NIL SIGNIFICANT NIL SIGNIFICANT NO 5 YEARS 3 - - - yes no no no no no no
57 2 LOWER MIDDLE CLASS HINDU 12THSTD \WORKS AT A GROCERY STORE NIL SIGNIFICANT NIL SIGNIFICANT NIL SIGNIFICANT NO 2 YEARS 2 - - - no no no yes no no no
58 £ UPPER MIDDLE CLASS HINDU B.Sc, Msc TEACHER NIL SIGNIFICANT NIL SIGNIFICANT NIL SIGNIFICANT NO 8 YEARS 6 MILD DEPRESSION USE OF INSTRUMENTAL SUPPORT POSITIVE yes no yes yes no no no
59 2 LOWER MIDDLE CLASS HINDU ITI GRADUATE FARMER NIL SIGNIFICANT NIL SIGNIFICANT OCCASglAVtILZEACCO NO 5 YEARS 1 - - - no no no no no no no
60 30 LOWER MIDDLE CLASS HINDU 12THSTD FARMER NIL SIGNIFICANT NIL SIGNIFICANT TOBACCO CHEWING NO 4YEARS 2 - - - no no no no no no no
61 35 LOWER MIDDLE CLASS HINDU | ENGG DROPOUT, ITI FARMER NIL SIGNIFICANT NIL SIGNIFICANT TOBACCO CHEWING NO 6 YEARS 1 DNt‘»:?;EZ;Li SUBSTANCE USE NEGATIVE yes yes yes yes no no no
62 30 LOWER MIDDLE CLASS HINDU 10THSTD FARMER NIL SIGNIFICANT NIL SIGNIFICANT NIL SIGNIFICANT NO 3YEARS 1 - - - no no no no no no no
63 30 LOWER MIDDLE CLASS HINDU 12THSTD OWNS A GROCERY STORE NIL SIGNIFICANT NIL SIGNIFICANT NIL SIGNIFICANT NO 2 YEARS 2 - - - no no no no no no no
64 35 LOWER MIDDLE CLASS MUSLIM 10THSTD OWNS GROCERY STORE NIL SIGNIFICANT NIL SIGNIFICANT NIL SIGNIFICANT NO 5 YEARS 2 - - - no no no no no no no
65 35 LOWER MIDDLE CLASS HINDU ITI GRADUATE OWNS MOTOR SHOP NIL SIGNIFICANT NIL SIGNIFICANT NIL SIGNIFICANT NO 8 YEARS 16 MODEZ?;&;Z?ERE USE OF INSTRUMENTAL SUPPORT POSITIVE yes yes yes yes no yes no
66 2 LOWER MIDDLE CLASS HINDU ITI GRADUATE FARMER NIL SIGNIFICANT MA:E;?V/?EPGRRE:‘S:;'L'#‘ER NIL SIGNIFICANT NO 2 YEARS 3 - - - no no no yes no no no
67 2 LOWER CLASS HINDU 3RD STD FARMER NIL SIGNIFICANT NIL SIGNIFICANT TOBACCO CHEWING+ NO 5 YEARS 1 - - - no no no no no no no
68 30 LOWER MIDDLE CLASS HINDU 10THSTD FARMER NIL SIGNIFICANT NIL SIGNIFICANT NIL SIGNIFICANT NO 3YEARS 2 - - - no no no no no no no
69 2 LOWER MIDDLE CLASS MUSLIM 12THSTD OWNS GROCERY STORE NIL SIGNIFICANT NIL SIGNIFICANT NIL SIGNIFICANT NO 6 YEARS 7 MILD DEPRESSION USE OF INSTRUMENTAL SUPPORT POSITIVE yes no no yes no no no
70 35 LOWER MIDDLE CLASS HINDU 12THSTD FARMER NIL SIGNIFICANT NIL SIGNIFICANT NIL SIGNIFICANT NO 4YEARS 1 - - - no no no no no no no
7 28 LOWER CLASS MUSLIM 4THSTD CYCLE AND TYRE REPAIR STORE NIL SIGNIFICANT NIL SIGNIFICANT TOBACCO CHEWING+ NO 2 YEARS 2 - - - no no no no no no no
72 35 UPPER MIDDLE CLASS HINDU MBA BUSINESS MAN NIL SIGNIFICANT NIL SIGNIFICANT NIL SIGNIFICANT NO 7YEARS 5 MILD DEPRESSION USE OF EMOTIONAL SUPPORT POSITIVE yes no no no no no no
73 30 LOWER MIDDLE CLASS HINDU 10THSTD FARMER NIL SIGNIFICANT ? EP!:TC’;:,\TATZ%':T'N NIL SIGNIFICANT NO 4YEARS 2 - - - no no no no no no no
74 35 LOWER MIDDLE CLASS HINDU 10THSTD FARMER NIL SIGNIFICANT NIL SIGNIFICANT OCCASIONAL CIGARETTE | - oy 8 YEARS 14 MODERATE SUBSTANCE USE NEGATIVE yes ¥es yes yes no no no
SMOKING DEPRESSION
75 38 LOWER MIDDLE CLASS HINDU 12THSTD FARMER NIL SIGNIFICANT NIL SIGNIFICANT NIL SIGNIFICANT NO 10 YEARS 19 MODEDZ’:;S;;;E‘VERE SELF DISTRACTION AND VENTING POSITIVE yes ¥es yes yes no no no
76 30 MIDDLE SSELEECONOM'C HINDU BPHARMA PHARMACIST NIL SIGNIFICANT NIL SIGNIFICANT NIL SIGNIFICANT NO 1YEAR 2 - - - yes no no no no no no
7 30 LOWER MIDDLE CLASS HINDU 9THSTD FARMER NIL SIGNIFICANT DEPRESSION IN MOTHER NIL SIGNIFICANT NO 1YEAR 1 - - - no no no no no no no
78 30 LOWER MIDDLE CLASS HINDU ITI GRADUATE FARMER NIL SIGNIFICANT NIL SIGNIFICANT NIL SIGNIFICANT NO 4YEARS 0 - - - no no no no no no no
79 2 LOWER MIDDLE CLASS HINDU 12THSTD FARMER NIL SIGNIFICANT NIL SIGNIFICANT NIL SIGNIFICANT NO 6 MONTHS 3 - - - yes no no no no no no
80 30 LOWER MIDDLE CLASS HINDU SSLCPASS FARMER NIL SIGNIFICANT NIL SIGNIFICANT mc“'gmﬁiﬁ\"?pgm NO 2 YEARS 3 - - - yes no no no no no no
81 30 LOWER MIDDLE CLASS HINDU 9THSTD FARMER NIL SIGNIFICANT NIL SIGNIFICANT NIL SIGNIFICANT NO 2 YEARS 2 - - - no no no no no no no




82 EY LOWER MIDDLE CLASS HINDU 12THSTD FARMER NIL SIGNIFICANT NIL SIGNIFICANT TOBACCOCHEWING+ | NO 3YEARS 4 - - . o o o o o o o
83 X LOWER MIDDLE CLASS HINDU SSLCPASS FARMER NIL SIGNIFICANT NIL SIGNIFICANT CIGARETTESMOKING+ | NO 4YEARS 1 - - . o o o o o o o
8 EY LOWER MIDDLE CLASS HINDU 8THSTD FARMER NIL SIGNIFICANT NIL SIGNIFICANT CIGARETTESMOKING+ | NO 4YEARS 4 - - . o o o o o o o
8 Y LOWER MIDDLE CLASS HINDU 7THSTD GROCERY STORE NIL SIGNIFICANT HIO DEPRESSION INFATHER | TOBACCO CHEWING NO 3YEARS 4 - - . yes o o yes o o o
8 21 MIPDLESOCORCONOMIC | MusLim | B.AGRADUATE FAMILY BUSINESS NIL SIGNIFICANT NIL SIGNIFICANT NIL SIGNIFICANT NO 1YEAR 1 - - . o o o o o o o
87 3 LOWER MIDDLE CLASS HINDU 1UTHSTD FARMER NIL SIGNIFICANT NIL SIGNIFICANT NIL SIGNIFICANT NO 6 YEARS 6 RGN PLANNING POSITIVE yes no no o o o o
8 3% LOWERMIDDLECLASS | MUSLIM |  ITI GRADUATE CURRENTLY UNEMPLOYED NIL SIGNIFICANT NIL SIGNIFICANT NIL SIGNIFICANT NO 1YEAR 1 - - . o o o o o o o
8 Y LOWER MIDDLE CLASS HINDU | UNEDUCATED FARMER NIL SIGNIFICANT NIL SIGNIFICANT NIL SIGNIFICANT NO 3YEARS 2 - - . o o o o o o o
%0 32 LOWER MIDDLE CLASS HINDU 5THSTD FARMER NIL SIGNIFICANT NIL SIGNIFICANT NIL SIGNIFICANT NO 6 YEARS 1 RGN kot POSITIVE yes yes yes yes o o o
o1 3 LOWER MIDDLE CLASS HINDU 12THSTD GROCERY SHOP AND FARMER NIL SIGNIFICANT NIL SIGNIFICANT NIL SIGNIFICANT NO 6 YEARS 8 | MILDDEPRESSION POSITIVE REFRAMING POSITIVE yes yes yes no no no no
% 3 LOWER MIDDLE CLASS HINDU 10THSTD FARMER NIL SIGNIFICANT NIL SIGNIFICANT NIL SIGNIFICANT NO 2YEARS 4 - - . yes o o yes o o o
% Y LOWER MIDDLE CLASS HINDU 1UTHSTD FARMER NIL SIGNIFICANT NIL SIGNIFICANT TOBACCO CHEWING NO 2YEARS 1 - - . o o o o o o o
o 2 LOWER MIDDLE CLASS HINDU | ENGG DIPLOMA WORKS AT OWN FARM NIL SIGNIFICANT NIL SIGNIFICANT NIL SIGNIFICANT NO 3YEARS 2 - - - no no no no no no no
o 3 LOWER MIDDLE CLASS HINDU 12THSTD FARMER NIL SIGNIFICANT NIL SIGNIFICANT TOBACCO CHEWING NO 7YEARS 13 RGN PLANNING POSITIVE yes yes yes yes yes no no
9% 2 MIDDLE SOCIOECONOMIC | iy 1 B.COM ACCOUNTS SECTION AT SGEIT NIL SIGNIFICANT NIL SIGNIFICANT NIL SIGNIFICANT NO 3YEARS 1 - - - no no no no no no no
o7 2 LOWER CLASS HINDU 10THSTD FARMER NIL SIGNIFICANT NIL SIGNIFICANT NIL SIGNIFICANT NO 5YEARS 7 | MILDDEPRESSION SELF DISTRACTION POSITIVE yes no no yes no no no
9% Y LOWER MIDDLE CLASS HINDU SSLCPASS FARMER NIL SIGNIFICANT PPPSYCHIATRICILLNESSIN | gigniFicANT NO 3YEARS 2 - - - no no no no no no no
GRANDFATHER
9% 3 LOWER MIDDLE CLASS HINDU 12THSTD FARMER NIL SIGNIFICANT NIL SIGNIFICANT NIL SIGNIFICANT NO 6 YEARS 5 | MILDDEPRESSION POSITIVE REFRAMING POSITIVE no no no yes no no no
100 a7 UPPER MIDDLE CLASS HINDU BTECH ENGINEER NIL SIGNIFICANT NIL SIGNIFICANT NIL SIGNIFICANT NO 10 YEARS 16 | MOPEATELY o EFE | UsE OF INSTRUMENTAL SsupPORT POSITIVE yes yes yes yes no no yes
101 Y LOWER MIDDLE CLASS HINDU 12THSTD MOTOR SHOP OWNER NIL SIGNIFICANT NIL SIGNIFICANT NIL SIGNIFICANT NO 2YEARS 2 - - - no no no no no no no
102 a MIDDLE SOCIOECONOMIC | iy BA TEACHER NIL SIGNIFICANT NIL SIGNIFICANT NIL SIGNIFICANT NO 5YEARS 1 - - - no no no no no no no
103 3 LOWER MIDDLE CLASS HINDU 8THSTD FARMER NIL SIGNIFICANT NIL SIGNIFICANT TOBACCO CHEWING NO 4YEARS 4 - - - yes no no yes no no no
104 3 LOWER MIDDLE CLASS HINDU 10THSTD FARMER NIL SIGNIFICANT NIL SIGNIFICANT TOBACCO CHEWING NO 3YEARS 1 - - - no no no no no no no
105 2 LOWER MIDDLE CLASS HINDU 12THSTD FARMER NIL SIGNIFICANT NIL SIGNIFICANT NIL SIGNIFICANT NO 3YEARS 3 - - - no no no no no no no
106 3 LOWER CLASS HINDU 10THSTD FARMER NIL SIGNIFICANT NIL SIGNIFICANT NIL SIGNIFICANT NO 5YEARS 7 | MILD DEPRESSION PLANNING POSITIVE yes yes no yes no no no
107 Y LOWERMIDDLE CLASS | MUSLIM BA FRUIT SHOP OWNER NIL SIGNIFICANT NIL SIGNIFICANT NIL SIGNIFICANT NO 6 YEARS 9 | MILDDEPRESSION POSITIVE REFRAMING POSITIVE yes no no no no no yes
108 3 LOWER MIDDLE CLASS HINDU | ITI GRADUATE FARMER NIL SIGNIFICANT NIL SIGNIFICANT NIL SIGNIFICANT NO 3YEARS 2 - - - no no no no no no no
109 Y LOWER MIDDLE CLASS HINDU 4THSTD FARMER NIL SIGNIFICANT TR i OUSIN NIL SIGNIFICANT NO 2YEARS o - - - no no no no no no no
110 3 LOWERMIDDLE CLASS | MUSLIM TTHSTD FARMER NIL SIGNIFICANT NIL SIGNIFICANT NIL SIGNIFICANT NO 3YEARS 3 - - - no no no no no no no
11 3 UPPER MIDDLE CLASS HINDU MBA BUSINESSMAN NIL SIGNIFICANT NIL SIGNIFICANT NIL SIGNIFICANT NO 4YEARS 4 - - - yes no no no no no no
12 3 MIBDLE SOCOECONOMIC | Mustim | B.AGRADUATE PLASTIC STORE OWNER NIL SIGNIFICANT NIL SIGNIFICANT NIL SIGNIFICANT NO 2YEARS 1 - - - no no no no no no no
13 Y LOWER MIDDLE CLASS HINDU 12THSTD FARMER NIL SIGNIFICANT NIL SIGNIFICANT NIL SIGNIFICANT NO 3YEARS 0 - - - no no no no no no no
114 Y LOWER MIDDLE CLASS HINDU SSLCPASS FARMER NIL SIGNIFICANT NIL SIGNIFICANT TOBACCO CHEWING NO 3YEARS 3 - - - no no no no no no o
15 S LOWER MIDDLE CLASS HINDU 12THSTD FARMER NIL SIGNIFICANT NIL SIGNIFICANT NIL SIGNIFICANT NO 6 YEARS 2 - - - no no no no no no no
116 3 MIDDLE SOCIOECONOMIC | oy B.COM TEACHER NIL SIGNIFICANT NIL SIGNIFICANT TOBACCO CHEWING NO 6 YEARS 5 | MILDDEPRESSION | USEOF INSTRUMENTAL SUPPORT POSITIVE yes no yes no no no no
w 3 LOWER MIDDLE CLASS HINDU 7THSTD FARMER NIL SIGNIFICANT NIL SIGNIFICANT NIL SIGNIFICANT NO 8YEARS 14 R USE OF INSTRUMENTAL SUPPORT POSITIVE yes yes yes yes no no no
118 Y LOWER MIDDLE CLASS | MUSLIM SSLCPASS FARMER NIL SIGNIFICANT NIL SIGNIFICANT NIL SIGNIFICANT No 4YEARS 3 - - - no no no no no no no
110 3 LOWER MIDDLE CLASS HINDU 9THSTD FARMER NIL SIGNIFICANT NIL SIGNIFICANT NIL SIGNIFICANT No 4YEARS 4 - - - no no no no no no no
120 % MIDDLE SOCIOECONOMIC | oyypisTian|  BSCNURSING MALE NURSE NIL SIGNIFICANT DEPRESSION IN MOTHER | OCCASIONAL CIOARETTE | o 7YEARS 16 | MODERATELY oo VERE POSITIVE REFRAMING POSITIVE yes yes yes yes yes no no
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