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Abstract
Infertility-related distress is generated not only by clinical uncertainty but also by family expectations, community stigma, religious meaning and the social value attached to parenthood. Psychoeducation confined to fertility clinics may therefore reach only part of the environment in which couples live. This article examined evidence from couples in Juba, South Sudan, to identify the rationale, content and safeguards for family-, community- and faith-based psychoeducation. Methods: A focused mixed-methods secondary analysis was undertaken using the doctoral study's analytical database of 100 individual participants drawn from a couple-based sampling framework. Quantitative evidence included religious affiliation, social-context psychosocial domains, family financial support, and psychoeducation indicators. Qualitative evidence examined stigma, cultural explanations, communication, social support, community awareness and faith-linked coping. Results: Family and community stigma constituted the most prominent psychosocial domain (M = 3.95, SD = 0.72), with 81% of participants coded at high or very high intensity. Cultural pressure was also high (M = 3.62, SD = 0.93). Psychoeducation for communication/support was rated highly (M = 3.80, SD = 1.22), whereas correcting myths and community misconceptions was moderate (M = 3.36, SD = 0.70). Qualitative coding identified community awareness in 43 responses and communication and support in 72 responses. Participants explicitly called for awareness in the family, church and community and referred to social support networks, counselling and church activities. The sample was 78% Christian and 22% Muslim, indicating the relevance of faith-sensitive delivery without supporting any causal comparison between religious groups. Regular family financial support was associated with lower distress, χ²(1) = 5.876, p = .015, Cramér’s V = .242. Conclusion: The findings support extending infertility-related psychoeducation in Juba beyond the clinic through carefully designed family sessions, community education and collaboration with responsible faith leaders. Such expansion must preserve consent, confidentiality, gender equity, medical accuracy and clear referral pathways. Faith engagement should support coping and care, not reinforce blame, promise pregnancy or substitute for medical and psychological assessment.
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1. Introduction
Infertility is defined clinically in terms of reproductive function, but its meaning is often negotiated far beyond consultation rooms. The diagnosis may be discussed at home, interpreted by relatives, evaluated through community expectations and understood through religious beliefs about marriage, suffering, fertility and hope. In settings where parenthood is closely connected to adulthood, lineage and marital legitimacy, couples can encounter social pressure even before they obtain a clear diagnosis. African evidence consistently shows that infertility-related distress includes stigma, blame, social exclusion, relationship strain and economic pressure as well as emotional symptoms (Dyer et al., 2002; Tabong & Adongo, 2013; Labinjo, 2022; Roomaney et al., 2024; Ekpor et al., 2025).
This social distribution of infertility creates a practical limitation for clinic-only psychosocial models. A couple may receive accurate information from a health worker and then return to a household in which relatives attribute childlessness to one partner, recommend unproven remedies or pressure the couple toward separation or another marriage. They may participate in religious communities that provide comfort and practical support, but they may also encounter explanations involving curses, sin or insufficient faith. They may recognise that stress is common yet still fear gossip if they seek counselling. In such circumstances, psychoeducation must do more than convey biomedical facts to patients. It must help create a safer social environment for patients without violating their privacy or autonomy.
The parent doctoral study in Juba provided unusually rich material for examining this problem. Family and community stigma emerged as the strongest psychosocial domain, while participants themselves called for psychoeducation in families, churches and communities. Religious coping was prominent, and the sample included both Christian and Muslim participants. At the same time, communication and support received higher ratings than community-level myth correction or professional help-seeking. These patterns suggest that social networks are already active in infertility coping, but their informational quality and supportive function vary.
The concept of 'faith-based psychoeducation' requires careful definition. In this article it does not mean transferring reproductive-health authority to religious institutions or using faith claims to explain infertility causation. It refers to collaboration with trusted faith leaders and other trusted religious representatives to communicate non-stigmatising messages, encourage appropriate medical and psychological care, support coping and discourage harmful blame. This distinction is essential because spiritual support may be valuable, whereas claims that prayer guarantees pregnancy, that infertility reflects moral failure, or that medical care is unnecessary can intensify distress. A culturally responsive approach must therefore respect faith without surrendering clinical accuracy.
The study also raises questions about family engagement. Relatives can provide funds, transport, emotional reassurance and protection against community judgement, yet they can also become the source of pressure. The statistically significant association between regular family financial support and lower distress suggests that family resources have psychosocial relevance. It does not establish that all family involvement is beneficial. The more defensible implication is that services need to distinguish supportive from intrusive participation and help couples set boundaries around disclosure, decision-making and financial expectations.
This focused secondary analysis of the broader doctoral dataset examines a distinct question concerning the social settings in which infertility-related distress occurs and psychoeducation may be delivered. Its purpose is to examine the rationale for psychoeducation beyond the clinic and develop an evidence-informed framework for family, community and faith-based delivery. It asks four questions: Which social-context findings indicate a need for wider psychoeducation? Which psychoeducation functions received the strongest and weakest ratings? How do participants describe family, community and faith as sources of both risk and support? What safeguards are necessary when psychosocial education moves into non-clinical settings?
2. Conceptual and Empirical Background
2.1 Infertility as a socially distributed stressor
The biopsychosocial model provides a useful starting point because it challenges a strict separation between biological disease and social experience (Engel, 1977). In infertility, the reproductive impairment may be located in biological processes, but the consequences are interpreted through relationships, norms and resources. Stress-and-coping theory further suggests that distress depends partly on how demands are appraised relative to available resources (Lazarus & Folkman, 1984). A blaming family can increase demands; a supportive family can increase resources. The same logic applies to communities and faith networks.
African infertility scholarship makes this social dimension especially visible. Dyer et al. (2002, 2004, 2005, 2009) documented gendered social consequences among women and men in South Africa. Tabong and Adongo (2013) showed how childbearing and childlessness acquire social meaning within family and community systems in Northern Ghana. Asiimwe et al. (2022) described stigma, relationship dysfunction, grief and low support among Ugandan women. Roomaney et al. (2024), reviewing psychosocial studies across African countries, identified recurring themes of stigma, sociocultural meanings, barriers to care and quality of life while also highlighting major geographic gaps. South Sudan is one of the contexts for which country-specific evidence remains limited.
The Juba findings do not represent every South Sudanese community; rather, they illustrate how several social mechanisms operated in one urban study population. Stigma, cultural pressure, restricted disclosure and family-support differences demonstrate that psychosocial distress was not contained within individuals. These mechanisms create an intervention target that sits between private counselling and broad public-health messaging.
2.2 Family systems: support, surveillance and reproductive expectations
Families can function as treatment resources. They may pay fees, contribute transport, accompany patients, pray with the couple or reduce household demands during treatment. The association observed in the parent study between regular family financial support and lower distress is consistent with a potentially protective role. Financial support can also signal acceptance: relatives who contribute to care may communicate that infertility is a legitimate health problem and that the couple remains valued despite childlessness.
Yet family involvement is not intrinsically therapeutic. Extended families may question the couple repeatedly, assign blame, pressure one partner to leave, propose another marriage, recommend non-medical explanations or circulate private information. Dyer et al. (2002) and Tabong and Adongo (2013) demonstrate that family expectations can destabilise relationships and intensify the social meaning of infertility. The Juba study similarly identified family/community stigma as the strongest psychosocial domain and recorded qualitative references to rejection, curses and in-law accusations.
Family psychoeducation therefore needs a consent-based structure. It should not invite relatives into clinical conversations by default. Instead, couples should be asked whether they want family involvement, who they trust, what information can be shared and what support they need. A useful family session might explain that infertility can involve female, male, combined or unexplained factors; that blame is medically inappropriate; that emotional reactions are common; and that practical support should not become control over treatment decisions.
2.3 Community narratives, stigma and the limits of individual counselling
Stigma changes behaviour as well as emotion. Xie et al. (2023) linked infertility stigma with poorer mental health and quality of life, while Ekpor et al. (2025) synthesised African evidence showing persistent infertility-related stigma across multiple countries. When couples expect gossip or ridicule they may avoid social gatherings, conceal treatment, delay help-seeking or restrict disclosure to a small circle. Individual counselling can help a person manage these pressures, but it cannot by itself change the community messages that repeatedly recreate them.
Community psychoeducation can address general misconceptions without exposing individual couples. Messages can clarify that infertility is a health condition, that it can affect either partner and that the absence of children does not justify ridicule, accusations or coercion. They can normalise psychological support and emphasise that counselling addresses the effects of infertility rather than implying that psychological distress caused the reproductive problem. In this sense, community psychoeducation is an anti-stigma intervention and a health-literacy intervention at the same time.
The delivery channel matters. Public campaigns that are too explicit may make people fear identification. Small-group dialogues may become intrusive. Radio can reach many people but offers limited opportunity for clarification. Health-worker outreach may carry medical credibility but be constrained by staffing. No single channel is ideal. These findings support consideration of a flexible mix of brief clinic-linked education, radio messaging, community dialogue and support groups, adapted to language, literacy, privacy and local service capacity.
2.4 Faith, meaning and reproductive uncertainty
Religion may shape infertility experience through meaning, hope, prayer, moral interpretation and access to supportive communities. In the Juba sample, 78% identified as Christian and 22% as Muslim. This distribution demonstrates that religious affiliation was salient but does not establish differences in distress or coping between groups. The study did not provide a comparative inferential analysis by religion, and this article therefore avoids ranking or attributing outcomes to religious affiliation.
Faith can strengthen coping by providing hope, ritual, trusted relationships and a language for enduring uncertainty. Participants referred to prayer, church activities and community support as coping resources. Religious leaders may also be approachable in settings where specialist psychological services are scarce. They can potentially reinforce messages that blame is harmful, both partners deserve respect and professional help is compatible with faith.
Faith-based support can also become harmful if it spiritualises causation in a way that increases shame or discourages care. Psychoeducation should therefore distinguish spiritual support from unverified claims that infertility is a curse, punishment or proof of moral failure. It should avoid promises that prayer or positive thinking will guarantee pregnancy. Collaboration with religious actors should be designed around supportive communication, accurate referral and respect for medical autonomy rather than theological adjudication of infertility.
2.5 Psychoeducation as a bridge between knowledge and social response
Psychoeducation combines information with preparation, coping guidance and pathways to help. Gameiro et al. (2015) recommend routine psychosocial care across emotional, behavioural, relational and cognitive domains. Boivin and Gameiro (2015) trace the broader evolution of psychology and counselling in fertility care, while intervention evidence suggests that structured psychological approaches can improve selected mental-health and coping outcomes even though effects differ by intervention and endpoint (Hämmerli et al., 2009; Dube et al., 2023).
The distinctive contribution of the Juba study is that participants did not confine psychoeducation to professional encounters. They explicitly connected it to family, church, community awareness and social support. This indicates that psychoeducation may function as a bridge: accurate information remains anchored in clinical care while being communicated into the ordinary relationships where stigma, disclosure and coping are negotiated. The challenge is to extend reach without diluting accuracy or confidentiality.
3. Methods
3.1 Study design and setting
The parent doctoral study adopted a pragmatist, convergent mixed-methods, cross-sectional design. Quantitative and qualitative evidence was gathered within the same broad project and integrated during interpretation. The present article is a focused secondary analysis of findings relevant to family, community and faith-based psychoeducation. It does not introduce new participants, invent new variables or treat the original observational study as an intervention trial.
The study was conducted in Juba, South Sudan. The setting is characterised by constrained specialist infertility and mental-health services, economic pressures and broader health-system limitations. The paper uses 'South Sudan' in the title because the study contributes South Sudan-specific evidence, but the empirical sample was located in Juba and should not be treated as nationally representative.
3.2 Participants and analytical unit
The sampling framework targeted 50 couples (100 individuals), and the final analytical database contained 100 individual records. Complete dyadic identifiers were not available for all observations. Statistical analyses therefore used the individual participant as the analytical unit and did not assume that all data could be represented as 50 matched partner pairs. This limitation is particularly relevant when discussing family and faith contexts because the study cannot determine whether both partners in a relationship shared the same support network or religious interpretation.
The sample included 55 women and 45 men. Of the participants, 78 identified as Christian and 22 as Muslim. Seventeen participants reported regular family financial support and 83 did not. These variables were descriptive and contextual; these characteristics were not interpreted causally.
3.3 Focal constructs and measures
The broader assessment covered treatment experiences, cultural and religious beliefs, family and community relationships, socioeconomic pressure, marital and sexual experiences, coping, mental-health manifestations, help-seeking and psychoeducation needs. For the present article, the principal psychosocial indicators were family/community stigma, cultural pressure and social withdrawal. The principal psychoeducation indicators were recognition of psychological effects, adaptive coping and resilience, stress-management knowledge, communication/support, correction of myths and community misconceptions, and professional help-seeking.
Coded psychoeducation indicators used a five-level intensity framework in which 1 indicated no or minimal evidence and 5 indicated very strong evidence. This framework was derived for the doctoral analysis rather than presented as a previously validated psychometric scale. Means and percentages therefore describe the study coding structure and should not be interpreted as normative clinical cut-offs.
3.4 Quantitative analysis
Descriptive statistics summarised frequencies, percentages, means and standard deviations. High or very-high intensity referred to coding levels 4 and 5. Religious affiliation was described using frequency and percentage only. A chi-square test assessed the association between regular family financial support and psychosocial distress classification, with Cramer's V indicating association magnitude. The parent analysis also included correlation and regression models of psychoeducation and adaptive coping, but those models are used in this article only to contextualise the broader psychoeducation framework rather than to claim community-level causation.
No inferential comparison between Christian and Muslim participants was reported for the focal outcomes. No intervention exposure variable identified who actually received family-, community- or faith-based psychoeducation. Consequently, the results support programme design and hypothesis generation, not statements that such interventions have already been proven effective in Juba.
3.5 Qualitative analysis and mixed-methods integration
Open-ended responses were examined through reflexive thematic analysis informed by Braun and Clarke (2006, 2021). Relevant themes included family/community stigma, communication and support, community awareness, professional help-seeking, treatment information, adaptive coping and resilience. Theme counts refer to coded responses rather than mutually exclusive participant prevalence because one response could contribute to multiple themes.
Mixed-methods integration compared quantitative intensity with qualitative meaning. High stigma scores were interpreted alongside accounts of gendered blame, accusations of curses and social judgement. Psychoeducation scores were interpreted alongside calls for awareness in family, church and community settings. Family financial-support findings were interpreted alongside descriptions of support as both practical assistance and psychosocial acceptance.
3.6 Ethical considerations
Ethical approval was obtained through Ahfad University for Women together with the required administrative permission in Juba. Participants gave informed consent. Sensitive areas included sexuality, family conflict, stigma, mental-health symptoms and self-harm, making privacy and referral procedures important. Quotations in this paper use anonymised study identifiers. Extending psychoeducation beyond the clinic raises additional ethical considerations discussed later, including consent for family involvement and the need to avoid disclosure through community or faith-based delivery.
4. Results
4.1 Participant characteristics relevant to social and faith-based delivery
Table 1. Selected characteristics relevant to family, community and faith-based psychoeducation
	Characteristic
	Category
	n
	%

	Gender
	Female
	55
	55.0

	Gender
	Male
	45
	45.0

	Religious affiliation
	Christian
	78
	78.0

	Religious affiliation
	Muslim
	22
	22.0

	Regular family financial support
	No
	83
	83.0

	Regular family financial support
	Yes
	17
	17.0



The sample included women and men from two religious groups, although Christians constituted the majority. Regular family financial support was uncommon. These characteristics demonstrate the relevance of family and faith contexts but do not support causal or comparative conclusions about religion.
Christian participants constituted 78% of the analytical sample and Muslim participants 22%. The distribution supports faith-sensitive programme design but not a claim that psychosocial experiences differed by religious affiliation, because the focal thesis analyses did not test that question.
4.2 Social-context burden extended beyond the clinic
Table 2. Selected social-context psychosocial indicators
	Domain
	N
	Mean
	SD
	High/very high n (%)
	Interpretation

	Family/community stigma
	100
	3.95
	0.72
	81 (81.0)
	High; strongest psychosocial domain

	Cultural pressure
	100
	3.62
	0.93
	57 (57.0)
	High

	Social withdrawal / restricted help-seeking
	100
	3.36
	1.07
	51 (51.0)
	Moderate

	Marital/psychosexual strain
	100
	2.79
	0.89
	23 (23.0)
	Moderate; heterogeneous



Interpretation. Stigma and cultural pressure were more prominent than marital strain, suggesting that distress extended beyond the couple into the wider social environment. More than half of participants were also coded at high or very-high intensity for cultural pressure, and 51% for social withdrawal, creating a clear rationale for psychoeducation that addresses community messages as well as individual coping.
4.3 Psychoeducation priorities: strong individual recognition, weaker community translation
Table 3. Psychoeducation functions relevant to delivery beyond the clinic
	Psychoeducation function
	Mean
	SD
	High/very high n (%)
	Decision

	Recognising psychological consequences of infertility
	4.61
	0.63
	97 (97.0)
	Very high

	Adaptive coping, resilience, self-care and adjustment
	4.47
	0.81
	86 (86.0)
	Very high

	Stress-management knowledge
	4.12
	1.27
	64 (64.0)
	High

	Communication/support among spouses, families and trusted friends
	3.80
	1.22
	72 (72.0)
	High

	Correcting myths, stigma and community misconceptions
	3.36
	0.70
	43 (43.0)
	Moderate

	Counselling, clinical consultation and professional referral
	3.30
	0.82
	37 (37.0)
	Moderate



Recognition of psychological consequences and coping knowledge received high ratings, whereas community misconception correction and professional referral received more moderate ratings. This pattern suggests that individual awareness alone may not be sufficient to change the wider social environment or connect people to professional services.
The highest means were attached to recognising psychological effects and building coping/resilience. Communication and support remained high, whereas community misconception correction and professional help-seeking were moderate. The pattern identifies the transition from personal knowledge to social-system change as a potential implementation gap.
4.4 Family support was associated with lower psychosocial distress
Table 4. Regular family financial support and psychosocial distress
	Regular family financial support
	Lower distress n (%)
	Higher distress n (%)
	Total
	Chi-square
	p-value
	Cramer V

	No
	32 (38.6)
	51 (61.4)
	83
	5.876
	0.015
	0.242

	Yes
	12 (70.6)
	5 (29.4)
	17
	—
	—
	—



Participants with regular family financial support were more often in the lower-distress group. The association was statistically significant, with a small-to-moderate effect size. This finding supports the view that family support can be both material and psychosocial, but it does not imply that all family involvement is protective or that support caused lower distress.
Higher distress was substantially more common among participants without regular family financial support. The result supports assessment of practical family resources while also reinforcing the need to distinguish supportive involvement from intrusive or blaming involvement.
4.5 Qualitative evidence located psychoeducation in families, communities and faith networks
Table 5. Mixed-methods themes relevant to psychoeducation beyond the clinic
	Theme
	Illustrative content
	Responses coded, n
	Implication

	Family/community stigma
	Blame, curses, rejection, gossip and gendered attribution
	81
	Anti-stigma education is a social priority

	Communication and support
	Spousal, family and trusted-friend communication
	72
	Build on existing trusted relationships

	Community awareness
	Correcting curses, blame and gendered misconceptions
	43
	Public education remains underdeveloped

	Professional help-seeking
	Counselling, clinic attendance and mental-health referral
	37
	Referral pathways need normalisation



The qualitative findings reveal a tension: Family and community processes were major sources of stigma, yet communication and social support were also common coping resources. Psychoeducation therefore needs to reshape social interaction rather than merely increase contact with relatives or community representatives.
Family/community stigma had the largest coded frequency among these themes. Communication/support was also prominent, whereas community awareness and professional help-seeking were less frequent. Theme counts indicate coding frequency, not population prevalence.
“Create awareness and psychoeducation in the family, church and community.” (Participant BENA-15)
“Increase awareness and educate people about the causes and mental-health effects.” (Participant BENA-16)
“Use social support networks and seek counselling or church activities.” (Participant BENA-22)
“Community sees reproductive problems as women’s issues; men are not blamed.” (Participant BENA-16)
“In-laws may label me a witch; some believe infertility is a curse or sickness.” (Participant BENA-18)
These quotations illustrate why the social environment is more than a background factor. Participants located both harm and potential solutions in families, churches, communities and health services. Calls for community education coexisted with reports of gendered blame and supernatural labelling. Psychoeducation beyond the clinic must therefore be designed as a corrective and supportive process, not as indiscriminate social exposure.
5. Discussion
5.1 Why clinic-only psychoeducation is insufficient
The strongest finding supporting an approach extending beyond the clinic is the prominence of family/community stigma. With a mean of 3.95 and 81% coded at high or very-high intensity, stigma was not a peripheral concern. It was more prominent than several individual and relational domains. This suggests that couples may leave a consultation with improved knowledge but remain embedded in settings where the problem is interpreted through blame, family status, gender expectations and gossip. A clinic can educate the couple; it cannot by itself control what in-laws, neighbours or faith communities say.
This does not make clinical psychoeducation less important. On the contrary, the clinic remains the safest technical anchor because health workers can explain diagnosis, treatment limitations, emotional reactions and referral options. The implication is that clinic education should be designed for social transfer. Couples can be given language for explaining infertility to selected relatives, short myth-correction messages and strategies for responding to intrusive questions. Where consent is given, services can offer family sessions or community-facing material that communicates accurate general information without disclosing personal clinical details.
The contrast between high ratings for individual-level psychoeducation and moderate ratings for community awareness is particularly informative. Participants strongly valued recognising psychological consequences and coping, but correction of community misconceptions was less strongly represented. This pattern suggests that awareness may remain concentrated among affected individuals rather than reaching the people who generate social pressure. Programme design should therefore include an explicit diffusion strategy rather than assuming that informed couples will necessarily educate their communities.
5.2 Family psychoeducation: from reproductive pressure to supportive partnership
Family is an obvious psychoeducation target because it can influence treatment decisions, disclosure, finances and relationship stability. The significant association between regular family financial support and distress suggests that family resources may have psychosocial importance. Participants with support were more often in the lower-distress group. Financial assistance may alleviate transport costs and difficulties accessing treatment, but its meaning may be equally important: it communicates that the couple is not abandoned and that infertility is recognised as a legitimate health challenge.
The same social proximity that makes family support powerful also makes family pressure potentially harmful. Expectations for grandchildren can turn medical uncertainty into a collective family crisis. Repeated questioning can transform ordinary gatherings into sites of surveillance. Attribution of infertility to a wife can intensify gendered blame even when no diagnosis has been established. Suggestions of separation or another marriage can destabilise the couple before treatment options are fully understood. Dyer et al. (2002) and Tabong and Adongo (2013) document similar tensions in other African settings, reinforcing the relevance of these Juba findings without implying uniformity across countries.
A family psychoeducation model should therefore begin with the couple's permission. The couple should determine who is invited, what is discussed and what remains private. Content can focus on general principles: infertility may arise from female, male, combined or unexplained factors; blame is not medically justified; treatment outcomes are uncertain; emotional distress is common; and pressure can worsen suffering without improving fertility. Family members can be encouraged to offer practical assistance, respectful listening and protection from gossip while avoiding coercive involvement in reproductive decisions.
Financial support also requires boundaries. Assistance should not purchase authority over treatment. A relative who contributes money should not automatically determine which clinic is used, whether treatment continues or whether private results are disclosed. Psychoeducation can make this boundary explicit and reduce the risk that economic dependence becomes reproductive control.
5.3 Community psychoeducation as anti-stigma public health
The combination of high stigma, cultural pressure and social withdrawal provides a rationale for community education. When infertility is interpreted publicly as incomplete womanhood, failed masculinity, family shame or supernatural punishment, the couple carries a social identity burden in addition to the clinical problem. Xie et al. (2023) and Ekpor et al. (2025) show that infertility stigma is associated with poor psychological outcomes across broader evidence. The Juba findings offer locally grounded evidence of high stigma intensity and participant calls for greater awareness.
The aim of community psychoeducation should not be to make private fertility histories public. Its purpose is to change general norms. Messages can state that infertility is a health condition affecting women and men; that no individual should be blamed without evidence; that treatment may take time or may not succeed; that people experiencing infertility deserve privacy and respect; and that counselling is a legitimate component of reproductive healthcare. These messages can reduce the social cost of disclosure without requiring disclosure.
Community education must also be careful with language. Technical reproductive terms may be inaccessible, while simplified messages can become misleading. Translation should preserve distinctions between infertility, childlessness and delayed conception. It should avoid implying that every couple needs assisted reproductive technology or that infertility is always curable. It should also avoid language that defines people primarily by their reproductive status. A person-centred message focuses on dignity and support rather than labelling people as failed parents.
Delivery may include radio, community health outreach, small dialogues, printed material and support groups. In a resource-constrained setting, radio and community networks offer scale, but they require scripts developed with clinicians and community representatives. Support groups offer depth but need safeguards against involuntary disclosure. Community health workers can bridge clinic and community but need training to recognise when a couple requires referral rather than education alone.
5.4 Faith-based psychoeducation: drawing on trust while maintaining clinical boundaries
Faith-based settings merit attention because participants identified religion as a coping resource and explicitly mentioned church activities. The sample included a large Christian majority and a meaningful Muslim minority, indicating that any programme should be plural rather than designed around one denomination or tradition. The study did not test outcome differences by religion, so the appropriate implication is sensitivity, not comparison.
Religious leaders can potentially reduce stigma by affirming that infertility does not diminish human worth, discouraging ridicule and gendered blame, and encouraging couples to seek appropriate medical care. They may also identify severe distress and facilitate referral where psychological services are unfamiliar. In communities where faith leaders are trusted, a brief referral message from a pastor, priest or imam may reduce fears that counselling conflicts with religious commitment.
However, faith engagement has clear limits. Religious actors should not diagnose infertility, interpret laboratory findings or pressure couples toward or away from specific treatments. Psychoeducation should challenge explanations that present infertility as proof of sin, witchcraft or insufficient faith especially when such claims increase blame. It should also avoid using religious hope as a promise of conception. Hope can be supported without guaranteeing an outcome. The distinction protects both spiritual integrity and clinical accuracy.
Confidentiality is particularly important in close religious communities. Couples may fear that disclosure to a leader will become known to congregants. Collaboration agreements should therefore specify privacy expectations and referral boundaries. Faith-based group education should use general scenarios rather than identifiable patient stories. Individual pastoral support should remain voluntary, and couples should retain the right to decline religious involvement altogether.
5.5 Integrating family, community and faith channels with clinical care
A multi-channel programme needs coordination. If clinics, families and faith leaders communicate contradictory messages, psychoeducation can create confusion rather than support. Clinical services should therefore develop a concise set of core messages that are medically accurate and adaptable across settings. These can cover causes, shared responsibility, emotional effects, respectful communication, treatment uncertainty, warning signs for serious distress and referral options.
Family sessions can be offered selectively after consent. Community material can be general and non-identifying. Faith leaders can receive basic orientation on stigma reduction, supportive language and referral. Each channel can perform a different function while using the same core facts. This model does not require non-clinical participants to function as counsellors while recognising that they influence whether couples experience support or pressure.
The model should also incorporate feedback mechanisms. Health workers need to know whether community messages are understood, whether families find the material acceptable and whether faith leaders are referring appropriately. Short implementation audits can identify harmful reinterpretations early. A message intended to reduce blame could, for example, be reframed locally as an instruction to test women first. Continuous adaptation is therefore necessary.
This coordinated structure positions family, community and faith channels as extensions rather than alternatives to the clinic; they are extensions of psychosocial reach. Their value lies in changing the context in which couples return home, attend worship, interact with relatives and decide whether to seek further help.
5.6 Gender equity in social psychoeducation
Gender equity should be explicit rather than assumed. The qualitative finding that community members may see reproductive problems as women's issues demonstrates how quickly responsibility can become gendered. Although the parent analysis did not identify significantly lower overall psychosocial scores among men than among women, the forms of exposure differed. Women may face visible blame and accusations, while men may experience concerns about lineage, masculinity or responsibility. Psychoeducation should therefore avoid the common pattern in which women receive most fertility education while men remain socially peripheral.
Family and community messages should state that infertility can involve either partner and that both partners should be assessed where clinically appropriate. Male participation should not be framed as blame transfer from women to men. The aim is shared responsibility for evaluation and support. Similarly, community education should challenge the notion that womanhood is validated only through motherhood or manhood only through biological fatherhood. These are psychosocial messages with direct relevance to dignity and help-seeking.
Gender-sensitive delivery also requires safe individual pathways. Joint family or faith sessions may be inappropriate where there is coercion, violence or severe relationship conflict. Providers should retain private assessment options and avoid community strategies that expose a participant to retaliation. Wider psychoeducation is beneficial only if it expands support rather than reducing personal control.
5.7 Cultural adaptation without cultural stereotyping
Cultural adaptation is necessary because language, family structures, religious practice and service access shape how psychoeducation is received. Naab et al. (2021) demonstrated that psychological intervention can be culturally adapted in an African infertility context. Adaptation, however, is not the same as accepting every local explanation as clinically valid. A respectful programme can acknowledge that people use spiritual and cultural frameworks while still correcting harmful misinformation.
The Juba evidence should not be used to portray South Sudanese culture as uniformly pronatalist, superstitious or hostile to infertility. Participants reported both stigma and support. Religious coping could be helpful, families could provide resources, and communication was frequently identified as a positive strategy. The programme should not frame “culture” itself as the problem but specific practices—blame, ridicule, misinformation, coercion and barriers to care—that can occur within many cultural settings.
A participatory development process can help prevent stereotyping. Couples with lived experience, clinicians, counsellors, community representatives and faith leaders can review messages before use. Multiple language versions should be cognitively tested rather than literally translated. Examples should reflect ordinary family interactions without sensationalising infertility. Such co-design would also identify which terms for counselling or mental health are acceptable and understandable.
5.8 From awareness to referral: when education is not enough
Psychoeducation cannot substitute for clinical mental-health care. The parent thesis identified depressed mood, anxiety, hopelessness, irritability and other manifestations, and its broader assessment included self-harm and suicide-risk questions. Family or faith leaders and other trusted religious representatives who encounter severe distress need a simple referral protocol rather than being expected to manage risk independently.
Referral messages can be incorporated into all channels. Families can be taught warning signs such as persistent inability to function, severe hopelessness, escalating relationship conflict or self-harm thoughts. Community health workers can receive a concise escalation pathway. Faith leaders can be told whom to contact when a congregant requires clinical assessment. The system should also explain that referral does not mean the person is 'mad' or that faith has failed. It means the burden requires specialised support.
Professional help-seeking was only moderate in the thesis, making normalisation especially important. Wider psychoeducation can create a bridge by repeatedly presenting counselling as part of infertility care. Nevertheless, referral is meaningful only where services exist and are affordable. Policy recommendations should therefore pair demand creation with investment in counsellor training, integrated reproductive-health pathways and clear directories of available services.
The proposed framework is derived from the study findings and has not been tested as an intervention.

5.9 Ethical safeguards when psychoeducation moves into public and faith spaces
Moving psychoeducation outside clinical settings increases reach but also increases ethical complexity. In a clinic, confidentiality expectations are relatively explicit: records are protected, staff roles are defined and private consultation spaces can be created. In a family meeting, community dialogue or place of worship, those boundaries may be less clear. A relative may repeat what was heard to other family members. A congregant may recognise a couple from an example. A well-intentioned community health worker may discuss a case with local leaders. For this reason, non-clinical psychoeducation should default to general information unless the affected couple has explicitly authorised discussion of their own circumstances. The principle should be education without identification.
Consent for family involvement should also be treated as revisable rather than permanent. A participant who initially invites a parent or sibling may later prefer privacy if the relative becomes intrusive. Couples may disagree about whom to involve, and one partner's request to disclose should not automatically override the other's confidentiality. Services can manage this by distinguishing shared information from individual information. General treatment concepts can be discussed jointly, while personal diagnoses, sexual histories or psychological disclosures remain private unless both the relevant patient and the clinical team agree to share them.
The same caution applies to faith leaders. A trusted pastor, priest or imam may offer valuable support, but trust is relational rather than institutional. Some individuals will welcome faith involvement; others may fear judgement or prefer secular counselling. Referral forms or psychoeducation materials should therefore present faith-based support as optional. The legitimacy of the programme depends partly on protecting the right not to involve religious actors. Respect for religion includes respect for personal differences in how religion is used during illness and treatment.
Community interventions also create a risk of unintended labelling. If an infertility-awareness event is held only for known patients, attendance itself can disclose reproductive difficulty. Integrating messages into broader reproductive-health, marriage-health or mental-health programmes can reduce this risk. Radio discussions and general community forums can similarly address infertility without requiring affected couples to identify themselves. Where people with lived experience choose to speak publicly, their participation should be voluntary, informed and free from pressure to provide personal details for programme credibility.
Safeguards are especially important for gendered blame. A poorly framed message that 'men can also cause infertility' might simply transfer blame from women to men instead of promoting shared responsibility. Education should therefore avoid causal accusations at the individual level and emphasise that appropriate assessment is needed before attributing reproductive factors. The ethical objective is to reduce blame, not redistribute it. This is consistent with the thesis finding that psychosocial burden affected both sexes even though the forms of exposure could differ.
Finally, psychoeducation must be connected to a response pathway for serious psychological risk. General awareness may prompt people to disclose hopelessness, self-harm thoughts, violence or coercion. Community and faith partners need to know that these disclosures exceed the remit of ordinary psychoeducation. A simple escalation protocol should identify whom to contact, what information may be shared for safety, and how urgent referral is arranged. Expanding awareness without strengthening referral can create a situation in which problems are identified but not managed.
5.10 Designing feasible psychoeducation for a low-resource health system
The feasibility of psychoeducation is one of its strongest advantages in a setting where specialist infertility and mental-health services are limited. A programme does not require every health facility to employ a reproductive psychologist. Core messages can be integrated into existing reproductive-health consultations, nursing education, community health outreach and counselling structures. What is required is standardised content, basic staff training and a referral map. This makes psychoeducation potentially scalable even where advanced assisted reproductive technology remains inaccessible to many couples.
A tiered delivery model may be most realistic. At the first tier, all couples receive a brief clinic explanation of infertility, emotional reactions, partner communication and available supports. At the second tier, couples who request it can receive a family session or more detailed counselling. At the third tier, people with elevated distress, severe relationship problems or safety concerns are referred for specialised psychological or psychiatric assessment. Community and faith education operates alongside these tiers by reducing stigma and increasing awareness of where help can be obtained.
Printed materials can support consistency but should not be the only format. Literacy levels, language preferences and visual accessibility vary. Short audio messages, radio discussions and clinician-recorded voice notes may be more useful for some populations. Visual materials can depict supportive family responses and shared treatment decision-making without relying on dense text. The content should be piloted with people who reflect the intended audience, because apparently simple biomedical terms may have very different local meanings.
Training requirements for non-specialist educators should be deliberately narrow. Community health workers and faith leaders do not need to master reproductive endocrinology. They need a small number of accurate messages, language for responding without blame, clear boundaries about what they should not advise, and a referral pathway. Overloading non-specialists with complex clinical content risks error and reduces programme sustainability. The clinic can remain responsible for diagnosis and treatment explanations, while community partners focus on stigma reduction, supportive communication and service navigation.
Cost is also an implementation consideration. The thesis demonstrated that economic burden was substantial and that family financial support related to distress. Psychoeducation should not add hidden costs through repeated travel or mandatory family attendance. Brief education can be attached to existing appointments, and community components can use platforms people already access. Where telephone follow-up is used, services should consider airtime costs and privacy. Low-resource design means reducing the burden of receiving psychosocial support, not merely reducing the programme's expenditure.
The content may also need to change across the treatment trajectory. Before treatment, couples may need information about diagnostic uncertainty, male and female evaluation and emotional preparation. During treatment, they may need stress-management, communication and financial decision support. After unsuccessful treatment, psychoeducation may need to address grief, future choices and social questions from relatives. A one-off awareness session cannot meet these changing needs. Continuity is therefore a more useful design principle than a single educational event.
5.11 Evaluation framework and future research agenda
Because the present study did not test a psychoeducation intervention, the next research step should be implementation and outcome evaluation. The first phase should establish acceptability: Do couples want family sessions? Which community channels are trusted? What concerns do Christian and Muslim participants have about faith-linked delivery? Which messages are understandable and which cause discomfort? Qualitative interviews and cognitive testing can answer these questions before a larger trial is attempted.
A subsequent phase should assess implementation outcomes such as reach, fidelity, confidentiality breaches, referral completion and participant satisfaction. These outcomes are important because a programme can improve knowledge while failing operationally. For example, a radio campaign may reach many people but provide no path for questions. A family session may be well received but inconsistently delivered. Faith leaders may endorse referral in principle but lack updated contact information. Implementation metrics identify these practical failures before effectiveness is judged.
Effectiveness evaluation should measure outcomes that correspond to the programme's actual objectives. Family psychoeducation might be evaluated through changes in blame, supportive communication and couple-reported family pressure. Community education might be evaluated through stigma attitudes and willingness to support affected couples. Faith-leader training might be evaluated through referral confidence, accuracy of key messages and avoidance of harmful explanations. Clinical outcomes such as pregnancy should not be treated as the primary measure of psychoeducation because the intervention is designed to improve psychosocial care rather than guarantee reproductive success.
Research should also examine unintended effects. Community attention to infertility could increase questioning of couples if messages are poorly designed. Family involvement could intensify control if relatives believe education gives them authority over treatment. Faith-based engagement could reinforce moral interpretations if training is superficial. These possibilities make adverse-event monitoring relevant even for an educational programme. Participants should have a route to report harm or unwanted disclosure.
Future studies would benefit from complete dyadic identifiers so that partner-level effects can be analysed directly. The current database allowed inclusion of both women and men but not complete matched-couple modelling. Dyadic data could test whether one partner's perceived family support influences the other's distress, whether spouses differ in desired levels of family involvement, and whether shared versus discrepant religious coping affects adjustment. Such analysis would strengthen the couple-centred evidence base beyond individual-level approximation.
Geographic expansion is also necessary. Juba is socially and institutionally distinctive, and South Sudan contains diverse communities with different languages, kinship structures, religious compositions and access to healthcare. Pilot programmes should therefore be adapted and tested in additional locations before national scale-up. The purpose of the present article is to provide a grounded starting framework from Juba, not to assume a single model will fit the entire country.
5.12 Core content for a South Sudan-specific psychoeducation package
The study findings can be translated into a core content package that remains consistent across clinic, family, community and faith settings while changing the depth of presentation. The first domain should be reproductive-health literacy. It should explain that infertility is a health condition, that causes may involve women, men, both partners or remain unexplained, and that one partner should not be blamed before appropriate assessment. This content directly addresses the gendered attribution identified in participants' accounts and creates a shared factual foundation for all other messages.
The second domain should be psychosocial literacy. Families and community actors need to know that sadness, anxiety, frustration, shame, irritability and withdrawal can occur during infertility without implying that psychological problems caused the infertility. This distinction is important because people may otherwise use the presence of distress as evidence that the affected person is unstable or responsible for treatment failure. Psychoeducation should normalise emotional reactions while identifying when symptoms become severe enough to require professional assessment.
The third domain should address communication and boundaries. Couples can be encouraged to decide together who should know about treatment, what information can be shared and how they want relatives to respond. Families can be taught to ask whether help is wanted rather than assuming entitlement to information. Community messages can discourage repeated questioning about pregnancy. Faith leaders can be encouraged to offer support without requesting diagnostic details. These simple boundary practices may reduce the burden created by surveillance and involuntary disclosure.
The fourth domain should focus on stigma and harmful explanatory models. General education should challenge claims that infertility proves defective womanhood, failed masculinity, witchcraft, curses, immorality or insufficient faith. The purpose is not to attack cultural or religious beliefs as a whole but to identify interpretations that produce blame, delay appropriate care or expose couples to humiliation. Alternative supportive language can acknowledge spiritual meaning while emphasising compassion, uncertainty and appropriate medical evaluation.
The fifth domain should cover practical support and treatment decision-making. Relatives often want to help but may not know what is useful. Psychoeducation can suggest concrete forms of support: transport, help with appointments, temporary financial assistance, protection from intrusive questions and respectful listening. It should also explain that treatment decisions remain with the couple and clinicians. Financial contribution should not create a right to force continued treatment, demand results or determine whether adoption, another marriage or other family-building choices are pursued.
The sixth domain should address faith and coping. Prayer, religious participation and spiritual counsel can be presented as legitimate coping resources when chosen by the couple. At the same time, faith-based material should state clearly that spiritual practices do not replace medical assessment and should not be used to promise conception. A responsible message can hold hope and uncertainty together: people may pray for pregnancy while also preparing emotionally for treatment setbacks and seeking professional support when needed.
The seventh domain should provide a visible help-seeking pathway. Every version of the psychoeducation package should name the types of assistance available—medical review, counselling, psychological assessment, social support and urgent mental-health care—and explain when each is appropriate. Community and faith partners should receive a short referral directory rather than a general instruction merely to “seek help”. This turns psychoeducation from awareness into navigation and addresses the thesis finding that professional help-seeking was less strongly represented than communication and informal support.
Finally, the package should end with dignity and autonomy. Couples experiencing infertility are not educational objects for the community. They retain the right to privacy, to accept or decline family involvement, to choose whether faith leaders participate, and to make treatment decisions without coercion. This closing principle connects the practical content to the ethical safeguards discussed above. A programme that increases knowledge but reduces autonomy would not constitute successful psychosocial care.
This content framework also provides a practical basis for training. Rather than teaching every stakeholder identical material, modules can be tailored to each role: clinicians receive the full package, family members receive support and boundary guidance, community educators receive anti-stigma messages, and faith leaders receive supportive-language and referral guidance. Role-specific training can improve accuracy while keeping implementation manageable.
6. Implications for Practice, Programme Design and Policy
First, infertility clinics and reproductive-health services should develop a short, standard psychoeducation package that can be delivered to couples and adapted for selected relatives. Core content should cover causes, the possibility of male and female factors, emotional reactions, communication, treatment uncertainty and referral. The package should include a privacy statement explaining that family participation is optional.
Second, services should create family-session criteria rather than inviting relatives automatically. Family involvement is most appropriate when the couple requests it and when the goal is clear—for example, correcting blame, planning practical support or reducing conflict about treatment costs. Individual sessions should remain available where joint discussion is unsafe or unwanted.
Third, community education should focus on general anti-stigma messages. Radio programmes, community health talks and printed materials can correct myths about curses, moral failure and exclusive female responsibility. Messaging should protect privacy by avoiding public identification of people receiving infertility care.
Fourth, ministries, health facilities and professional associations can engage faith leaders as referral allies. Orientation should be concise and specific: supportive language, basic facts about infertility, avoidance of blame or guaranteed pregnancy claims, confidentiality and indications for referral. Engagement should include Christian and Muslim leaders and remain open to other locally relevant faith communities where appropriate.
Fifth, programme evaluation should measure more than knowledge. Useful outcomes include stigma attitudes, willingness to support both partners, referral confidence, couple-reported family pressure, perceived community judgement and actual use of counselling where available. Knowledge gains alone may not demonstrate that the social environment has become safer.
Sixth, national and institutional policy should integrate psychosocial infertility care into reproductive-health planning rather than treating it as an optional add-on to assisted reproduction. In a setting where specialist fertility treatment is limited, low-cost psychoeducation, stigma reduction and referral may offer immediately feasible benefits even before advanced technologies become widely accessible.
Seventh, future intervention trials should test the proposed multi-channel model rather than assuming it works. Cluster or stepped-wedge designs could compare clinic-only education with clinic-plus-community or clinic-plus-faith components, provided ethical safeguards prevent withholding essential information. Qualitative process evaluation should examine whether community messages are reinterpreted in ways that help or harm couples.
7. Strengths and Limitations
A strength of this paper is its integration of quantitative and qualitative evidence around a clearly defined social-ecological question. The analysis includes both women and men, incorporates religious affiliation, quantifies several psychosocial and psychoeducation domains, and preserves participants' own calls for awareness in family, church and community settings. The findings are therefore more informative for programme design than a purely symptom-focused account.
Several limitations are important. The design was cross-sectional and cannot establish that family support, faith participation or psychoeducation caused better coping or lower distress. The database supported individual-level rather than fully matched dyadic analysis, limiting inference about shared couple networks. The faith analysis is descriptive: the study did not compare psychosocial outcomes between Christian and Muslim participants, and this article does not make such a comparison. Theme counts reflect coded responses rather than mutually exclusive prevalence. The psychoeducation coding framework was study-derived and should not be treated as a validated intervention-outcome scale.
The sample was located in Juba and cannot be generalised to all of South Sudan, where communities, languages, faith traditions and service access differ. Participants who were connected to infertility-related care may differ from people unable or unwilling to seek services. The study also did not evaluate an implemented family-, community- or faith-based psychoeducation programme. The proposed framework is therefore evidence-informed programme design, not trial evidence of effectiveness.
Finally, this manuscript is a focused publication from a larger doctoral dataset. Some descriptive statistics necessarily overlap with related manuscripts because they establish the common parent sample and analytic context. Distinctiveness is maintained through the present paper's social-ecological research question, its family/community/faith integration and its specific programme implications. Related publications should transparently cross-reference the shared dataset during journal submission.
8. Conclusion
Infertility care in Juba cannot be understood only through what happens between patient and clinician. The strongest psychosocial domain in the parent study was family/community stigma, and participants themselves called for psychoeducation in families, churches and communities. Communication and support were valued, yet community misconception correction and professional help-seeking were less strongly represented. Regular family financial support was associated with lower distress, suggesting that the social environment may also provide meaningful resources. These findings support an expanded model in which accurate clinic-based psychoeducation is linked to consent-based family sessions, general community anti-stigma education and carefully bounded collaboration with faith leaders. Such expansion must preserve confidentiality, avoid gendered blame, respect religious diversity, reject promises of pregnancy and maintain clear routes to medical and psychological care. The appropriate goal is not to move infertility treatment out of the clinic, but to ensure that couples return from the clinic to families and communities that are better informed, less blaming and more capable of providing support.
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