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Health care professionals make the medical care of infertility patients a priority, with the goal of achieving a singleton pregnancy for
each. Patients who never seek out care, who do not return for treatment after the diagnostic workup, or who drop out of treatment are
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rarely noticed. Yet this is the outcome for the majority of patients, and the primary reason after
financial for treatment termination is the emotional aspect. Attending to the psychological
needs of our patients must become a higher priority, to provide all patients true access to
care. (Fertil Steril� 2016;105:1124–7. �2016 by American Society for Reproductive Medicine.)
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T he social and emotional impact
of being unable to conceive
can be overwhelming. Infertility

patients frequently report symptoms of
anxiety, depression, isolation, anger,
and frustration. The psychological
consequences of being unable to
conceive can severely impact a per-
son's ability to seek out or remain in
infertility treatment. The main times
when emotional barriers come into
play are [1] delay of or lack of visit
to a health care professional when
conception does not occur; [2] failure
to return for treatment after a first
consult with an infertility specialist
or after the diagnostic workup; and
[3] treatment termination when the
prognosis is still optimistic.

The tricky issue is that by defini-
tion, health care specialists do not
attend to patients who do not come
into infertility clinics. Women/couples
who never see an infertility specialist
are completely off the radar, and those
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who come in for a consult and/or a
diagnostic workup but do not come
back for treatment tend to be unac-
counted for. Additionally, patients
who drop out of assisted reproductive
technology (ART) treatment are also
often unaccounted for, or at least not
likely to be noticed. As more attention
is being paid to this oft overlooked pop-
ulation, important insight has been
gained into the reasons for treatment
avoidance and passive termination.

NOT SEEKING CARE AND
BARRIERS TO THE FIRST VISIT
For those who struggle with infertility,
the path to conception is riddled with
stressors and barriers to accessing
fertility care. Despite the great ad-
vancements being made in the field of
assisted reproductive medicine and
technology, many couples struggling
with infertility remain untreated.
Approximately 50% of infertile couples
never seek out fertility care, and of
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those who do, 20% wait for more than
2 years before seeing a specialist (1).
When investigating the reason for these
delays it becomes clear that a combina-
tion of lack of awareness, denial, and
fear play a large role. Fear of failure is
one of the greatest emotional barriers
preventing patients from seeking
fertility treatment (2).

In a survey of 1,010 women who
had not yet had a child but had dis-
cussed family planning with their
physician within the year, the majority
overestimated the odds of conceiving
per cycle, and 75% of the women
were not concerned about being able
to conceive. At the same time, 85% of
the participants stated that they were
willing to pursue infertility treatment
if necessary (3). In another survey of
585 couples who had been trying to
conceive within the past 24 months,
of the couples who had received treat-
ment, 42% waited 6–12 months after
physician recommendation to start
treatment, 11% waited 18–24 months,
and 14% waited more than 24
months (4).
PSYCHOLOGICAL IMPACT OF
TRYING UNSUCCESSFULLY
When 122 consecutive women
visiting a fertility center for the first
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time met with a psychiatrist for a structured diagnostic
interview, 40% were diagnosed with a psychiatric disorder,
the most common being anxiety (23.2%), closely followed
by depression (17%). Women who had a psychiatric diag-
nosis did not differ in age, education, income, or years of
infertility (5). In another study of 1,090 consecutive IVF pa-
tients who completed a self-report psychiatric question-
naire, 31% had a psychiatric diagnosis, the most common
of which was major depression. Only 21% of the women
with a psychiatric disorder were receiving any sort of psy-
chological treatment (6).

Although it is understandable that a certain amount of
anxiety and depression accompanies infertility, it had been
assumed that it was the psychological experience of being
unable to conceive that led to the negative emotions. How-
ever, it is important to keep in mind that numerous forms
of infertility treatment are associated with the development
of depressive symptoms. Eighty percent of women taking
leuprolide acetate scored in the depressive range on the
Hamilton Rating Scale (7), and 75% of women using
GnRH agonist medication reported depressive symptoms
(8). In a study in Denmark, more than 42,000 women
who underwent IVF were assessed for a depression diag-
nosis; 34.7% had a depression diagnosis before ART,
4.7% were first diagnosed during ART, and 60.7% after
ART treatment (9).

In addition to the potential impact of the treatment it-
self, the social and interpersonal problems often brought
about by infertility also contribute to patients' emotional
strain. In a European survey of 445 women from France,
Germany, Italy, and Spain, of whom 160 were currently
receiving treatment, 74% felt resentment when others
easily conceived, 67% were tired of receiving suggestions
on how to conceive, and 64% felt uncomfortable around
pregnant women or babies (2). The majority of patients
(55%) reported feeling ‘‘inadequate as a woman,’’ and
only 24% felt that infertility had made them closer to their
partner. This same study asked patients to reflect on their
decision to seek treatment and their thought process lead-
ing up to that decision; only 32% of the women surveyed
had been concerned about the possibility of infertility,
58% felt they waited too long to try to conceive, and the
vast majority (81%) of women who saw an infertility
specialist wished they had sought out treatment sooner.
On average women waited more than 1 year before seeking
medical help, with older women seeking out help later than
younger women. The most important emotional barrier to
treatment was the fear of failure, with 72% of patients cit-
ing ‘‘being upset if treatments don't work’’ as a primary
concern.

It is also important to note the perceived functional issues
influencing patients facing infertility treatment, such as con-
cerns relating to injections, side effects, cost implications,
time commitments, and the scheduling of treatments, as
well as the possibility of multiple births. Interestingly, aside
from scheduling and time issues, women who were not
currently in treatment were significantly more likely to cite
such functional issues as major concerns than those who
were in treatment (2).
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FACTORS ASSOCIATED WITH TREATMENT
TERMINATION
In the past it was often assumed that patients only discontin-
ued treatment when they could no longer afford it or when
they were advised to do so by their physician (passive termi-
nation). The main focus of ART treatment thus far has been on
increasing singleton clinical pregnancy rates and not on pa-
tient emotional well-being during or after treatment. Now
that several states in the United States and numerous coun-
tries throughout the world mandate that insurance covers
fertility treatment, it has become clear that there are other fac-
tors to consider, and the concept of treatment burden has been
more widely accepted and investigated.

Recent research indicates that treatment discontinuation
rates overall range from 7.7% to 89% (10). Even for insured
patients, dropout rates tend to be high, ranging from 46%
to 58%. This issue is by no means exclusive to the United
States but has been well documented in countries with insur-
ance coverage for IVF. Studies in the Netherlands showed that
32% of patients dropped out before completing three cycles or
achieving a pregnancy, in Germany 39% of nonpregnant pa-
tients dropped out after the first cycle, and in France more
than one-third dropped out after only one cycle (11).

For noninsured patients, cost is usually the number one
reason why patients drop out of treatment. However, insured
patients cite psychological burden throughout the IVF process
as the primary reason for dropping out. There have beenmany
studies that link patient distress and treatment termination.
Beginning with studies from 2004, patient distress was the
most frequently named reason for treatment termination
(12). More recently, in a prospective study of 132 patients un-
der the age of 40 years, who were insured for up to six IVF cy-
cles and who did not initiate a third cycle, the most common
reason given for dropping out of treatment was stress (39%),
and the top contributors to distress were the toll that infertility
took on the couple's relationship and being too anxious or
depressed to continue with treatment (13).

A recent review of studies looking into patient dropout
found that the top cited reasons were postponement of treat-
ment or unknown (39%), relational and personal reasons
(17%), and psychological burden (14%) (14). The main rea-
sons named by patients were related to fear and negative
treatment attitudes, including unfavorable attitude about
treatment and ethical and moral values. Psychological and
emotional factors included pre-existing psychological issues,
difficulty coping with negative emotions brought on by un-
successful treatment, the uncertainty and sense of vulnera-
bility, and the strain of repeated cycles. This strain can also
have a negative impact on a couple's relationship. The impact
of ART on a relationship and any asymmetry in treatment be-
tween partners can add to the emotional turmoil of fertility
treatment.

There are many important factors associated with treat-
ment termination. As clinical studies have shown, depressive
symptoms before the first cycle can have a significance effect
on a patient's ability to withstand multiple treatment cycles
(15). Because the emotional and psychological consequences
of infertility and the treatment process tend to increase with
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each failed attempt, a biochemical pregnancy or miscarriage
from a previous cycle can also influence the decision to termi-
nate treatment even when the prognosis is still optimistic.
Additionally, older age and the perception of a poor prognosis
play an important role in treatment termination, although the
relationship between prognosis and the decision to terminate
treatment may not be straightforward. Dropout rates have
been shown to increase with the number of frozen embryos;
in one study, patients who dropped out of treatment had
more frozen embryos than did women who remained in
treatment (11).
RECOMMENDATIONS TO DECREASE PATIENT
BURDEN
The more we understand about the emotional and psycholog-
ical hurdles facing patients in need of fertility treatment, the
better we are able to help them successfully manage the treat-
ment process.

It is also crucial that patients are referred to an infertility
specialist in a timely fashion. Decreasing the time spent in
treatment and pinpointing the treatment most likely to
achieve a singleton pregnancy can lead to less distress. Prac-
titioners in the reproductive endocrinology and infertility
field should increase their efforts to educate referring physi-
cians and nurse practitioners on how to communicate to pa-
tients the advantages of receiving specialized care efficiently.

For patients to fully benefit from the successful technol-
ogies available, it is essential that they stay engaged and
informed throughout the process. There are many ways in
which clinics can integrate programs and protocols into their
practice to help with this and thus decrease patient burden.
Navigating the various elements of infertility and treatment
options available can be overwhelming and intimidating, so
providing tailored educational and informational materials,
including checklists, can help to make sure that all treatment
worries are addressed. Specifically, recommendations
include: [1] screen high-risk patients for psychological issues;
[2] refer those patients for emotional support/counseling; and
[3] implement coping interventions for patients (10).

There are many tools and strategies available that pro-
viders could implement to improve patient experience and
treatment success. SCREENIVF (16) and Fertility Quality of
Life (FertiQoL) (17, 18) are two short tools available that can
be used to screen and identify at-risk fertility patients.
SCREENIVF is an evidence-based, self-administered, 34-item
questionnaire addressing five risk indicators for psychological
distress during treatment (pretreatment anxiety and depres-
sion, negative infertility illness cognitions, low acceptance
of infertility, and poor social support) (10). This information
is also used to create a risk profile for each patient, identifying
their specific vulnerabilities, and a targeted preventive treat-
ment plan (19). FertiQoL is another reliable tool, made up of
26-items, which screens for lifestyle risk factors and helps
both clinicians and patients better understand the impact of
infertility on patient well-being (emotional, mind, body, rela-
tional, and social) (1, 10, 19). FertiQoL is avable online and has
been translated into 34 languages (17, 18). Additionally,
clinics can identify patients who need to be referred to a
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mental health professional by using the Hospital Anxiety
and Depression Scale, the Beck Depression Inventory, or the
Center for Epidemiological Studies-Depression Scale (19).
Properly identifying psychological and emotional distress is
an essential step in its proper treatment.

Taking into consideration the different learning styles
and coping strategies of men and women, a variety of
different resources should be available to patients and couples
as they navigate this process. Additional tools that can be
easily implemented and accessible include preparatory and
informational pamphlets, structured checklists, treatment
surveys, and educational DVDs that can address popular mis-
understandings and fears about treatment and be tailored to
target different stages though out treatment (1, 10).

Partner support and involvement throughout the treat-
ment process is a substantial element in relieving patient
burden and can be encouraged through couple-based inter-
ventions and counseling (20). Given the evidence that rela-
tionship strain is a frequent issue for patients in treatment,
it is important to ensure the partner is involved. One example
of a beneficial therapy for couples is Stress Management and
Resilience Training (SMART). A cognitive-behavioral inter-
vention, SMART therapy teaches skills in self-awareness
and attention, breathing-based relaxation, and incorporating
gratitude, compassion, acceptance, and purpose. In a 2015
randomized clinical trial SMART therapy was proven to be
effective in improving generalized and fertility related stress,
anxiety, and happiness, significantly improving quality of life
measures in both men and women undergoing IVF (21).

Another example of an effective psychological interven-
tion is the Mind/Body Program for Infertility. This is a 10-ses-
sion cognitive–behavioral/relaxation group intervention
designed for infertile women at any stage of treatment; their
partners attend three of the sessions. Two randomized,
controlled trials have documented the efficacy of this inter-
vention to significantly positively impact pregnancy rates,
as well as decrease psychological distress (22–24).

Current research supports the positive effects of a variety
of psychological interventions on both patient burden and
pregnancy rates. The results of a recently published system-
atic review and meta-analysis of 39 eligible studies found
that psychological interventions, particularly cognitive–
behavioral therapy, effectively decrease psychological
distress and increase pregnancy rates in infertile women.
The authors determined that women who participated in
some sort of intervention became pregnant at double the
rate as the control women (25).

Additionally, a recent RCT to test the efficacy of a brief
psychological intervention (e.g., a stress management packet
mailed to participants' homes) showed that intervention par-
ticipants reported not only significantly lower rates of psy-
chological distress but a decrease in treatment termination
rates as well (26).

Continuity of care is key in this ever-expanding field of
fertility treatment. It is important for this vulnerable popula-
tion of patients to feel supported and understood, and
ongoing communication between members of their care
team is essential. Clinics need to improve staff performance
in areas known to impact discontinuation decisions. Finally,
VOL. 105 NO. 5 / MAY 2016
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teaching staff stress management skills, using persuasive
communication about lifestyle changes, simplifying treat-
ment protocols, and addressing workload issues could go a
long way toward decreasing patient burden and increasing
success.

In conclusion, the emotional upheaval experienced by
those dealing with infertility is immense, and lessening pa-
tient burden is an essential step to improving fertility treat-
ment. Not only does the distress brought on by infertility
and the subsequent therapy prevent patients from initiating
treatment, but it is also the primary reason for many patients
to drop out of treatment. Fear of failure creates significant
emotional barriers that also prevent patients from seeking
fertility treatment; psychological burden is the primary
reason for discontinuation. By addressing these obstacles,
clinics could see great improvements in patient success,
enabling patients to endure the treatments and ultimately
improving pregnancy rates.
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